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GOVERNOR

STATE OF OKLAHOMA
OKLAHOMA HEALTH CARE AUTHORITY

OHCA 2010-64

December 14, 2010

RE: Patient Centered Medical Home Behavioral Health Screenings

Dear SoonerCare Choice Tier Three Medical Home Provider:

Part of the responsibilities as a SoonerCare Choice tier three medical home is behavioral health screening. A
positive screening result necessitates brief intervention and potentially referral for treatment (SBIRT). This letter
is to notify you of an agency initiative to make sure you and your staff has the tools and the resources needed to
perform this required SBIRT process.

Beginning January 15, 2011, staff from the Oklahoma Health Care Authority’s (OHCA) Behavioral Health
Department will be scheduling an on site visit. During that visit these behavioral health SBIRT staff will provide
education on the screening tool; how to easily integrate the tool in your current practice; and how and when to bill
for the intervention and referral for treatment.

In addition, these staff will provide you a list of behavioral health providers who will be available to assess
members within 3 business days of the referral. Finally, they will ensure the behavioral health provider sends you
a copy of the member’s full assessment for your records.

We believe this assistance will provide greater access to members needing behavioral health services. Enclosed is
an information brochure about the process.

If you would like additional information prior to your on site visit, please feel free to contact the Behavioral
Health SBIRT staff at 405-522-7475.

Thank you for your continued support of our SoonerCare and Insure Oklahoma Individual Plan members
Sincerely,

/sl

Garth L. Splinter, M.D.
State Medicaid Director

SHEPHERD MALL -« 2401 N.W. 23RP STREET, SUITE 1A *» OKLAHOMA CITY, OK 73107 * (405) 522-7300 * WWW.OKHCA.ORG
An Equal Opportunity Employer






AR
oklahoma

health care
authority

Oklahoma Health Care Authority
2401 N.W. 23rd Al
Oklahoma City, OK 73107

Behavioral Health Screening
Contact Information:
Dale Miller (405) 522-7646
Heather Annis (405) 522-7597
Javey Dallas (405) 522-7543
Fax Line— (405) 530-3415

Web Site: www.okhca.org

This publication is authorized by the Oklahoma Health Care Authority in accor-
dance with state and federal regulations. Cost of the printing was $106.80 for
1,200 copies. OHCA is in compliance with Title VI and Title VII of the 1964 Civil
Rights Act and the Rehabilitation Act of 1973. Copies have been deposited with
the Oklahoma Department of Libraries Clearinghouse. The Oklahoma Health Care
Authority does not discriminate on the basis of race, color, national origin, sex,
religion, age or disability in employment or the provision of services.
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Behavioral Health
Screening

Part of the responsibilities as a SoonerCare
Choice tier three medical home includes behav-
ioral health screening, and for those members
with a positive screen who need further behavioral
health intervention, then a brief intervention and
referral for treatment (SBIRT) process is also re-
quired.

The screening tools that have been incorporated
into the provided behavioral health screening tool-
kit are validated tools designed to briefly screen
for mental health and/or substance abuse issues.

Behavioral Health Screening
Code and Rate

CPT Code Time Spent Rate

T1023 15-30 Min. $32.06

Screening Brief Intervention
Referral for Treatment
(SBIRT) process:

Client (or guardian for children) completes the
screening tool as part of their regular visit paper-
work.

e Medical Home Provider discusses the results
with patient/guardian.

e If positive screen, then provider can either give
the member a referral to an area BH provider for
assessment, or contact OHCA Behavioral Health
staff or fax the assessment to the number listed
on the back of this brochure.

e PCP’s office bills procedure code — T1023
(only billable for a positive screen, brief interven-
tion, and referral to BH provider for assessment).
e Behavioral Health Provider faxes a copy of the
assessment and recommendation results to the
PCP’s office. If a psycho-pharmacological as-
sessment is needed, the patient is contacted by
the PCP’s office to schedule a follow up visit.

e Behavioral Health Provider will provide copies
to the PCP office of ongoing treatment summa-
ries.






OHCA Behavioral Health Screener Development Project

Potential Benefits and Risks. All clinical procedures carry potential benefits and potential risks.
Behavioral health screening is no exception. The key principle for using any clinical procedure is the
appropriate balance of risks and benefits, with particular attention to two issues: 1) that the risks are
reasonable in light of the potential benefits; and 2) that reasonable steps are taken to minimize risks.

What is Done in Behavioral Health Screening. Behavioral health screening involves patients in primary
care settings completing a questionnaire that asks about common behavioral, mental health, emotional
or substance abuse problems. The objective of the behavioral health screening questionnaire is not to
make a diagnosis, and the information collected by the questionnaire is not sufficient for diagnostic
purposes. The objective of screening is to alert the primary care provider to any areas of possible
concern that might merit either additional clinical inquiry, monitoring, fuller assessment, treatment or
referral to a behavioral health specialist.

What Are the Potential Benefits to Patients. Potential benefits of the procedure include improved
identification of problems or conditions that might benefit from additional assessment and/or
treatment, including problems and conditions that otherwise might go unidentified, unmonitored or
untreated. Depending upon the condition, the potential benefits may be substantial. For example,
identification of untreated attention problems in children may ultimately lead to improved functioning
at school. Identification of depression or substance use problems may ultimately lead to a range of
health benefits. Behavioral health conditions are common, but may not otherwise be asked about or
raised as a concern during primary care visits. Because the questionnaire screens for suicide risk, in rare
circumstances there could be potentially life-saving benefits.

What Are the Risks. Completing questionnaires like the Behavioral Health Screen are widely held to
pose no greater than minimal risk to patients. Similar questionnaires have been used in clinical practice
and research with very large numbers of patients. There is no known pattern of severe adverse events
or reactions caused by these procedures. No clinical procedure is completely free of risk. Patients may
feel uncomfortable completing the questionnaire or answering personal questions. There may be risk
related to any unauthorized sharing of the information. There may be privacy risks related to others
viewing a patient’s answers.

What Can Be Done To Minimize These Risks. A number of steps are taken to minimize risks. First, the
screening tool will be voluntary so that patients who may feel uncomfortable answering the questions
can decline to do so, either in full or in part. Second, the tool includes an item indicating that the
patient has unspecified concerns that they wish to discuss privately with their primary care provider.
Third, training and instructions will encourage administering the questionnaire in reasonably private
settings and guarding against the completed questionnaire being viewed apart from necessary job
responsibilities. The tool is designed to be handled by the patient’s primary care provider, primary care
office personnel and to be part of the patient’s regular primary care clinical record. As part of the
clinical record, it will be subject to the same procedural protections that apply to all protected health
information including HIPAA regulations. Patients in primary care normally are provided with
information about the privacy of their protected health information.

Benefit-to-Risk Ratio. We believe that the potential benefits are substantial and the risks are no greater
than minimal. Given this, we believe that potential benefits far outweigh risks.







Behavioral Health Screenings
Tiered Provider Information

Three Tiers: 1, 2, & 3 [3 = most comprehensive]

Tier 1 Medical Home (Entry Level): Requires 10 of the designated
core capabilities*

Tier 2 Medical Home (Typical): Requires 16 of the designated core
capabilities*

Tier 3 Medical Home (Optimal): Requires 18 of the designated core
capabilities* plus 3 of an additional 10 requirements

Tier 1: Entry Level medical Home Requirements

Provides/coordinates all medically necessary primary and preventive services
Participates in VFC and meets all reporting requirement for OSIIS

Organizes clinical data in paper or electronic format

Reviews all medications a patient is taking and maintains a medication list
Maintains a system to track test and follow-up on results

Maintains a system to track referrals including self reported referrals
Provides care coordination and continuity including family participation
Provides patient education and support

Tier 2: Advanced Medical Home Requirements
Tier 1 Mandatory requirements plus the following:

Obtains mutual agreement on medical home with patients

Accepts electronic communications from OHCA

Provides 24/7 voice to voice coverage. PAL does not meet qualifications

Makes after hours care available to patients. Provider is available at least 30 hours
per week. Uses open scheduling and walk-ins to provide continuity of care

Uses mental health and substance abuse screening and referral

Uses data from OHCA to identify and track patients inside and outside the PCP
Coordinates care for patients who receive care outside the PCP location

Promotes access and communication with patients
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Tier 2: Optional Criteria
Must Select Three

Develop a PCP led health care team

Provides after-visit follow up for medical home patients

Adopts evidence-based clinical practice guidelines on preventive and chronic care
Uses medication reconciliation to avoid interactions or duplications

Serves children in state custody

Uses a personalized screening brief intervention and referral for treatment
(SBIRT)

Participates in practice facilitation

Makes after hours care available at least four hours each week outside 8am-5pm,
M-F

Tier 3: Optimal Medical Home Requirements

Organizes and trains staff in roles for care management, creates and maintains a
prepared and proactive care team, provides timely call back to patients, adheres to
evidence-based clinical practice guidelines on preventive and chronic care.
Uses health assessment to characterize patient needs and risks

Documents patient self management plan for those with chronic disease
Develops a PCP led health care team

Provides after visit follow—up for patients

Adopts specific evidence based clinical practice guidelines on preventive and
chronic care

Uses medication reconciliation to avoid interactions

Serves children in state custody

Uses SBIRT

Tier 3: Optional Criteria
OHCA encourages providers to choose one or more of the following as
further enhancements to tier 3

Uses integrated care plan to guide patient care

Uses secure systems that provide for patient access to personal health information
Reports to OHCA on PCP performance

Accepts and engages a practice facilitator







Pediatric Behavioral Health Screen (Ages 4-16)

Person Completing Form

Relation to Child:

INFORMATION FOR YOUR CHILD’S DOCTOR
Emotional and physical health go together in children. Parents are often the first to notice a problem with
their child’s behavior and /or emotions. You can help your child get the best care possible by answering these
questions. Please circle the box that best describes your child. If you do not wish to answer a question, you
can leave it blank.

Please circle the answer that best describes your child:

PSC NEVER | SOME | OFTEN Office Use
TIMES [ A E
1. Fidgety, unable to sit still 0 ! 2
2. Feels sad, unhappy 0 ! 2
3. Daydreams too much 0 ! 2
4. Refuses to share 0 ! 2
5. Does not understand other people’s feelings 0 ! 2
6. Feels hopeless 0 ! 2
7. Has trouble paying attention 0 1 2
8. Fights with other children 0 1 2
9. Is down on himself 0 1 2
10. Blames others for his or her troubles 0 1 2
11. Seems to be having less fun 0 1 2
12. Does not listen to rules 0 ! 2
13. Acts as if driven by a motor 0 1 2
14. Teases others 0 1 2
15. Worries a lot 0 ! 2
16. Takes things that do not belong to him or her 0 ! 2
17. Distracted easily 0 ! 2

How much do the problems or difficulties you circled above interfere with
your child’s everyday life?

Not at Only A A

all a lot great

little deal
18. Do the difficulties you checked above upset or distress your child? 0 1 2 g
19. Do the difficulties you checked above place a burden on you and your family? 0 1 2 3
20. Do the difficulties you checked above interfere with your child’s home life? 0 1 2 3
21. Do the difficulties you checked above interfere with your child’s friendships? 0 1 2 3
22. Do the difficulties you checked above interfere with your child’s activities? 0 1 2 3
23. Do the difficulties you checked above interfere with school or learning? 0 1 2 3
24. Do you think your child might have a problem with alcohol or drugs? YES NO
25. Is your child in counseling or seeing a mental health professional? YES NO
26. Does your child have an IEP (Individualized Educational Plan) at school? YES NO
27. Are there problems or concerns about your child, yourself or your family that you would YES NO

like to talk about privately with your doctor?

BH-01 Issued 12-20-10





Pediatric Behavioral Health Screen (Ages 4-16)
Child’s Name: Screening Date:

Screening Results
Patient’s Pediatric Symptom Checklist was

L] negative.

O positive for: [ internalizing symptoms [ externalizing symptoms [ attention symptoms [ overall symptoms

Symptoms endorsed on patient’s Pediatric Symptom Checklist
I do not result in functional impairment.
I result in functional impairment for:
O child O family O child activities LI child's home life [ child’s friendships [ child’s school or learning
Caregiver had concern for patient’s use of alcohol or drugs: [J No [ Yes

Caregiver had other concerns: 1 No [ Yes- Concern was

Patient currently followed by a mental health provider: I No [ Yes-Provider is

Patient currently on an Individualized Education Plan at school: 1 No [ Yes
Reason for IEP:

Screening Summary

Patient’s overall screen was:

L] negative.
1 positive, but patient is already followed by a mental health provider.
L] positive and warrants further monitoring.

O positive and warrants further assessment.
Intervention

[J Reviewed screening results with patient/family.
] Discussed with patient/family impact of screening results on patient’s health & need for:
1 continued monitoring of patient’s symptoms.
[ further assessment by a behavioral health provider.
[ family to follow-up with patient's current mental health provider.
1 family to follow-up with patient’s school personnel.
O] If ADHD is considered, then will further assess for ADHD with Vanderbilt Assessment Protocol.

L1 Patient/family given copy of screening results.
Referral

[ No referral made at this time.

O] Referred patient to in house Behavioral Health/ Pediatric Psychology service for further assessment and treatment
recommendations.

[1 Referred patient to

L1 Patient/family has appointment

1 Patient/family given Behavioral Health contact (800) 652-2010 to call for assistance with location a behavioral health provider
to conduct further assessment.
Comments

Physician signature: Date:
BH-01 Issued 12-20-10







Adult Behavioral Health Screen

INFORMATION FOR YOUR DOCTOR
Physical and emotional health go together. You can help us provide you with the best
health care possible by answering these questions. Please circle the box that best
describes you. If you do not wish to answer a question, you can leave it blank.

Your Name Today’s Date:
PHQ-2+1 Not At All Several More Nearly
Days than Half Every Day
. . . the Days
Please circle the answer that best describes you during the past two
weeks
1. Little interest or pleasure in doing things (0) (1) (2) (3)
2. Feeling down, depressed or hopeless (0) (1) (2) (3)
3. Thinking that you would be better off dead or that you want to hurt (0) (1) (2) (3)
yourself in some way
AUDIT, NM-ASSIST
Please circle the answer that best describes your use of alcohol or drugs. Drugs include all kinds of street drugs,
marijuana, meth, cocaine, or prescription drugs such as tranquilizers or pain killers that are not taken as directed by
your doctor.
1. How often do you drink alcohol? Never Monthly or 2-4timesa | 2-3times 4 or more
less month a week times a
week
0 1 2 3 4
2. How many drinks of alcohol do you have on a typical day? lor2 3 or 4 drinks 50r6 7t09 10 or more
(Ieave blank if you don’t drink alcohol) drinks a aday drinks a drinks a drinks a
day day day day
0 1 2 3 4
3. Inthe past year did you have 6 or more drinks* of
alcohol in one day if you are male; 5 or more if you Never Less than Monthly Weekly Daily or
Monthly almost
are female? daily
*one drink means 12 oz. of beer, 1.5 oz. of liquor or 5 oz. of wine 0 1 2 3 4
4. In the past 3 months, how often have you used marijuana, Less than Daily or
other drugs or nonmedical use of prescription drugs? Never Monthly Monthly Weekly a('j";i‘l’it
0 2 3 4 6
5. In the past 3 months, how often have you had a strong Less than Daily or
desire or urge to use alcohol or drugs Never Monthly Monthly Weekly almost
daily
0 3 4 5 6
6. In the past 3 months, has your use of alcohol or drugs led Less than Daily or
to health, social, legal or financial problems? Never Monthly Monthly Weekly aL?i‘I’;t
0 4 5 6 7
7. Inthe past 3 months, how often have you failed to do Less than Daily or
what was normally expected of you because of your use of Never Monthly Monthly Weekly a;':i‘l’;t
alcohol or drugs? 0 5 6 7 3
8. Is fighting, violence or fear of being hurt a big problem in your home? (circle your answer) YES NO
9. Are there personal, emotional, or family problems and concerns that you would like to talk YES NO
about privately with your doctor? (circle your answer)
10. Are you currently receiving services from a psychologist, psychiatrist, substance abuse YES NO
program, mental health program or counselor? (circle your answer)

BH-02 Issued 12-20-10





Adult Behavioral Health Screen
Patient’s Name Screening Date

Screening Results
PHQ-2 for depression was

L] negative [ positive [ positive for suicidal ideation
AUDIT for alcohol use was

O] negative [ positive
Drug use screen was

[ negative [ positive
Symptoms endorsed on patient’'s drug and alcohol screen

1 do not result in functional impairment.

O result in functional impairment.
Endorsed fighting, violence, or fear of being hurt as a problem in the home:

L No O Yes
Other personal, emotional, or family problems:

O No [ Yes- Concern was

Patient currently followed by a mental health provider.
[0 No [ Yes- Provider is

Screening Summary
Patient’s overall screen was:

O] negative.
] positive, but patient is already followed by a mental health provider.
O] positive and warrants further monitoring.

L] positive and warrants further assessment.
Intervention

[J Reviewed screening results with patient/family.

] Discussed with patient/family impact of screening results on patient’s health & need for:
1 continued monitoring of patient’s symptoms.
O further assessment by a behavioral health provider.
[ patient to follow-up with patient’s current mental health provider.

L] Patient/family given copy of screening results.
Referral

O No referral made at this time.

[1 Referred patient to in house Behavioral Health/ Pediatric Psychology service for further assessment and treatment recommendations.

1 Referred patient to

1 Patient/family has appointment

1 Patient/family given Behavioral Health contact (800) 652-2010 to call for assistance with location a behavioral health provider to conduct
further assessment.
Comments

Physician signature: Date:
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Questioniario de Adultos de Salud Mental

dejarla en blanco.

INFORMACION PARA SU DOCTOR
La salud fisica y emocional van de la mano. Usted puede ayudarnos a ofrecerle la
mejor atencion médica posible respondiendo a estas preguntas. Por favor marque la
casilla que mejor lo describe. Si usted no desea responder a una pregunta, puede

Nombre Fecha:
PHQ-2+1 Nunca Varios dias Mas de la Casi todos
mitad de los dias
. . . los dias
Por favor circule la respuesta que mejor lo describe a usted durante las
altimas dos semanas.
1. Poco interés o placer en hacer las cosas © @ @ ®
2. Sesiente triste, deprimido o sin esperanza © @ @ ®
3. Piensa que serfa mejor estar muerto o que quiere hacerse dafio a si © @ @ ®
mismo de alguna manera
AUDIT-3, NM-ASSIST
Por favor circule la respuesta que mejor describe su uso de
alcohol o drogas. Las drogas incluyen todo tipo de drogas,
marihuana, metanfetamina, cocaina o drogas de
prescripcion, tales como tranquilizantes o analgésicos que no
se toma como se lo indico su médico
1. ¢Con qué frecuencia toma alcohol? Nunca Unavez por | 2-4vecesal | 2-3veces 40 més
mes 0 menos mes por veces a la
semana semana
2. ¢Cuéntas bebidas de alcohol toma usted en un dia tipico? lo2 304 506 7a9 10 0 mas
(Dejar en blanco si usted no bebe alcohol) Lechuicles Mgl s [Q  R E 6 L
al dia dia dia al dia dia
3. En el Gltimo afio tomo * 6 0 més bebidas de alcohol o
en un dia, si usted es varon *5 o mas si son mujeres. Menos de Del diario o
Nunca unavez por | Mensual Semanal casi diario
mes
(una bebida significa 12 0z de cerveza, 1.5 oz. de licor 0 5 0z. de vino)
4. En los ultimos 3 meses, écudntas veces ha consumido Menos de A diario 0
. s Nunca unavez por | Mensual Semanal casi diario 6
marihuana, otras drogas o usado drogas de prescripcion sin fin 0 mes 3 2
de uso médico? 2
5. Enlos dltimos 3 meses, écuantas veces ha tenido un fuerte \ Menos de y | . | Ad_izé(io_o 6
deseo o necesidad de usar alcohol o drogas? 0 unca lrJnnea; vez por 4 ensua Semana cast diario
3
6. ¢Enlos ultimos 3 meses, el uso de alcohol o drogas le trajo Menos de Adiarioo
. . . Nunca una vez por Mensual Semanal casi diario 7
problemas de salud, sociales, legales o financieros? 0 mes 5 6
4
7. Enlos dltimos 3 meses, écuantas veces ha dejado de hacer Menos de Adiarioo
. Nunca unavez por | Mensual Semanal casi diario 8
lo que normalmente se espera de usted debido a su uso de 0 mes 6 7
alcohol o drogas? 5
8. (¢Es pelear, violencia o el miedo de ser herido un gran problema en su hogar? Sl NO
(Circule su respuesta)
9. ¢Hay problemas personales, emocionales, o familiares o alguna otra preocupacion por lo cual Sl NO
le gustaria hablar de forma privada con su médico? (Circule su respuesta)
10. ¢Esta usted actualmente recibiendo servicios de un psicélogo, psiquiatra, algin programa de Sl NO
abuso de sustancias, programa de salud mental o un consejero? (Circule su respuesta)
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Adult Behavioral Health Screen
Patient's Name Screening Date

Screening Results
PHQ-2 for depression was

[J negative [ positive [ positive for suicidal ideation
AUDIT for alcohol use was

L] negative [ positive
Drug use screen was

L] negative [ positive
Symptoms endorsed on patient’s drug and alcohol screen

I do not result in functional impairment.

1 result in functional impairment.
Endorsed fighting, violence, or fear of being hurt as a problem in the home:

1 No [ Yes
Other personal, emotional, or family problems:

J No [ Yes- Concern was

Patient currently followed by a mental health provider.
L] No O Yes- Provider is

Screening Summary
Patient’s overall screen was:

[ negative.
[ positive, but patient is already followed by a mental health provider.
] positive and warrants further monitoring.

(1 positive and warrants further assessment.
Intervention

] Reviewed screening results with patient/family.

1 Discussed with patient/family impact of screening results on patient’s health & need for:
O] continued monitoring of patient’s symptoms.
[ further assessment by a behavioral health provider.
] patient to follow-up with patient’s current mental health provider.

[1 Patient/family given copy of screening results.
Referral

O No referral made at this time.
L1 Referred patient to in house Behavioral Health/ Pediatric Psychology service for further assessment and treatment recommendations.

1 Referred patient to

L1 Patient/family has appointment

[1 Patient/family given Behavioral Health contact (800) 652-2010 to call for assistance with location a behavioral health provider to conduct
further assessment.
Comments

Physician signature: Date:
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Pantalla de salud Behavioral pediatrica (edades 4-16)
Persona Completando esta Forma

Relacion hacia el nifo:

INFORMACION DE SU HIJO PARA EL MEDICO
La salud emocional y fisica va de la mano en los nifios. Los padres son los primeros que notan un problema con
el comportamiento de sus hijos, las emociones de aprendizaje. Usted puede ayudar a su hijo a obtener la
mejor atencion posible respondiendo a estas preguntas. Por favor marque la casilla que mejor describe a su
hijo. Si usted no desea responder a una pregunta, puede dejarla en blanco.

Por favor circulé la respuesta que mejor describa a su hijo:

PSC NUNCA | AVECES | MUY Office Use
SEGUIDO
1. Nervioso, incapaz de quedarse quieto 0 1 2
2. Se siente triste, infeliz 0 1 2
3. Sueiia despierto demasiado 0 1 2
4. Se niega a compartir 0 1 2
5. No comprende los sentimientos de otras 0 1 2
6. Se siente sin esperanzas 0 1 2
7. Tiene problemas para prestar atencién 0 1 2
8. Pelea con otros nifios 0 1 2
9. Se critica a si mismo 0 1 2
10. Culpa a otros por sus problemas 0 1 2
11. Parece divertirse menos 0 1 2
12. No obedece las reglas 0 1 2
13. Actla como si tuviera un motor 0 1 2
14. Molesta o se burla de otros 0 1 2
15. Se preocupa mucho 0 1 2
16. Toma cosas que no le pertenecen 0 1 2
17. Se distrae facilmente 0 1 2

¢Hasta qué punto los problemas o dificultades que circulo arriba
interfieren con la vida cotidiana de su hijo?

Solo Muchisimo
nunca un  [Mucho|
poco

18. ¢Las dificultades que ha marcado arriba molestan o angustian a su hijo?

19. ¢Las dificultades que ha marcado arriba son una carga para usted y su familia?
20. ¢ Las dificultades que marco arriba interfieren con la vida de su hijo en casa?
21. ¢ Las dificultades que marco arriba interfieren con las amistades de su hijo?
22. ¢ Las dificultades que marco arriba interfieren con las actividades de su hijo?
23. ¢Las dificultades que marcd arriba interfieren con la escuela o aprendizaje?
24. iCree que su hijo puede tener problemas con el alcohol o las drogas? Si NO
25. ¢Esta su hijo bajo el asesoramiento o viendo un especialista de salud Si NO
mental?
26. ¢Su hijo tiene un PES (Plan Educativo Individualizado) en la escuela? Si NO
27. ¢Existen problemas o preocupaciones sobre su hijo, usted o en su Si NO
familia que a usted le gustaria hablar en privado con su médico?

o] O] ol ©o| ©of ©
R R R R R~
Nl N N[N NN
w| wl wf w|l w|l w
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Pediatric Behavioral Health Screen (Ages 4-16)
Child’s Name: Screening Date:

Screening Results
Patient’s Pediatric Symptom Checklist was

L] negative.

O positive for: [ internalizing symptoms [ externalizing symptoms [ attention symptoms [ overall symptoms

Symptoms endorsed on patient’s Pediatric Symptom Checklist
I do not result in functional impairment.
I result in functional impairment for:
O child O family O child activities LI child's home life [ child’s friendships [ child’s school or learning
Caregiver had concern for patient’s use of alcohol or drugs: [J No [ Yes

Caregiver had other concerns: 1 No [ Yes- Concern was

Patient currently followed by a mental health provider: I No [ Yes-Provider is

Patient currently on an Individualized Education Plan at school: 1 No [ Yes
Reason for IEP:

Screening Summary

Patient’s overall screen was:

L] negative.
1 positive, but patient is already followed by a mental health provider.
L] positive and warrants further monitoring.

O positive and warrants further assessment.
Intervention

[J Reviewed screening results with patient/family.
] Discussed with patient/family impact of screening results on patient’s health & need for:
1 continued monitoring of patient’s symptoms.
[ further assessment by a behavioral health provider.
[ family to follow-up with patient's current mental health provider.
1 family to follow-up with patient’s school personnel.
O] If ADHD is considered, then will further assess for ADHD with Vanderbilt Assessment Protocol.

L1 Patient/family given copy of screening results.
Referral

[ No referral made at this time.

O] Referred patient to in house Behavioral Health/ Pediatric Psychology service for further assessment and treatment
recommendations.

[1 Referred patient to

L1 Patient/family has appointment

1 Patient/family given Behavioral Health contact (800) 652-2010 to call for assistance with location a behavioral health provider
to conduct further assessment.
Comments

Physician signature: Date:

BH-01 Spanish Issued 02-28-11






cupwdE

Behavioral Health Screening Tools Scoring and SBIRT Instructions

The comprehensive screening tools were developed as a way to provide a quick measure
of mental health and substance abuse issues in the primary care setting. Areas covered:
substance abuse, depression, anxiety, familial relations, and domestic violence. The
backside of the forms allow for fast documentation for the medical record. The scoring
instructions below correspond with the appropriate sections on each of the tools.

Pediatric Behavioral Health Screener

PSC - Pediatric Symptom Checklist
Transfer parents responses to the shaded boxes in scoring grid on right side of the
page. Sum the columns to create scores for scale scores. Sum these three scores to
create total score.
I (Internalizing symptoms — anxiety and depression >5 positive

A (Attention — ADHD) >7 positive
E (Externalizing symptoms — disruptive behavior) >7 positive
Total Score > 15 positive

Functional Impairment
For items 18-23, any item endorsed > 2 represents functional impairment and
warrants further assessment.

Conversation Starter Questions
Items 24-26 have been included as open ended questions as conversation starters
between the physician and the patient regarding any mental health and/or
substance abuse concerns.

Item 27 has been included in the event that there are issues the patient may be
concerned with, that have not been covered by other questions.

SBIRT Instructions

Client (or guardian for children) completes the screening tool as part of their regular visit paperwork.
PCP office staff calculates the score.
If positive screen, then PCP completes a brief intervention
PCP gives the member a referral to area BH provider for a full assessment.
PCP completes documentation side of the tool to place in the medical record.
PCP’s office bills procedure code — T1023 (only billable for a positive screen, brief intervention,

and referral to BH provider for assessment).
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Adult Behavioral Health Screener

PHQ -Patient Health Questionnaire 2+1 (initial Depression and Anxiety Screen)
1. Sumitems 1 & 2. If total is > 3 then result is a positive screen. Recommend
completing PHQ-9, which is provided in the toolkit to further assess depressive
symptoms.*

2. If item 3 is endorsed > 1 then result is a positive screen and warrants further
assessment.

AUDIT - Alcohol Use Disorder Identification Test (Alcohol Screen)
3. Sumitems 1, 2, & 3. If total > 5 then result is a positive screen and warrants
further assessment.

NM-ASSIST — National Institute Drug Abuse Modified Alcohol, Smoking and

ok E

Substance Involvement Screening Test
4. Drug Use - If Item 4 is endorsed as “Daily or Almost Daily” then result is a
positive screen and warrants further assessment.

5. Alcohol and Drug Functional Impairment - Sum items 5, 6, & 7. If total is >
15 then result is a positive screen and warrants further assessment.
Conversation Starter Questions
6. Items 8-10 were included in the event that there are issues the patient may be
concerned with, that have not been covered by other questions. Discuss and
make appropriate referral for further BH full assessment.

SBIRT Instructions

Client (or guardian for children) completes the screening tool as part of their regular visit paperwork.
PCP office staff calculates the score.

If positive screen, then PCP completes a brief intervention
PCP gives the member a referral to area BH provider for a full assessment.
PCP completes documentation side of the tool to place in the medical record.
PCP’s office bills procedure code — T1023 (only billable for a positive screen, brief intervention,

and referral to BH provider for assessment).

*Optional: PHQ-9 (follow-up depression screen located in toolkit provided)

Sum items 1-9 to determine severity of depressive symptoms

1-4 Minimal symptoms

5-9 Mild symptoms

10-14 Moderate symptoms

15-19 Moderately severe symptoms

20-27 Severe symptoms.

If item 9 is endorsed > 1 then result is a positive screen and warrants further assessment.
Item 10 provides estimate of functional impairment.

BH-03 Revised 01-11-11
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To order more questionnaires, email Mentalhealthcheckups@childpsych.columbia.edu,
call (212) 265-4426 or visit www.teenscreen.org

Administering and Scoring the PSC-Y

Screening Questionnaire

Administering

A Survey From Your Healthcare Provider — PSC-Y TeenScreen"ﬁnmcry Care

Date

that bost fitsyouorcircle YesorNo | Never 0| sometimes 1] oten2

B The youth self-report version of the Pediatric
Symptom Checklist (PSC-Y) can be used
with patients between the ages of 11 and 18
and takes less than five minutes to complete
and score.

B The PSC-Y can be administered and scored
by a nurse, medical technician, physician
assistant, physician or other office staff.

Cml e | (@0e|

B Patients should be left alone to complete
the PSC-Y in a private area, such as an exam
room or a private area of the waiting room.

M Patients should be informed of their
confidentiality rights before the PSC-Y is
administered.

S |@|o|m|m|m|m|m| [m] |||

M It is recommended that parents are informed
that a mental health checkup will be
administered as part of the exam.

oo

B The American Academy of Pediatrics
recommends that mental health screening
be conducted annually.

Scoring

M Each item on the PSC-Y is scored
as follows:
Never=0 Sometimes=1 Often=2

M To calculate the score, add all of the item
scores together:

e Total Score = (range 0—70)
e If items are left blank, they are scored as O.

e If four or more items are left blank, the
questionnaire is considered invalid.

o Note if either suicide question has been
endorsed (Questions 36 and 37).

M Score is positive if:
Total Score 2 30
OR
Recent suicidal ideation is reported (Q36)
OR
Past suicide attempt is reported (Q 37)





Interpreting the Screening Res

M Patients that score positive on
their PSC-Y should be evaluated by

the primary care provider (PCP) to Internalizing Attention ‘
determine if the symptoms endorsed P.r oblems ; P.r oblems
. . L (i.e., Depression (i.e., ADHD)
on the questionnaire are significant, .
or Anxiety) * Fidget ble t
causing impairment and warrant a ldgety, unable to
* Feel sad, unhappy sit still

referral to a mental health specialist

or follow-up or treatment by the PCP. * Worrya lot

* Distract easily

* Act as if driven
by motor

¢ Daydream too much

¢ Feel hopeless

* Seem to be having
less fun

M For patients who score negative
on the PSC-Y, it is recommended
that the PCP briefly review the
symptoms marked as “sometimes”
and “often” with the patient.

* Have trouble
concentrating

* Down on yourself

M For help assessing mental
illness and suicide risk, order the
TeenScreen Post-Screening

ults

Externalizing

Problems .

(i.e., Conduct Disorder,

Oppositional Defiant

Disorder)

» Fight with other children

* Tease others

* Do not listen to rules

* Refuse to share

* Do not understand
other people’s feelings

* Blame others for your
troubles

* Take things that do
not belong to you

Individual Problem Areas (For Interpretation Only)

Suicidality ‘
(if either question

is endorsed, further
assess for suicidal
thinking and behavior
and depression)

* Recent suicide
ideation

* Prior suicide
attempt

Non-Categorized Items

Interview Guide. * | ess interested in

school

* Complain of aches

or pains
¢ Spend more time alone
¢ Tire easily, little energy
* Do not show feelings

* Have trouble with
teacher

M The questionnaire indicates only
the likelihood that a youth is at risk
for a significant mental health
problem or suicide; its results are
not a diagnosis or a substitute for
a clinical evaluation.

* Are afraid of new
situations

¢ Are irritable, angry

* | ess interested in
friends

¢ Absent from school

¢ School grades dropping

* Visit doctor with doctor
finding nothing wrong

* Have trouble sleeping

* Feel that you are bad

* Want to be with parent

* Take unnecessary risks
* Get hurt frequently
* Act younger than

more than before

children your age

Making a
Referral and
Notifying
Parents

M Inform parents of the screening results
(positive or negative), recent suicidal
thinking, past suicide attempts and
recommendations for referral, treatment
or follow-up.

Mental Health Screening

interpretation and report.

Health Risk Assessment Code

assessment instrument.

M Provide parents with information about the
next steps and offer support and assistance
with finding or making an appointment with
a mental health professional.

PCPs may report an office or outpatient
E/M code using time as the key factor
when a limited screening test is administered
along with an E/M service.

W Compile a list of mental health referral
resources in the community and share
that list with families of patients that
receive a referral.

Modifier 25
Modifier 25 tells insurers that the particula
visit is different; it should be added to the

office / outpatient visit to indicate that a

W Work with the patient’s existing insurance
benefit to determine the mental health
resources that are available to them.

Corresponding ICD-9 (Diagnosis) Codes

M Obtain written permission from parents to
V20.2 — Well-child, preventative health visi

allow the transfer of information between
the PCP and the mental health professional
who accepts the referral.

Evaluation and Management Codes (E/M)

Established Patients
99211 (5 minutes)

Obtaining Reimbursement

The following is a comprehensive list of relevant codes that may be used to bill for mental
health checkups. These codes are not guaranteed to work with all payers.

96110 — Standardized, developmental and mental health testing/screening; limited with

99420 - This code may be used for the administration and interpretation of a health risk

‘ New Patients

99201 (10 minutes)

99212 (10 minutes)

99202 (20 minutes)

99213 (15 minutes)

99203 (30 minutes)

99214 (25 minutes)

99204 (45 minutes)

I 99215 (40 minutes)

99205 (60 minutes)

ts

significant, separately identifiable E/M service was performed in addition to the preventive
medicine visit. Note that many insurers do not reimburse for modifier 25.

V79.8 — Special screening exam for mental disorders and developmental handicaps
V40.0 — Mental and behavioral health problems

PC/PSC-Y/6.4.10/1000





A Survey From Your Healthcare Provider — PSC-Y TeenScreen%rimory Care

Name Date ID

Please mark under the heading that best fits you or circle Yes or No Never O Sometimes 1 Often 2

- 1. Complain of aches or pains

- 2. Spend more time alone

- 3. Tire easily, little energy

@ | 4. Fidgety, unable to sit still

- 5. Have trouble with teacher

- 6. Less interested in school

7. Act as if driven by motor

8. Daydream too much

9. Distract easily

10. Are afraid of new situations

> 1

11. Feel sad, unhappy

12. Are irritable, angry

13. Feel hopeless

o>

14. Have trouble concentrating

- 15. Less interested in friends

16. Fight with other children

- 17. Absent from school

- 18. School grades dropping
A 19. Down on yourself

- 20. Visit doctor with doctor finding nothing wrong

- 21. Have trouble sleeping

A 22. Worry alot

- 23. Want to be with parent more than before

- 24. Feel that you are bad

- 25. Take unnecessary risks

- 26. Get hurt frequently
A 27. Seem to be having less fun

- 28. Act younger than children your age

B 29. Do not listen to rules
- 30. Do not show feelings

[ ] 31. Do not understand other people’s feelings

B 32. Tease others

B 33. Blame others for your troubles

[ ] 34. Take things that do not belong to you

B | 35.Refuse to share

‘ 36. During the past three months, have you thought of killing yourself? Yes No

‘ 37. Have you ever tried to kill yourself? Yes No
FOR OFFICE USE ONLY TS
Plan for Follow-up [_| Annual screening [ | Returnvisitw/PCP [ ] Referred to counselor

|:| Parent declined |:| Already in treatment |:| Referred to other professional Q36 0rQ 37=Y ‘ TS> 30

Source: Pediatric Symptom Checklist — Youth Report (PSC-Y) PC/PSC-Y/G/6.4.10/1000
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Administering and Scoring the PSC-Y

Screening Questionnaire

Administering

A Survey From Your Healthcare Provider — PSC-Y TeenScreen"ﬁnmcry Care

Date

that bost fitsyouorcircle YesorNo | Never 0| sometimes 1] oten2

B The youth self-report version of the Pediatric
Symptom Checklist (PSC-Y) can be used
with patients between the ages of 11 and 18
and takes less than five minutes to complete
and score.

B The PSC-Y can be administered and scored
by a nurse, medical technician, physician
assistant, physician or other office staff.
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B Patients should be left alone to complete
the PSC-Y in a private area, such as an exam
room or a private area of the waiting room.

M Patients should be informed of their
confidentiality rights before the PSC-Y is
administered.

S |@|o|m|m|m|m|m| [m] |||

M It is recommended that parents are informed
that a mental health checkup will be
administered as part of the exam.

oo

B The American Academy of Pediatrics
recommends that mental health screening
be conducted annually.

Scoring

M Each item on the PSC-Y is scored
as follows:
Never=0 Sometimes=1 Often=2

M To calculate the score, add all of the item
scores together:

e Total Score = (range 0—70)
e If items are left blank, they are scored as O.

e If four or more items are left blank, the
questionnaire is considered invalid.

o Note if either suicide question has been
endorsed (Questions 36 and 37).

M Score is positive if:
Total Score 2 30
OR
Recent suicidal ideation is reported (Q36)
OR
Past suicide attempt is reported (Q 37)





Interpreting the Screening Res

M Patients that score positive on
their PSC-Y should be evaluated by

the primary care provider (PCP) to Internalizing Attention ‘
determine if the symptoms endorsed P.r oblems ; P.r oblems
. . L (i.e., Depression (i.e., ADHD)
on the questionnaire are significant, .
or Anxiety) * Fidget ble t
causing impairment and warrant a ldgety, unable to
* Feel sad, unhappy sit still

referral to a mental health specialist

or follow-up or treatment by the PCP. * Worrya lot

* Distract easily

* Act as if driven
by motor

¢ Daydream too much

¢ Feel hopeless

* Seem to be having
less fun

M For patients who score negative
on the PSC-Y, it is recommended
that the PCP briefly review the
symptoms marked as “sometimes”
and “often” with the patient.

* Have trouble
concentrating

* Down on yourself

M For help assessing mental
illness and suicide risk, order the
TeenScreen Post-Screening

ults

Externalizing

Problems .

(i.e., Conduct Disorder,

Oppositional Defiant

Disorder)

» Fight with other children

* Tease others

* Do not listen to rules

* Refuse to share

* Do not understand
other people’s feelings

* Blame others for your
troubles

* Take things that do
not belong to you

Individual Problem Areas (For Interpretation Only)

Suicidality ‘
(if either question

is endorsed, further
assess for suicidal
thinking and behavior
and depression)

* Recent suicide
ideation

* Prior suicide
attempt

Non-Categorized Items

Interview Guide. * | ess interested in

school

* Complain of aches

or pains
¢ Spend more time alone
¢ Tire easily, little energy
* Do not show feelings

* Have trouble with
teacher

M The questionnaire indicates only
the likelihood that a youth is at risk
for a significant mental health
problem or suicide; its results are
not a diagnosis or a substitute for
a clinical evaluation.

* Are afraid of new
situations

¢ Are irritable, angry

* | ess interested in
friends

¢ Absent from school

¢ School grades dropping

* Visit doctor with doctor
finding nothing wrong

* Have trouble sleeping

* Feel that you are bad

* Want to be with parent

* Take unnecessary risks
* Get hurt frequently
* Act younger than

more than before

children your age

Making a
Referral and
Notifying
Parents

M Inform parents of the screening results
(positive or negative), recent suicidal
thinking, past suicide attempts and
recommendations for referral, treatment
or follow-up.

Mental Health Screening

interpretation and report.

Health Risk Assessment Code

assessment instrument.

M Provide parents with information about the
next steps and offer support and assistance
with finding or making an appointment with
a mental health professional.

PCPs may report an office or outpatient
E/M code using time as the key factor
when a limited screening test is administered
along with an E/M service.

W Compile a list of mental health referral
resources in the community and share
that list with families of patients that
receive a referral.

Modifier 25
Modifier 25 tells insurers that the particula
visit is different; it should be added to the

office / outpatient visit to indicate that a

W Work with the patient’s existing insurance
benefit to determine the mental health
resources that are available to them.

Corresponding ICD-9 (Diagnosis) Codes

M Obtain written permission from parents to
V20.2 — Well-child, preventative health visi

allow the transfer of information between
the PCP and the mental health professional
who accepts the referral.

Evaluation and Management Codes (E/M)

Established Patients
99211 (5 minutes)

Obtaining Reimbursement

The following is a comprehensive list of relevant codes that may be used to bill for mental
health checkups. These codes are not guaranteed to work with all payers.

96110 — Standardized, developmental and mental health testing/screening; limited with

99420 - This code may be used for the administration and interpretation of a health risk

‘ New Patients

99201 (10 minutes)

99212 (10 minutes)

99202 (20 minutes)

99213 (15 minutes)

99203 (30 minutes)

99214 (25 minutes)

99204 (45 minutes)

I 99215 (40 minutes)

99205 (60 minutes)

ts

significant, separately identifiable E/M service was performed in addition to the preventive
medicine visit. Note that many insurers do not reimburse for modifier 25.

V79.8 — Special screening exam for mental disorders and developmental handicaps
V40.0 — Mental and behavioral health problems

PC/PSC-Y/6.4.10/1000





A Survey From Your Healthcare Provider — PSC-Y TeenScreen%rimory Care

Name Date ID

Please mark under the heading that best fits you or circle Yes or No Never O Sometimes 1 Often 2

- 1. Complain of aches or pains

- 2. Spend more time alone

- 3. Tire easily, little energy

@ | 4. Fidgety, unable to sit still

- 5. Have trouble with teacher

- 6. Less interested in school

7. Act as if driven by motor

8. Daydream too much

9. Distract easily

10. Are afraid of new situations

> 1

11. Feel sad, unhappy

12. Are irritable, angry

13. Feel hopeless

o>

14. Have trouble concentrating

- 15. Less interested in friends

16. Fight with other children

- 17. Absent from school

- 18. School grades dropping
A 19. Down on yourself

- 20. Visit doctor with doctor finding nothing wrong

- 21. Have trouble sleeping

A 22. Worry alot

- 23. Want to be with parent more than before

- 24. Feel that you are bad

- 25. Take unnecessary risks

- 26. Get hurt frequently
A 27. Seem to be having less fun

- 28. Act younger than children your age

B 29. Do not listen to rules
- 30. Do not show feelings

[ ] 31. Do not understand other people’s feelings

B 32. Tease others

B 33. Blame others for your troubles

[ ] 34. Take things that do not belong to you

B | 35.Refuse to share

‘ 36. During the past three months, have you thought of killing yourself? Yes No

‘ 37. Have you ever tried to kill yourself? Yes No
FOR OFFICE USE ONLY TS
Plan for Follow-up [_| Annual screening [ | Returnvisitw/PCP [ ] Referred to counselor

|:| Parent declined |:| Already in treatment |:| Referred to other professional Q36 0rQ 37=Y ‘ TS> 30

Source: Pediatric Symptom Checklist — Youth Report (PSC-Y) PC/PSC-Y/G/6.4.10/1000
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2 I AUDIT I THE ALCOHOL USE DISORDERS IDENTIFICATION TEST

Abstract

This manual introduces the AUDIT, the Alcohol Use Disorders Identification Test, and describes how to
use it to identify persons with hazardous and harmful patterns of alcohol consumption. The AUDIT was
developed by the World Health Organization (WHO) as a simple method of screening for excessive drinking
and to assist in brief assessment. It can help in identifying excessive drinking as the cause of the presenting
illness. It also provides a framework for intervention to help hazardous and harmful drinkers reduce or cease
alcohol consumption and thereby avoid the harmful consequences of their drinking. The first edition of this
manual was published in 1989 (Document No. WHO/MNH/DAT/89.4) and was subsequently updated in
1992 (WHO/PSA/92.4). Since that time it has enjoyed widespread use by both health workers and alcohol
researchers. With the growing use of alcohol screening and the international popularity of the AUDIT,
there was a need to revise the manual to take into account advances in research and clinical experience.

This manual is written primarily for health care practitioners, but other professionals who encounter persons
with alcohol-related problems may also find it useful. It is designed to be used in conjunction with a
companion document that provides complementary information about early intervention procedures, entitled
“Brief Intervention for Hazardous and Harmful Drinking: A Manual for Use in Primary Care”. Together
these manuals describe a comprehensive approach to screening and brief intervention for alcohol-related
problems in primary health care.
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4 I AUDIT I THE ALCOHOL USE DISORDERS IDENTIFICATION TEST

his manual introduces the AUDIT, the

Alcohol Use Disorders Identification
Test, and describes how to use it to identify
persons with hazardous and harmful pat-
terns of alcohol consumption. The AUDIT
was developed by the World Health
Organization (WHO) as a simple method
of screening for excessive drinking and to
assist in brief assessment.12 It can help
identify excessive drinking as the cause
of the presenting illness. It provides
a framework for intervention to help risky
drinkers reduce or cease alcohol con-
sumption and thereby avoid the harmful
consequences of their drinking. The AUDIT
also helps to identify alcohol dependence
and some specific consequences of harm-
ful drinking. It is particularly designed for
health care practitioners and a range of
health settings, but with suitable instruc-
tions it can be self-administered or used
by non-health professionals.

To this end, the manual will describe:

1 Reasons to ask about alcohol
consumption

1 The context of alcohol screening

1 Development and validation of
the AUDIT

1 The AUDIT questions and how
to use them

1 Scoring and interpretation

1 How to conduct a clinical screening
examination

1 How to help patients who screen positive

1 How to implement a screening
programme

The appendices to this manual contain
additional information useful to practi-
tioners and researchers. Further research
on the reliability, validity, and implemen-
tation of screening with the AUDIT is
suggested using guidelines outlined in
Appendix A. Appendix B contains an
example of the AUDIT in a self-report
guestionnaire format. Appendix C pro-
vides guidelines for the translation and
adaptation of the AUDIT. Appendix D
describes clinical screening procedures
using a physical exam, laboratory tests
and medical history data. Appendix E lists
information about available training
materials.





here are many forms of excessive

drinking that cause substantial risk or
harm to the individual. They include high
level drinking each day, repeated
episodes of drinking to intoxication,
drinking that is actually causing physical
or mental harm, and drinking that has
resulted in the person becoming depen-
dent or addicted to alcohol. Excessive
drinking causes illness and distress to the
drinker and his or her family and friends.
It is @ major cause of breakdown in rela-
tionships, trauma, hospitalization, pro-
longed disability and early death.
Alcohol-related problems represent an
immense economic loss to many commu-
nities around the world.

AUDIT was developed to screen for
excessive drinking and in particular to
help practitioners identify people who
would benefit from reducing or ceasing
drinking. The majority of excessive
drinkers are undiagnosed. Often they
present with symptoms or problems that
would not normally be linked to their
drinking. The AUDIT will help the practi-
tioner identify whether the person has
hazardous (or risky) drinking, harmful
drinking, or alcohol dependence.

Hazardous drinking? is a pattern of alco-
hol consumption that increases the risk
of harmful consequences for the user or
others. Hazardous drinking patterns are
of public health significance despite the
absence of any current disorder in the
individual user.

WHY SCREEN FOR ALCOHOL USE? | 5

Harmful use refers to alcohol consump-
tion that results in consequences to phys-
ical and mental health. Some would also
consider social consequences among the
harms caused by alcohol3: 4.

Alcohol dependence is a cluster of
behavioural, cognitive, and physiological
phenomena that may develop after
repeated alcohol use?. Typically, these
phenomena include a strong desire to
consume alcohol, impaired control over
its use, persistent drinking despite harm-
ful consequences, a higher priority given
to drinking than to other activities and
obligations, increased alcohol tolerance,
and a physical withdrawal reaction when
alcohol use is discontinued.

Alcohol is implicated in a wide variety of
diseases, disorders, and injuries, as well as
many social and legal problems®87. It is a
major cause of cancer of the mouth,
esophagus, and larynx. Liver cirrhosis and
pancreatitis often result from long-term,
excessive consumption. Alcohol causes
harm to fetuses in women who are preg-
nant. Moreover, much more common
medical conditions, such as hypertension,
gastritis, diabetes, and some forms of
stroke are likely to be aggravated even by
occasional and short-term alcohol con-
sumption, as are mental disorders such as
depression. Automobile and pedestrian
injuries, falls, and work-related harm fre-
quently result from excessive alcohol con-
sumption. The risks related to alcohol are
linked to the pattern of drinking and the
amount of consumption®. While persons
with alcohol
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dependence are most likely to incur high
levels of harm, the bulk of harm associat-
ed with alcohol occurs among people who
are not dependent, if only because there
are so many of them8. Therefore, the
identification of drinkers with various
types and degrees of at-risk alcohol con-
sumption has great potential to reduce all
types of alcohol-related harm.

Figure 1 illustrates the large variety of
health problems associated with alcohol
use. Although many of these medical
consequences tend to be concentrated in
persons with severe alcohol dependence,
even the use of alcohol in the range of
20-40 grams of absolute alcohol per day
is a risk factor for accidents, injuries, and
many social problems®: 6,

Many factors contribute to the develop-
ment of alcohol-related problems.
Ignorance of drinking limits and of the
risks associated with excessive alcohol
consumption are major factors. Social
and environmental influences, such as
customs and attitudes that favor heavy
drinking, also play important roles. Of
utmost importance for screening, however,
is the fact that people who are not
dependent on alcohol may stop or
reduce their alcohol consumption with
appropriate assistance and effort. Once
dependence has developed, cessation

of alcohol consumption is more difficult
and often requires specialized treatment.
Although not all hazardous drinkers
become dependent, no one develops
alcohol dependence without having
engaged for some time

in hazardous alcohol use. Given these
factors, the need for screening becomes
apparent.

Screening for alcohol consumption
among patients in primary care carries
many potential benefits. It provides an
opportunity to educate patients about
low-risk consumption levels and the risks
of excessive alcohol use. Information
about the amount and frequency of alco-
hol consumption may inform the diagno-
sis of the patient’s presenting condition,
and it may alert clinicians to the need to
advise patients whose alcohol consump-
tion might adversely affect their use of
medications and other aspects of their
treatment. Screening also offers the
opportunity for practitioners to take pre-
ventative measures that have proven
effective in reducing alcohol-related risks.
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Figure 1

Effects of High-Risk Drinking

Alcohol dependence.

Aggressive,irrational behaviour. Memory loss.
Arguments. Violence.
Depression. Nervousness. ./
PS Premature aging. Drinker's nose.

Cancer of throat and mouth .

\. Weakness of heart muscle.
Frequent colds. Reduced Heart failure. Anemia.
resistance to infection. Impaired blood clotting.
Increased risk of pneumonia. Breast cancer.

o ©
Liver damage.
: ®

Vitamin deficiency. Bleeding.

Severe inflammation

of the stomach. Vomiting.

Trembling hands. Diarrhea. Malnutrition.
Tingling fingers.

Numbness. Painful nerves.

Inflammation of the pancreas.

Ulcer.

Impaired sensation

leading to falls. In men:

@ Impaired sexual performance.
In women:

Risk of giving birth to deformed,
retarded babies or low birth
weight babies.

Numb, tingling toes.
Painful nerves. PY

High-risk drinking may lead to social, legal, medical, domestic, job and financial
problems. It may also cut your lifespan and lead to accidents and death from drunk-
en driving.
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hile this manual focuses on using the

AUDIT to screen for alcohol con-
sumption and related risks in primary care
medical settings, the AUDIT can be effec-
tively applied in many other contexts as
well. In many cases procedures have
already been developed and used in these
settings. Box 1 summarizes information
about the settings, screening personnel,
and target groups considered appropriate
for a screening programme using the AUDIT.
Murray® has argued that screening might
be conducted profitably with:

1 general hospital patients, especially those
with disorders known to be associated
with alcohol dependence (e.g., pancre-
atitis, cirrhosis, gastritis, tuberculosis,
neurological disorders, cardiomyopathy);

1 persons who are depressed or who
attempt suicide;

1 other psychiatric patients;

1 patients attending casualty and emer-
gency services;

1 patients attending general practitioners;
1 vagrants;
1 prisoners; and

1 those cited for legal offences connected
with drinking (e.g., driving while intoxi-
cated, public intoxication).

To these should be added groups consid-
ered by a WHO Expert Committee’ to be
at high risk of developing alcohol-related
problems: middle-aged males, adolescents,
migrant workers, and certain occupation-
al groups (such as business executives,
entertainers, sex workers, publicans, and
seamen). The nature of the risk differs by
age, gender, drinking context, and drinking
pattern, with sociocultural factors playing
an important role in the definition and
expression of alcohol-related problems®.
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Box 1

Personnel, Settings and Groups Considered Appropriate for a

Screening Programme Using the AUDIT

Setting

Target Group

Screening Personnel

Primary care clinic

Medical patients

Nurse, social worker

Emergency room

Accident victims,
Intoxicated patients,
trauma victims

Physician, nurse, or staff

Physician’s Room
Surgery

Medical patients

General practitioner,
family physician or staff

General Hospital wards
Out-patient clinic

Patients with
hypertension, heart
disease, gatrointestinal
or neurological disorders

Internist, staff

Psychiatric hospital

Psychiatric patients,
particularly those
who are suicidal

Psychiatrist, staff

Court, jail, prison

DWI offenders
violent criminals

Officers, Counsellors

Other health-related
facilities

Persons demonstrating
impaired social or
occupational functioning
(e.g. marital discord,
child neglect, etc.)

Health and human
service workers

Military Services

Enlisted men and officers

Medics

Work place
Employee assistance
Programme

Workers, especially those
having problems with
productivity, absenteeism
or accidents

Employee assistance staff
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he AUDIT was developed and evaluat-

ed over a period of two decades, and
it has been found to provide an accurate
measure of risk across gender, age, and
cultures! 210, Box 2 describes the conceptu-
al domains and item content of the AUDIT,
which consists of 10 questions about
recent alcohol use, alcohol dependence
symptoms, and alcohol-related problems.
As the first screening test designed specif-
ically for use in primary care settings, the
AUDIT has the following advantages:

1 Cross-national standardization: the
AUDIT was validated on primary health
care patients in six countries2. It is the
only screening test specifically designed
for international use;

1 |dentifies hazardous and harmful alco-
hol use, as well as possible dependence;

1 Brief, rapid, and flexible;
1 Designed for primary health care workers;

1 Consistent with ICD-10 definitions of alco-
hol dependence and harmful alcohol use34;

1 Focuses on recent alcohol use.

In 1982 the World Health Organization
asked an international group of investiga-
tors to develop a simple screening instru-
ment2. Its purpose was to identify persons
with early alcohol problems using proce-
dures that were suitable for health systems
in both developing and developed countries.
The investigators reviewed a variety of
self-report, laboratory, and clinical proce-
dures that had been used for this purpose
in different countries. They then initiated a
cross-national study to select the best fea-
tures of these various national approaches
to screening?.

This comparative field study was conducted
in six countries (Norway, Australia, Kenya,
Bulgaria, Mexico, and the United States
of America).

The method consisted of selecting items
that best distinguished low-risk drinkers
from those with harmful drinking. Unlike
previous screening tests, the new instrument
was intended for the early identification of
hazardous and harmful drinking as well as
alcohol dependence (alcoholism). Nearly
2000 patients were recruited from a variety
of health care facilities, including specialized
alcohol treatment centers. Sixty-four percent
were current drinkers, 25% of whom were
diagnosed as alcohol dependent.

Participants were given a physical exami-
nation, including a blood test for standard
blood markers of alcoholism, as well as an
extensive interview assessing demographic
characteristics, medical history, health
complaints, use of alcohol and drugs, psy-
chological reactions to alcohol, problems
associated with drinking, and family histo-
ry of alcohol problems. Items were select-
ed for the AUDIT from this pool of ques-
tions primarily on the basis of correlations
with daily alcohol intake, frequency of
consuming six or more drinks per drinking
episode, and their ability to discriminate
hazardous and harmful drinkers. Items were
also chosen on the basis of face validity,
clinical relevance, and coverage of relevant
conceptual domains (i.e., alcohol use, alco-
hol dependence, and adverse consequences
of drinking). Finally, special attention in item
selection was given to gender appropriate-
ness and cross-national generalizability.
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Box 2

Domains and Item Content of the AUDIT

Domains Question Item Content
Number
Hazardous 1 Frequency of drinking
Alcohol 2 Typical quantity
Use 3 Frequency of heavy drinking
Dependence 4 Impaired control over drinking
Symptoms 5 Increased salience of drinking
6 Morning drinking
Harmful 7 Guilt after drinking
Alcohol 8 Blackouts
Use 9 Alcohol-related injuries
10 Others concerned about

drinking

Sensitivities and specificities of the select-
ed test items were computed for multiple
criteria (i.e., average daily alcohol consump-
tion, recurrent intoxication, presence of at
least one dependence symptom, diagnosis
of alcohol abuse or dependence, and self-
perception of a drinking problem). Various
cut-off points in total scores were consid-
ered to identify the value with optimal
sensitivity (percentage of positive cases
that the test correctly identified) and
specificity (percentage of negative cases
that the test correctly identified) to distin-
guish hazardous and harmful alcohol use.
In addition, validity was also computed
against a composite diagnosis of harmful
use and dependence. In the test develop-

ment samples?, a cut-off value of 8 points
yielded sensitivities for the AUDIT for vari-
ous indices of problematic drinking that
were generally in the mid 0.90’.
Specificities across countries and across
criteria averaged in the 0.80’.

The AUDIT differs from other self-report
screening tests in that it was based on
data collected from a large multinational
sample, used an explicit conceptual-
statistical rationale for item selection,
emphasizes identification of hazardous
drinking rather than long-term dependence
and adverse drinking consequences, and
focuses primarily on symptoms occurring
during the recent past rather than ““ever.”
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Once the AUDIT had been published, the
developers recommended additional vali-
dation research. In response to this request,
a large number of studies have been con-
ducted to evaluate its validity and reliabil-
ity in different clinical and community
samples throughout the world19. At the
recommended cut-off of 8, most studies
have found very favorable sensitivity and
usually lower, but still acceptable, speci-
ficity, for current ICD-10 alcohol use dis-
orders10.11.12 a5 well as the risk of future
harm12, Nevertheless, improvements in
detection have been achieved in some
cases by lowering or raising the cut-off
score by one or two points, depending
on the population and the purpose of
the screening programme?1.12,

A variety of subpopulations have been stud-
ied, including primary care patients 13 14. 15,
emergency room cases?, drug users?6,
the unemployed?!’, university students?8,
elderly hospital patients®, and persons of
low socio-economic status2®. The AUDIT
has been found to provide good discrimi-
nation in a variety of settings where these
populations are encountered. A recent
systematic review?! of the literature has
concluded that the AUDIT is the best
screening instrument for the whole range
of alcohol problems in primary care, as
compared to other questionnaires such as
the CAGE and the MAST.

Cultural appropriateness and cross-
national applicability were important con-
siderations in the development of the
AUDIT? 2, Research has been conducted
in a wide variety of countries and

Culturesll, 12, 13, 15, 19, 22, 23, 24, Suggestlng
that the AUDIT has fulfilled its promise as
an international screening test.

Although evidence on women is somewhat
limited? 12. 24 the AUDIT seems equally
appropriate for males and females. The
effect of age has not been systematically
analyzed as a possible influence on the
AUDIT, but one study?® found low sensi-
tivity but high specificity in patients above
age 65. The AUDIT has proven to be
accurate in detecting alcohol dependence
in university students!8,

In comparison to other screening tests,
the AUDIT has been found to perform
equally well or at a higher degree of accu-
racy10. 11. 25, 26 across a wide variety of cri-
terion measures. Bohn, et al.2” found a
strong correlation between the AUDIT
and the MAST (r=.88) for both males and
females, and correlations of .47 and .46
for males and females, respectively, on a
covert content alcoholism screening test.
A high correlation coefficient (.78) was
also found between the AUDIT and the
CAGE in ambulatory care patients26.
AUDIT scores were found to correlate well
with measures of drinking consequences,
attitudes toward drinking, vulnerability to
alcohol dependence, negative mood states
after drinking, and reasons for drinking?”.
It appears that the total score on the AUDIT
reflects the extent of alcohol involvement
along a broad continuum of severity.

Two studies have considered the relation
between AUDIT scores and future indica-
tors of alcohol-related problems and more





global life functioning. In one study’, the
likelihood of remaining unemployed over
a two year period was 1.6 times higher
for individuals with scores of 8 or more
on the AUDIT than for comparable per-
sons with lower scores. In another study?®,
AUDIT scores of ambulatory care patients
predicted future occurrence of a physical
disorder, as well as social problems relat-
ed to drinking. AUDIT scores also predict-
ed health care utilization and future risk
of engaging in hazardous drinking28.

Several studies have reported on the reli-
ability of the AUDIT18. 26,29 The results
indicate high internal consistency, suggest-
ing that the AUDIT is measuring a single
construct in a reliable fashion. A test-retest
reliability study2°® indicated high reliability
(r=.86) in a sample consisting of non-haz-
ardous drinkers, cocaine abusers, and
alcoholics. Another methodological study
was conducted in part to investigate the
effect of question ordering and wording
changes on prevalence estimates and
internal consistency reliability?2. Changes
in question ordering and wording did not
affect the AUDIT scores, suggesting that
within limits, researchers can exercise
some flexibility in modifying the order
and wording of the AUDIT items.

With increasing evidence of the reliability
and validity of the AUDIT, studies have
been conducted using the test as a
prevalence measure. Lapham, et al.23
used it to estimate prevalence of alcohol
use disorders in emergency rooms (ERS)
of three regional hospitals in Thailand.
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It was concluded that the ER is an ideal
setting for implementing alcohol screen-
ing with the AUDIT. Similarly, Piccinelli, et
al.’> evaluated the AUDIT as a screening
tool for hazardous alcohol intake in prima-
ry care clinics in Italy. AUDIT performed
well in identifying alcohol-related disorders
as well as hazardous use. Ivis, et al.22
incorporated the AUDIT into a general
population telephone survey in Ontario,
Canada.

Since the AUDIT User’s Manual was first
published in 198939, the test has fulfilled
many of the expectations that inspired its
development. Its reliability and validity have
been established in research conducted in
a variety of settings and in many different
nations. It has been translated into many
languages, including Turkish, Greek, Hindi,
German, Dutch, Polish, Japanese, French,
Portuguese, Spanish, Danish, Flemish,
Bulgarian, Chinese, Italian, and Nigerian
dialects. Training programmes have been
developed to facilitate its use by physicians
and other health care providers3®: 32 (see
Appendix E). It has been used in primary
care research and in epidemiological
studies for the estimation of prevalence
in the general population as well as spe-
cific institutional groups (e.g., hospital
patients, primary care patients). Despite
the high level of research activity on the
AUDIT, further research is needed, espe-
cially in the less developed countries.
Appendix A provides guidelines for con-
tinued research on the AUDIT.
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he AUDIT can be used in a variety of

ways to assess patients’ alcohol use,
but programmes to implement it should
first set guidelines that consider the
patient’s circumstances and capacities.
Additionally, care must be taken to tell
patients why questions about alcohol use
are being asked and to provide informa-
tion they need to make appropriate
responses. A decision must be made
whether to administer the AUDIT orally or
as a written, self-report questionnaire.
Finally, consideration must be given to
using skip-outs to shorten the screening
for greater efficiency. This section recom-
mends guidelines on such issues of
administration.

Considering the Patient

All patients should be screened for alco-
hol use, preferably annually. The AUDIT
can be administered separately or com-
bined with other questions as part of a
general health interview, a lifestyle ques-
tionnaire, or medical history. If health
workers screen only those they consider
most likely to have a ““drinking problem™,
the majority of patients who drink exces-
sively will be missed. However, it is impor-
tant to consider the condition of the
patients when asking them to answer
guestions about alcohol use. To increase
the patient’s receptivity to the questions
and the accuracy of responding, it is
important that:

1 The interviewer (or presenter of the sur-
vey) be friendly and non-threatening;

1 The patient is not intoxicated or in need
of emergency care at the time;

1 The purpose of the screening be clearly
stated in terms of its relevance to the
patient’s health status;

1 The information patients need to
understand the questions and respond
accurately be provided; and

1 Assurance is given that the patient’s
responses will remain confidential.

Health workers should try to establish
these conditions before the AUDIT is
given. When these conditions are not pre-
sent or when a patient is resistant, the
Clinical Screening Procedures (discussed in
Appendix D) may provide an alternative
course of action.

Choose the best possible circumstance for
administering the AUDIT. For patients
requiring emergency treatment or in great
pain, it is best to wait until their medical
condition has stabilized and they have
become accustomed to the health setting
where administration of the AUDIT is to
take place. Look for signs of alcohol or
drug intoxication. Patients who have alco-
hol on their breath or who appear intoxi-
cated may be unreliable respondents.
Consider screening at a later time. If this
is not possible, make note of these find-
ings on the patient's record.

When presented in a medical context
with genuine concern for the patient’s
well being, patients are almost always
open and responsive to the AUDIT ques-
tions. Moreover, most patients answer the
questions honestly. Even when excessive





drinkers underestimate their consump-
tion, they often qualify on the AUDIT
scoring system as positive for alcohol risk.

Introducing the AUDIT

Whether the AUDIT is used as an oral
interview or a written questionnaire, it is
recommended that an explanation be
given to patients of the content of the
guestions, the purpose for asking them,
and the need for accurate answers. The
following are illustrative introductions for
oral delivery and written questionnaires:

“Now | am going to ask you some ques-
tions about your use of alcoholic bever-
ages during the past year. Because alco-
hol use can affect many areas of health
(and may interfere with certain medica-
tions), it is important for us to know how
much you usually drink and whether you
have experienced any problems with your
drinking. Please try to be as honest and
as accurate as you can be.”

“As part of our health service it is impor-
tant to examine lifestyle issues likely to
affect the health of our patients. This
information will assist in giving you the
best treatment and highest possible stan-
dard of care. Therefore, we ask that you
complete this questionnaire that asks
about your use of alcoholic beverages
during the past year. Please answer as
accurately and honestly as possible. Your
health worker will discuss this issue with
you. All information will be treated in
strict confidence.
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This statement should be followed by a
description of the types of alcoholic bev-
erages typically consumed in the country
or region where the patient lives (e.g., “By
alcoholic beverages we mean your use of
wine, beer, vodka, sherry, etc.”) If neces-
sary, include a description of beverages
that may not be considered alcoholic,
(e.g. cider, low alcohol beer, etc.). With
patients whose alcohol consumption is
prohibited by law, culture, or religion
(e.g., youths, observant Muslims), acknowl-
edgment of such prohibition and encour-
agement of candor may be needed. For
example, “I understand others may think
you should not drink alcohol at all, but it
is important in assessing your health to
know what you actually do.”

Patient instructions should also clarify the
meaning of a standard drink. Questions
2 and 3 of AUDIT ask about “drinks con-
sumed”. The meaning of this word differs
from one nation and culture to another.
It is important therefore to mention the
most common alcoholic beverages likely
to be consumed and how much of each
constitutes a drink (approximately 10 grams
of pure ethanol). For example, one bottle
of beer (330 ml at 5% ethanol), a glass
of wine (140 ml at 12% ethanol), and a
shot of spirits (40 ml at 40% ethanol)
represent a standard drink of about 13 g
of ethanol. Since the types and amounts
of alcoholic drinks will vary according to
culture and custom, the alcohol content
of typical servings of beer, wine and spirits
must be determined to adapt the AUDIT
to particular settings. See Appendix C.
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Oral Administration vs.
Self-report Questionnaire

The AUDIT may be administered either as
an oral interview or as a self-report ques-
tionnaire. Each method carries its own
advantages and disadvantages that must
be weighed in light of time and cost con-
straints. The relative merits of using the
AUDIT as an interview vs. the self-report
guestionnaire are summarized in Box 3.
The cognitive capacities (literacy, forgetful-
ness) and level of cooperation (defensive-
ness) of the patient should be considered.
If the expectation is that primary care
providers will manage all the care that
patients will receive for their alcohol prob-
lems, an interview may have advantages.
However, if the provider’s responsibility
will be limited to offering brief advice to
patients who screen positive and referring
more severe cases to other services, the
guestionnaire method may be preferable.

Whatever decision is made, it must be con-
sistent with implementation plans to estab-
lish a comprehensive screening programme.

The AUDIT questions and responses are
presented in Box 4 in a format suggested
for an oral interview. Appendix B gives an
example of the self-report questionnaire.
Adaptation should be made to needs of
the particular screening programme as well
as the alcoholic beverages most commonly
consumed in that society. Appendix C pro-
vides guidelines for translation and adapta-
tion to national and local conditions.

If the AUDIT is administered as an interview,
it is important to read the questions as
written and in the order indicated. By fol-
lowing the exact wording, better compa-
rability will be obtained between your
results and those obtained by other inter-
viewers. Most of the questions in the
AUDIT are phrased in terms of “how

Box 3

Advantages of Different Approaches to AUDIT Administration

Questionnaire

Interview

Takes less time

Allows clarification of ambiguous answers

Easy to administer

Suitable for computer administration
and scoring

Can be administered to patients with poor
reading skills

May produce more accurate answers

Allows seamless feedback to patient
and initiation of brief advice
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Box 4

The Alcohol Use Disorders lIdentification Test: Interview Version

Read questions as written. Record answers carefully. Begin the AUDIT by saying “Now | am going to ask
you some questions about your use of alcoholic beverages during this past year.” Explain what is meant
by “alcoholic beverages™ by using local examples of beer, wine, vodka, etc. Code answers in terms of
““standard drinks”. Place the correct answer number in the box at the right.

1. How often do you have a drink containing alco-
hol?

(0) Never [Skip to Qs 9-10]
(1) Monthly or less

(2) 2 to 4 times a month
(3) 2 to 3 times a week

(4) 4 or more times a week

[ ]

6. How often during the last year have you needed
a first drink in the morning to get yourself going
after a heavy drinking session?

0) Never
1) Less than monthly
2) Monthly

3) Weekly

4) Daily or almost daily

[ ]

2. How many drinks containing alcohol do you have
on a typical day when you are drinking?

0) 1o0r2

(

(

(3) 7,8,0r9
(4) 10 or more

[ ]

7. How often during the last year have you had a
feeling of guilt or remorse after drinking?

(0) Never
1) Less than monthly
) Monthly

) Weekly
)

(

(2
€]
(4) Daily or almost daily

[ ]

3. How often do you have six or more drinks on one
occasion?

(0) Never

(1) Less than monthly
(2) Monthly

(3) Weekly

(4) Daily or almost daily

Skip to Questions 9 and 10 if Total Score
for Questions 2 and 3 =0

[ ]

8. How often during the last year have you been
unable to remember what happened the night
before because you had been drinking?

(0) Never
(1) Less than monthly
(2) Monthly

(3) Weekly

(4) Daily or almost daily

[ ]

4. How often during the last year have you found
that you were not able to stop drinking once you
had started?

(0) Never

(1) Less than monthly
(2) Monthly

(3) Weekly

(4) Daily or almost daily

[ ]

9. Have you or someone else been injured as a
result of your drinking?
(0) No
2) Yes, but not in the last year
(4) Yes, during the last year

[ ]

5. How often during the last year have you failed to
do what was normally expected from you
because of drinking?

(0) Never

(1) Less than monthly
(2) Monthly

(3) Weekly

(4) Daily or almost daily

[ ]

10. Has a relative or friend or a doctor or another
health worker been concerned about your drink-
ing or suggested you cut down?

(0) No
(2) Yes, but not in the last year
(4) Yes, during the last year

[ ]

If total is greater than recommended cut-off, consult User’s Manual.

Record total of specific items here I:I
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often” symptoms occur. Provide the
patient with the response categories given
for each question (for example, “Never,”
“Several times a month,” “Daily”). When a
response option has been chosen, it is
useful to probe during the initial ques-
tions to be sure that the patient has
selected the most accurate response (for
example, “You say you drink several times
a week. Is this just on weekends or do
you drink more or less every day?”).

If responses are ambiguous or evasive,
continue asking for clarification by repeat-
ing the question and the response options,
asking the patient to choose the best
one. At times answers are difficult to
record because the patient may not drink
on a regular basis. For example, if the
patient was drinking excessively during
the month before an accident, but not
prior to that time, then it will be difficult
to characterize the “typical” drinking
sought by the question. In these cases it
is best to record the amount of drinking
and related symptoms for the heaviest
drinking period in the past year, making
note of the fact that this may be atypical
or transitory for that individual.

Record answers carefully, making note of
any special circumstances, additional infor-
mation, and clinical observations. Often
patients will provide the interviewer with
useful comments about their drinking that
can be valuable in the interpretation of the
AUDIT total score.

Administering the AUDIT as a written ques-
tionnaire or by computer eliminates many
of the uncertainties of patient responses by
allowing only specific choices.

However, it eliminates the information
obtained from the interview format.
Moreover, it presumes literacy and ability
of the patient to perform the required
actions. It may also require less time on
the part of health workers, if patients can
complete the process alone. With time at
a premium for both health workers and
patients, ways of shortening the screening
process merit consideration.

Shortening the Screening Process
Administered either orally or as a question-
naire, the AUDIT can usually be completed
in two to four minutes and scored in a
few seconds. However, for many patients
it is unnecessary to administer the complete
AUDIT because they drink infrequently,
moderately, or abstain entirely from alco-
hol. The interview version of the AUDIT
(Box 4) provides two opportunities to skip
questions for such patients. If the patient
answers in response to Question 1 that no
drinking has occurred during the last year,
the interviewer may skip to Questions 9-10,
responses to which may indicate past prob-
lems with alcohol. Patients who score points
on these questions may be considered at risk
if they begin to drink again, and should be
advised to avoid alcohol. It is recommended
that this skip out instruction only be used
with the interview or computer-assisted
formats of the AUDIT.

A second opportunity to shorten AUDIT
screening occurs after Question 3 has
been answered. If the patient scored 0
on Questions 2 and 3, the interviewer
may skip to Questions 9-10 because the
patient’s drinking has not exceeded the
low risk drinking limits.





he AUDIT is easy to score. Each of the

guestions has a set of responses to
choose from, and each response has a
score ranging from 0 to 4. In the interview
format (Box 4) the interviewer enters the
score (the number within parentheses)
corresponding to the patient’s response
into the box beside each question. In
the self-report questionnaire format
(Appendix B), the number in the column
of each response checked by the patient
should be entered by the scorer in the
extreme right-hand column. All the response
scores should then be added and recorded
in the box labeled “Total”.

Total scores of 8 or more are recom-
mended as indicators of hazardous and
harmful alcohol use, as well as possible
alcohol dependence. (A cut-off score of
10 will provide greater specificity but at
the expense of sensitivity.) Since the
effects of alcohol vary with average body
weight and differences in metabolism,
establishing the cut off point for all
women and men over age 65 one point
lower at a score of 7 will increase sensi-
tivity for these population groups.
Selection of the cut-off point should be
influenced by national and cultural stan-
dards and by clinician judgment, which
also determine recommended maximum
consumption allowances. Technically
speaking, higher scores simply indicate
greater likelihood of hazardous and
harmful drinking. However, such scores
may also reflect greater severity of alcohol
problems and dependence, as well as a
greater need for more intensive treatment.
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More detailed interpretation of a patient’s
total score may be obtained by determin-
ing on which questions points were
scored. In general, a score of 1 or more
on Question 2 or Question 3 indicates
consumption at a hazardous level. Points
scored above 0 on questions 4-6 (espe-
cially weekly or daily symptoms) imply the
presence or incipience of alcohol depen-
dence. Points scored on questions 7-10
indicate that alcohol-related harm is
already being experienced. The total
score, consumption level, signs of depen-
dence, and present harm all should play
a role in determining how to manage a
patient. The final two questions should
also be reviewed to determine whether
patients give evidence of a past problem
(i.e., “yes, but not in the past year”).
Even in the absence of current hazardous
drinking, positive responses on these
items should be used to discuss the need
for vigilance by the patient.

In most cases the total AUDIT score will
reflect the patient’s level of risk related to
alcohol. In general health care settings
and in community surveys, most patients
will score under the cut-offs and may be
considered to have low risk of alcohol-
related problems. A smaller, but still sig-
nificant, portion of the population is like-
ly to score above the cut-offs but record
most of their points on the first three
guestions. A much smaller proportion
can be expected to score very high, with
points recorded on the dependence-relat-
ed questions as well as exhibiting alco-
hol-related problems. As yet there has
been insufficient research to establish
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precisely a cut-off point to distinguish
hazardous and harmful drinkers (who
would benefit from a brief intervention)
from alcohol dependent drinkers (who
should be referred for diagnostic evalua-
tion and more intensive treatment). This
is an important question because screen-
ing programmes designed to identify
cases of alcohol dependence are likely to
find a large number of hazardous and
harmful drinkers if the cut-off of 8 is
used. These patients need to be man-
aged with less intensive interventions. In
general, the higher the total score on the
AUDIT, the greater the sensitivity in find-
ing persons with alcohol dependence.

Based on experience gained in a study of
treatment matching with persons who
had a wide range of alcohol problem
severity, AUDIT scores were compared
with diagnostic data reflecting low, medi-
um and high degrees of alcohol depen-
dence. It was found that AUDIT scores in
the range of 8-15 represented a medium
level of alcohol problems whereas scores
of 16 and above represented a high level
of alcohol problems33. On the basis of
experience gained from the use of the
AUDIT in this and other research, it is
suggested that the following interpreta-
tion be given to AUDIT scores:

1 Scores between 8 and 15 are most
appropriate for simple advice focused

on the reduction of hazardous drinking.

1 Scores between 16 and 19 suggest
brief counseling and continued moni-
toring.

1 AUDIT scores of 20 or above clearly
warrant further diagnostic evaluation
for alcohol dependence.

In the absence of better research these
guidelines should be considered tenta-
tive, subject to clinical judgment that
takes into account the patient’s medical
condition, family history of alcohol prob-
lems and perceived honesty in respond-
ing to the AUDIT questions.

While use of the 10-question AUDIT
questionnaire will be sufficient for the
vast majority of patients, special circum-
stances may require a clinical screening
procedure. For example, a patient may be
resistant, uncooperative, or unable to
respond to the AUDIT questions. If fur-
ther confirmation of possible dependence
is warranted, a physical examination pro-
cedure and laboratory tests may be used,
as described in Appendix D.





sing the AUDIT to screen patients is only
the first step in a process of helping
reduce alcohol-related problems and risks.

Health care workers must decide what
services they can provide to patients who
score positive. Once a positive case has
been identified, the next step is to provide
an appropriate intervention that meets the
needs of each patient. Typically, alcohol
screening has been used primarily to find
““cases” of alcohol dependence, who are
then referred to specialized treatment. In
recent years, however, advances in screen-
ing procedures have made it possible to
screen for risk factors, such as hazardous
drinking and harmful alcohol use. Using
the AUDIT Total Score, there is a simple way
to provide each patient with an appropri-
ate intervention, based on the level of risk.

While this discussion will focus on helping
those patients who score positive on the
AUDIT, sound preventative practice also
calls for reporting screening results to
those who score negative. These patients
should be reminded about the benefits of
low risk drinking or abstinence and told
not to drink in certain circumstances,
such as those mentioned in Box 5.

Four levels of risk are shown in Box 6.
Zone | refers to low risk drinking or absti-
nence. The second level, Zone I, consists
of alcohol use in excess of low-risk guide-
lines®, and is generally indicated when the
AUDIT score is between 8 and 15. A brief
intervention using simple advice and patient
education materials is the most appropriate
course of action for these patients. The
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Box 5

Advise Patients
Nnot to Drink

1 When operating a vehicle or
machinery

1 When pregnant or considering
pregnancy

1 If a contraindicated medical
condition is present

1 After using certain medications,
such as sedatives, analgesics,
and selected antihypertensives

third level, Zone lll, is suggested by AUDIT
scores in the range of 16 to 19. Harmful
and hazardous drinking can be managed
by a combination of simple advice, brief
counseling and continued monitoring,
with further diagnostic evaluation indicated
if the patient fails to respond or is suspected
of possible alcohol dependence. The fourth
risk level is suggested by AUDIT scores in
excess of 20. These patients should be
referred to a specialist for diagnostic evalu-
ation and possible treatment for alcohol
dependence. If these services are not avail-
able, these patients can be managed in
primary care, especially when mutual help
organizations are able to provide commu-
nity-based support. Using a stepped-care
approach, patients can be managed first at
the lowest level of intervention suggested
by their AUDIT score. If they do not respond
to the initial intervention, they should be
referred to the next level of care.
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Box 6
Risk Level Intervention AUDIT score*
Zone | Alcohol Education 0-7
Zone |l Simple Advice 8-15
Zone llI Simple Advice plus Brief Counseling

and Continued Monitoring 16-19
Zone IV Referral to Specialist for Diagnostic 20-40

Evaluation and Treatment
*The AUDIT cut-off score may vary slightly depending on the country’s drinking patterns, the alcohol content of
standard drinks, and the nature of the screening program. Clinical judgment should be exercised in cases where
the patient’s score is not consistent with other evidence, or if the patient has a prior history of alcohol dependence.
It may also be instructive to review the patient’s responses to individual questions dealing with dependence symp-
toms (Questions 4, 5 and 6) and alcohol-related problems (Questions 9 and 10). Provide the next highest level of
intervention to patients who score 2 or more on Questions 4, 5 and 6, or 4 on Questions 9 or 10.

Brief interventions for hazardous and
harmful drinking constitute a variety of
activities characterized by their low inten-
sity and short duration. They range from
5 minutes of simple advice about how to
reduce hazardous drinking to several ses-
sions of brief counseling to address more
complicated conditions36. Intended to
provide early intervention, before or soon
after the onset of alcohol-related problems,
brief interventions consist of feedback of
screening data designed to increase moti-
vation to change drinking behaviour, as
well as simple advice, health education,
skill building, and practical suggestions.
Over the last 20 years procedures have
been developed that primary care practi-
tioners can readily learn and practice to
address hazardous and harmful drinking.
These procedures are summarized in Box 7.

A number of randomized controlled trials
have evaluated the efficacy of this approach,
showing consistently positive benefits for

Box 7

Elements of Brief
Interventions
1 Present screening results

1 Identify risks and discuss conse-
guences

1 Provide medical advice
1 Solicit patient commitment

1 Identify goal—reduced drinking or
abstinence

1 Give advice and encouragement






patients who are not dependent on alco-
hol36. 37. 38 A companion WHO manual,
Brief Intervention for Hazardous and
Harmful Drinking: A Manual for Use in
Primary Care, provides more information
on this approach.

Referral to alcohol specialty care is common
among those primary care practitioners
who do not have competency in treating
alcohol use disorders and where specialty
care is available. Consideration must be
given to the willingness of patients to
accept referral and treatment. Many
patients underestimate the risks associat-
ed with drinking; others may not be pre-
pared to admit and address their depen-
dence. A brief intervention, adapted to
the purpose of initiating a referral using
data from a clinical examination and
blood tests, may help to address patient
resistance. Follow-up with the patient
and the specialty provider may also
assure that the referral is accepted and
treatment is received.

Diagnosis is a necessary step following
high positive scoring on the AUDIT, since
the instrument does not provide suffi-
cient basis for establishing a manage-
ment or treatment plan. While persons
associated with the screening programme
should have a basic familiarity with the
criteria for alcohol dependence, a quali-
fied professional who is trained in the
diagnosis of alcohol use disorders* should
conduct this assessment. The best
method of establishing a diagnosis is
through the use of a standardized, struc-
tured, psychiatric interview, such as the
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CIDI®® or the SCAN“0. The alcohol sections
of these interviews require 5 to 10 minutes
to complete.

The Tenth revision of the International
Classification of Diseases (ICD-10)* pro-
vides detailed guidelines for the diagnosis
of acute alcohol intoxication, harmful use,
alcohol dependence syndrome, withdrawal
state, and related medical and neuropsy-
chiatric conditions. The ICD-10 criteria for
the alcohol dependence syndrome are
described in Box 8.

Detoxification may be necessary for some
patients. Special attention should be paid
to patients whose AUDIT responses indi-
cate daily consumption of large amounts
of alcohol and/or positive responses to
questions indicative of possible depen-
dence (questions 4-6). Enquiry should be
made as to how long a patient has gone
since having an alcohol-free day and any
prior experience of withdrawal symp-
toms. This information, a physical exami-
nation, and laboratory tests (see Clinical
Screening Procedures, Appendix D) may
inform a judgment of whether to recom-
mend detoxification. Detoxification
should be provided for patients likely to
experience moderate to severe withdraw-
al not only to minimize symptoms, but
also to prevent or manage seizures or
delirium, and to facilitate acceptance of
therapy to address dependence. While
inpatient detoxification may be necessary
in a small number of severe cases, ambu-
latory or home detoxification can be used
successfully with the majority of less
severe Cases.
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Box 8

or control alcohol use;

ICD-10 Criteria for the Alcohol Dependence Syndrome

Three or more of the following manifestations should have occurred together for at
least 1 month or, if persisting for periods of less than 1 month, should have occurred
together repeatedly within a 12-month period:

1 a strong desire or sense of compulsion to consume alcohol;

1 impaired capacity to control drinking in terms of its onset, termination, or levels of
use, as evidenced by: alcohol being often taken in larger amounts or over a longer
period than intended; or by a persistent desire to or unsuccessful efforts to reduce

1 a physiological withdrawal state when alcohol use is reduced or ceased, as evidenced

by the characteristic withdrawal syndrome for alcohol, or by use of the same (or close-
ly related) substance with the intention of relieving or avoiding withdrawal symptoms;

1 evidence of tolerance to the effects of alcohol, such that there is a need for signifi-
cantly increased amounts of alcohol to achieve intoxication or the desired effect, or

alcohol;

aware, of the nature and extent of harm.

a markedly diminished effect with continued use of the same amount of alcohol;

1 preoccupation with alcohol, as manifested by important alternative pleasures or
interests being given up or reduced because of drinking; or a great deal of time
being spent in activities necessary to obtain, take, or recover from the effects of

1 persistent alcohol use despite clear evidence of harmful consequences, as evidenced
by continued use when the individual is actually aware, or may be expected to be

(p.57, WHO, 1993)

Medical management or treatment of
alcohol dependence has been described
in previous WHO publications*!. A variety
of treatments for alcohol dependence
have been developed and found
effective®2. Significant advances have
been made in pharmacotherapy, family
and social support therapy, relapse pre-
vention, and behaviour-oriented skills
training interventions.

Because the diagnosis and treatment of
alcohol dependence have developed as a
specialty within the mainstream of med-
ical care, in most countries primary care
practitioners are not trained or experienced
in its diagnosis or treatment. In such cases
primary care screening programmes must
establish protocols for referring patients
suspected of being alcohol dependent
who need further diagnosis and treatment.






Icohol screening and appropriate
patient care have been recognized
widely as essential to good medical prac-

tice. Like many medical practices that
achieve such recognition, there is often a
failure to implement effective technolo-
gies within organized systems of health
care. Implementation requires special
efforts to assure compliance of individual
practitioners, overcome obstacles, and
adapt procedures to special circum-
stances. Research into implementation
has begun to produce useful guidelines
for effective implementation3 44, Four
major elements have emerged as critical
to success:

1 planning;

1 training;

I monitoring; and
1 feedback.

Planning is necessary not only to design
the alcohol screening programme but
also to engage participants in the “own-
ership” of the programme. Every primary
care practice is unique. Each has estab-
lished special procedures suited to its
physical setting, social and cultural envi-
ronment, patient population, economics,
staffing structure, and even individual
personalities. Thus, adapting AUDIT
screening to each practice situation must
involve fitting its essential elements into
this context in a way that is most likely to
achieve sustained success. If screening for
other health conditions and risk factors is
already part of standard practice, those
procedures may provide a useful starting
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place. However, both policy and proce-
dural decisions will be required.

It is generally helpful to involve in plan-
ning the staff who will participate in or
be affected by the screening operation.
Participation of persons with diverse per-
spectives, experience, and responsibilities
is most likely to identify obstacles and
create ways to remove or surmount
them. In addition, the involvement of
staff in planning yields a sense of owner-
ship over the resulting implementation
plan. This is likely to increase the commit-
ment of individuals and the group to fol-
low the plan and make improvements
along the way that will assure success.

A partial list of implementation issues on
which planning is helpful are presented
in Box 9. An implementation plan should
receive formal approval at whatever
level(s) required before training begins.

Training is essential to preparing a health
care organization to implement its plan-
ning. However, training without a man-
agement decision to implement a screen-
ing programme is likely to be ineffective
and even counter-productive. A training
package has been developed?3! to sup-
port implementation of AUDIT screening
and brief intervention (See Appendix E).
Training should address the critical issues
of why screening is important, what con-
ditions should be identified, how to use
the AUDIT, and optimal procedures to
assure success. Effective training should
involve staff in a detailed discussion of
their functions and responsibilities within
the new programme plan. It should also
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Box 9

Implementation Questions
Which patients will be screened?

How often will patients be screened?

Who will administer the screen?

What follow-up actions will be taken?

What will be the sequence of actions?

How will follow-up be scheduled?

How will medical records be maintained?

How will screening be coordinated with other activities?

What provider and patient materials will be used?

Who will interpret results and help the patient?

How will patients needing screening be identified?

When during the patient’s visit will screening be done?

How will instruments and materials be obtained, stored, and managed?

provide supervised practice in administer-
ing the AUDIT instrument and any other

procedures planned (e.g., brief interven-

tions, referral, etc.).

In some countries many people, even
medical staff, are accustomed to think
only of alcohol dependence when other
issues related to alcohol are raised. It is
not uncommon for health workers to
believe that people with alcohol prob-
lems cannot be helped unless they “hit
bottom”™ and seek treatment, and that

the only recourse is total abstinence.
Some people who hold these beliefs may
find a programme of screening and brief
intervention to be fruitless or threaten-
ing. It is critical that special care is taken
to allow such issues to be addressed
openly, frankly, and with attention to the
best scientific evidence. With sound
explanation and patience, most medical
staff will either understand the value of
screening or suspend judgment until
experience allows a determination of its
value.






Monitoring is an effective way to improve
the quality of screening programme
implementation. There are various ways
of measuring the success of an alcohol
screening programme. The number of
screenings performed may be compared
to the number of people presenting who
should have been screened under the
established policy, producing a percent-
age of screening success. Recording and
totaling the percentage of patients who
screen positive is also a useful measure
that encourages staff by establishing the
need for the service. Determining the
percentage of patients who received the
appropriate intervention (brief interven-
tion, referral, diagnosis, etc.) for their
AUDIT score is a further measure of pro-
gramme performance. Finally, a small
sample of patients who had screened
positive six to twelve months before
might be surveyed to provide at least
anecdotal evidence of outcome success.
Re-administration of the AUDIT can serve
as the basis for measuring quantitative
outcomes.

Whatever criteria of success are
employed, frequent feedback to all par-
ticipating staff is essential for results to
contribute to enhanced programme per-
formance in the early periods of imple-
mentation. Written reports and discus-
sion at regular staff meetings will also
provide occasions at which staff can
address any problems that may be inter-
fering with success.
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he AUDIT was developed on the basis

of an extensive six-nation validation
trial®: 2. Additional research has been
conducted to evaluate its accuracy and
utility in different settings, populations,
and cultural groups1®. To provide further
guidance to this process, it is recom-
mended that health researchers use the
AUDIT to answer some of the following
questions:

1 Does AUDIT predict future alcohol
problems as well as the patient’s
response to brief intervention and more
intensive treatment? This can be evalu-
ated by conducting repeated AUDIT
screening on the same individual. Total
scores can be correlated with various
indicators of future symptomatology. It
would be desirable to know, for exam-
ple, whether AUDIT assesses alcohol-
related problems along a continuum of
severity, whether severity scores increase
progressively among individuals who
continue to drink heavily, and whether
scores diminish significantly following
advice, counseling, and other types of
intervention. A screening test should
not be conceived in isolation from
intervention and treatment. It must be
evaluated in terms of its impact on the
morbidity and mortality of the popula-
tion at risk. Its contribution to secondary
and primary prevention is therefore
dependent on the availability of effec-
tive intervention strategies.

1 What is the sensitivity, specificity and
predictive power of the AUDIT in differ-
ent risk groups using different validation
criteria? In future evaluations of the AUDIT

screening procedures, careful attention
should be given to the alcohol-related
phenomena to be detected or predicted.
Emphasis should be given to the assess-
ment of initial risk levels, harmful use,
and alcohol dependence. The demands
of methodologically sound validation
require the use of independent diagnos-
tic criteria, which themselves have been
validated. Two instruments that may be
useful for this purpose are the
Composite International Diagnostic
Interview (CIDI) and the Schedules for
Clinical Assessment in Neuropsychiatry
(SCAN)39. 40_ Both of these interviews
provide independent verification of a
variety of alcohol use disorders accord-
ing to ICD-10 and other diagnostic sys-
tems. The test could be improved by
focusing on more carefully defined risk
groups and more specific alcohol-related
problems. Specification of cut-off points
is needed for target populations whose
problems are to be the focus of screen-
ing with AUDIT, especially persons with
harmful use and alcohol dependence.

What are the practical barriers to
screening with the AUDIT? Important
constraints on screening tests are
imposed by cost considerations and by
the acceptability of screening to both
health professionals and the intended
target populations. When a screening
test is expensive, the results of a screen-
ing programme may not justify its cost.
This is also true when the procedure is
time consuming, overly invasive, or oth-
erwise offensive to the target group.
This type of process evaluation should
be conducted with AUDIT.





1 Can the AUDIT be scored to produce
separate assessments of hazardous use,
harmful use, and alcohol dependence?
If screening can be differentiated into
these separate domains, it may prove
useful for the purpose of evaluating
different educational and treatment
approaches to secondary prevention.
Alternatively, the AUDIT Total Score
provides a general measure of severity
that may be useful for treatment
matching and stepped-care approaches
to clinical management (i.e., providing
the lowest level of intervention that
addresses the patient’s immediate
needs). If the patient does not respond,
the next higher “step” is provided.
Although AUDIT scores in the range of
8 to 19 seem appropriate to brief inter-
ventions, further research is needed to
find the optimal cut-off points that are
most appropriate for simple advice,
brief counseling, and more intensive
treatment.

How can the AUDIT be used in epidemi-
ological research? The AUDIT may have
applications as an epidemiological tool
in surveys of health clinics, health ser-
vice systems, and general population
samples. The AUDIT was developed as
an international instrument but it could
also be used to compare samples drawn
from different national and cultural
groups, with respect to the nature and
prevalence of hazardous drinking,
harmful drinking, and alcohol depen-
dence. Before this is done it would be
useful to develop norms for various risk
levels so that individual and group scores
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can be compared to the distribution of
scores within the general population.

What is the concurrent validity of the
AUDIT items and total scores when
compared with different ““objective”
indicators of alcohol-related problems,
such as blood alcohol level, biochemical
markers of heavy drinking, public
records of alcohol-related problems,
and observational data obtained from
persons knowledgeable about the
patient's drinking behaviour. To the
extent that verbal report procedures
may have intrinsic limitations, it would
be useful to evaluate under what cir-
cumstances AUDIT results are biased or
otherwise invalid. Procedures to increase
the accuracy of AUDIT should also be
investigated.

How acceptable is the AUDIT to prima-
ry care workers? How can screening
procedures best be taught in the con-
text of educating health professionals?
How extensively are screening proce-
dures using AUDIT applied once stu-
dents or health workers are trained?
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n some settings there may be advan-

tages to administering the AUDIT as a
questionnaire completed by the patient
rather than as an oral interview. Such an
approach often saves time, costs less,
and may produce more accurate answers
by the patient. These advantages may
also result from administration via com-
puter. The AUDIT questionnaire format
presented in Box 10 may be useful for
such purposes.

Use of the skip outs provided in the oral
interview (Box 4 on page 17) is likely to
be too difficult for patients to follow in
a paper administration. However, they
are easily achieved automatically in com-
puterized applications.

Administrators are encouraged to add
illustrations of local, commonly available
beverages in standard drink amounts.
Question 3 may require modification (to
4 or 5 drinks), depending on the number
of standard drinks required to total 60
grams of pure ethanol (See Appendix C).

Scoring instructions: Each response is
scored using the numbers at the top of
each response column. Write the appro-
priate number associated with each answer
in the column at the right. Then add all
numbers in that column to obtain the
Total Score.

Space at the bottom of the form may be
designated ““For Office Use Only” to con-
tain instructions or places to document
actions taken by health workers who
administer the AUDIT or provide brief

interventions. Such material, however,
should be sufficiently coded so as not to
compromise patients' honesty in answer-
ing AUDIT questions.
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Box 10

The Alcohol Use Disorders Identification Test: Self-Report Version

PATIENT: Because alcohol use can affect your health and can interfere with certain medications and
treatments, it is important that we ask some questions about your use of alcohol. Your answers
will remain confidential so please be honest.

Place an X in one box that best describes your answer to each question.

Questions 0 1 2 3 4

1. How often do you have Never | Monthly | 2-4 times | 2-3 times | 4 or more
a drink containing alcohol? orless | amonth | aweek [timesa week

2. How many drinks containing lor2| 3or4 50r6 7to9 10 or more

alcohol do you have on a typical
day when you are drinking?

3. How often do you have six or Never | Less than| Monthly | Weekly Daily or
more drinks on one monthly almost
occasion? daily

4. How often during the last Never |Less than| Monthly | Weekly Daily or
year have you found that you monthly almost
were not able to stop drinking daily
once you had started?

5. How often during the last Never |Less than| Monthly | Weekly Daily or
year have you failed to do monthly almost
what was normally expected of daily

you because of drinking?

6. How often during the last year | Never | Less than| Monthly | Weekly Daily or
have you needed a first drink monthly almost
in the morning to get yourself daily
going after a heavy drinking
session?

7. How often during the last year Never |Less than| Monthly | Weekly Daily or
have you had a feeling of guilt monthly almost
or remorse after drinking? daily

8. How often during the last year | Never | Less than| Monthly | Weekly Daily or
have you been unable to remem- monthly almost
ber what happened the night daily
before because of your drinking?

9. Have you or someone else No Yes, but Yes,
been injured because of not in the during the
your drinking? last year last year

10.Has a relative, friend, doctor, or No Yes, but Yes,
other health care worker been not in the during the
concerned about your drinking last year last year

or suggested you cut down?

Total
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n some cultural settings and linguistic

groups, the AUDIT questions cannot be
translated literally. There are a number of
sociocultural factors that need to be
taken into account in addition to seman-
tic meaning. For example, the drinking
customs and beverage preferences of cer-
tain countries may require adaptation of
questions to conform to local conditions.

With regard to translation into other lan-
guages, it should be noted that the AUDIT
questions have been translated into Spanish,
Slavic, Norwegian, French, German, Russian,
Japanese, Swahili, and several other lan-
guages. These translations are available by
writing to the Department of Mental
Health and Substance Dependence, World
Health Organization, 1211 Geneva 27,
Switzerland. Before attempting to trans-
late AUDIT into other languages, interest-
ed individuals should consult with WHO
Headquarters about the procedures to be
followed and the availability of other
translations.

What is a Standard Drink?

In different countries, health educators
and researchers employ different defini-
tions of a standard unit or drink because
of differences in the typical serving sizes
in that country. For example,

1 standard drink in Canada: 13.6 g of
pure alcohol

1 s drink in the UK: 8 g

1 sdrink in the USA: 14 g

1 s drink in Australia or New Zealand: 10 g

1 s drink in Japan: 19.75 g

In the AUDIT, Questions 2 and 3 assume
that a standard drink equivalent is 10 grams
of alcohol. You may need to adjust the
number of drinks in the response categories

for these questions in order to fit the
most common drink sizes and alcohol
strength in your country.

The recommended low-risk drinking level
set in the brief intervention manual and
used in the WHO study on brief inter-
ventions is no more than 20 grams of
alcohol per day, 5 days a week (recom-
mending 2 non-drinking days).

How to Calculate the Content

of Alcohol in a Drink

The alcohol content of a drink depends on
the strength of the beverage and the vol-
ume of the container. There are wide varia-
tions in the strengths of alcoholic bever-
ages and the drink sizes commonly used in
different countries. A WHO survey*> indi-
cated that beer contained between 2%
and 5% volume by volume of pure alcohol,
wines contained 10.5% to 18.9%, spirits
varied from 24.3% to 90%, and cider from
1.1% to 17%. Therefore, it is essential to
adapt drinking sizes to what is most com-
mon at the local level and to know roughly
how much pure alcohol the person con-
sumes per occasion and on average.

Another consideration in measuring the
amount of alcohol contained in a stan-
dard drink is the conversion factor of
ethanol. That allows you to convert any
volume of alcohol into grammes. For each
milliliter of ethanol, there are 0.79 grammes
of pure ethanol. For example,

1 can beer (330 ml) at 5% x (strength)
0.79 (conversion factor) = 13 grammes
of ethanol

1 glass wine (140 ml) at 12% x
0.79 = 13.3 grammes of ethanol

1 shot spirits (40 ml) at 40% x
0.79 = 12.6 grammes of ethanol.





clinical examination and laboratory

tests can sometimes be helpful in the
detection of chronic harmful alcohol use.
Clinical screening procedures have been
developed for this purpose34. These
include tremor of the hands, the appear-
ance of blood vessels in the face, and
changes observed in the mucous mem-
branes (e.g., conjunctivitis) and oral cavity
(e.g., glossitis), and elevated liver enzymes.

Only qualified health workers should
conduct the examination. Several of
the items require explanation in order
to make a reliable diagnosis.

1 Conjunctival injection. The condition of
the conjunctival tissue is evaluated on
the basis of the extent of capillary
engorgement and scleral jaundice.
Examination is best conducted in clear
daylight by asking the patient to direct
his gaze upward and then downward
while pulling back the upper and lower
eye-lids. Under normal conditions, the
normal pearly whiteness is widely dis-
tributed. In contrast, capillary engorge-
ment is reflected in the appearance of
burgundy-coloured vascular elements
and the appearance of a greenish-yel-
low tinge to the sclera.

Abnormal skin vascularization. This is
best evaluated by examination of the
face and neck. These areas often give
evidence of fine wiry arterioles that
appear as a reddish blush. Other signs
of chronic alcohol ingestion include the
appearance of 'goose-flesh™ on the
neck and yellowish blotches on the skin.
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1 Hand tremor. This should be estimated

with the arms extended anteriorly, half
bent at the elbows, with the hands
rotated toward the midline.

Tongue tremor. This should be evaluat-
ed with the tongue protruding a short
distance beyond the lips, but not too
excessively.

Hepatomegaly. Hepatic changes should
be evaluated both in terms of volume
and consistency. Increased volume can
be gaged in terms of finger breadths
below the costal margin. Consistency
can be rated as normal, firm, hard, or
very hard.

Several laboratory tests are useful in the
detection of alcohol misuse. Serum
gamma-glutamyl transferase (GGT), car-
bohydrate deficient transferrin (CDT),
mean corpuscular volume (MCV) of red
blood cells and serum aspartate amino
transferase (AST) are likely to provide, at
relatively low cost, a possible indication
of recent excessive alcohol consumption.
It should be noted that false positives can
occur when the individual uses drugs
(such as barbiturates) that induce GGT, or
has hand tremor because of nervousness,
neurological disorder, or nicotine depen-
dence.
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raining materials and other resources

have been developed to teach AUDIT
screening and brief intervention tech-
nigues. These include videos, instructor's
manuals, and leaflets.

Resources that can be used to obtain
training to use the AUDIT to screen for
alcohol problems are listed below:

Anderson, P. Alcohol and primary health
care. World Health Organization, Regional
Publications, European Series no. 64, 1996.

Project NEADA (Nursing Education in
Alcohol and Drug Abuse), consists of

a 30 minute video entitled Alcohol
Screening and Brief Intervention and an
Instructor's Manual3! with lecture mate-
rial, role playing exercises, guidelines for
group discussions, and learner activity
assignments. Available through the U.S.
National Clearinghouse on Alcohol and
Drug Information: www.health.org or
call 1-800-729-6686.

Alcohol risk assessment and intervention
(ARAI) package. Ontario, College of Family
Physicians of Canada, 1994.

Sullivan, E., and Fleming, M. A Guide
to Substance Abuse Services for Primary
Care Clinicians, Treatment Improvement
Protocol Series, 24, U.S. Department of
Health and Human Services, Rockuville,
MD 20857, 1997.
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{Module Name} Module
Clinical Institute Withdrawal Assessment for Alcohol (CIWA-Ar)

Agency Name: Site Name:

ID #: Date: [/

For each section, ask the prompts and/or observe behavior.

1. Time: .
24 hour clock, midnight=00:00 —_———

2. Pulse or heart rate, taken for one minute

3. Blood pressure 1 __ mm/Hg

4. NAUSEA AND VOMITING
Do you feel sick to your stomach? Have you vomited?

No nausea and no vomiting .10

Mild nausea with no vomiting (1

Q2

U3

Intermittent nausea with dry heaves (4

Us

Ue

Constant nausea, frequent dry heaves and vomiting 7

5. TACTILE DISTURBANCES
Have you any itching, pins and needles sensations, any burning, any numbness, or do you feel bugs crawling on or under your
skin?
None L0
Very mild itching, pins and needles, burning or numbness (1
Mild itching, pins and needles, burning or numbness (12
Moderate itching, pins and needles, burning or numbness (13
Moderately severe hallucinations (4
Severe hallucinations (15
Extremely severe hallucinations (16
Continuous hallucinations (17

6. TREMOR
Arms extended and fingers spread apart.
No tremor (10
Not visible, but can be felt fingertip to fingertip 1
U2
Qs
Moderate, with patient's arms extended (14
Qs
Ue

Severe, even with arms not extended 17

ADAI Sound Data Source—3/19/2007 {Project information}
http://adai.washington.edu/sounddatasource
Page 1





ID #: Date: [/

7. AUDITORY DISTURBANCES
Are you more aware of sounds around you? Are they harsh? Do they frighten you? Are you hearing anything that is disturbing
to you? Are you hearing things you know are not there?

Not present 10

Very mild harshness or ability to frighten (1
Mild harshness or ability to frighten (12
Moderate harshness or ability to frighten (13
Moderately severe hallucinations (14

Severe hallucinations (15

Extremely severe hallucinations (16
Continuous hallucinations (7

8. PAROXYSMAL SWEATS
No sweat visible 0
Barely perceptible sweating, palms moist L1
()
s
Beads of sweat obvious on forehead (14
s
Ue
Drenching sweats (17

9. VISUAL DISTURBANCES
Does the light appear to be too bright? Is its color different? Does it hurt your eyes? Are you seeing anything that is disturbing
to you? Are you seeing things you know are not there?

Not present L0

Very mild sensitivity (11

Mild sensitivity (2

Moderate sensitivity (13

Moderately severe hallucinations (14
Severe hallucinations L5

Extremely severe hallucinations (16
Continuous hallucinations (17

10. ANXIETY
Do you feel nervous?

No anxiety, at ease (10

Mild anxious (1

U2

U3

Moderately anxious, or guarded, so anxiety is inferred (14
Us

U6

Equivalent to acute panic states as seen in severe delirium or acute schizophrenic reactions 17

ADAI Sound Data Source—3/19/2007 {Project information}
http://adai.washington.edu/sounddatasource
Page 2





ID #: Date: [/

11. HEADACHE, FULLNESS IN HEAD
Does your head feel different? Does it feel like there is a band around your head?
Do not rate for dizziness or lightheadedness. Otherwise, rate severity.
Not present L0
Very mild Q1
Mild L2
Moderate (13
Moderately severe (14
Severe L5
Very severe 16
Extremely severe (17

12. AGITATION
Normal activity (40
Somewhat more than normal activity (11
Q2
Qs
Moderately fidgety and restless (14
Qs
U6
Paces back and forth during most of the interview or constantly thrashes about (17

13. ORIENTATION AND CLOUDING OF SENSORIUM
What day is this? Where are you? Who am I?
Oriented and can do serial additions (10
Cannot do serial additions or is uncertain about date (11
Disoriented for date by no more than 2 calendar days (12
Disoriented for date by more than 2 calendar days (13
Disoriented for place/or person (14

14. Total Score:

Maximum Possible Score=67
Patients scoring less than 10 do not usually need additional medication for withdrawal.

Reference: Sullivan JT; Sykora K; Schneiderman J; Naranjo CA; Sellers EM. Assessment of alcohol withdrawal: The revised
Clinical Institute Withdrawal Assessment for Alcohol scale (CIWA-AR). Br J Addict 1989;84:1353-1357.

ADAI Sound Data Source—3/19/2007 {Project information}
http://adai.washington.edu/sounddatasource
Page 3







The CRAFFT Screening Questions

Please answer all questions honestly; your answers will be kept confidential.

Part A
During the PAST 12 MONTHS, did you: No Yes
: : / \ ( \
1. Drink any alcohol (more than a few sips)? I:' If you d |:| an';xglried
answere
N , NO to ALL YES to
2. Smoke any marijuana or hashish? [] ¢l anAa2,83) | [] ( ANY |
answer Al to A3),
. . ly B1 answer
3. Use anything else to get high? (1| velow then | [ 5110 56
“anything else” includes illegal drugs, over the counter \__ STOP / oo _J
and prescription drugs, and things that you sniff or “huff”
Part B No Yes
1. Have you ever ridden in a CAR driven by someone
(including yourself) who was “high” or had been [] [] «
using alcohol or drugs?
2. Do you ever use alcohol or drugs to RELAX, feel ] [] <«
better about yourself, or fit in?
3. Do you ever use alcohol or drugs while you are by D |:| <
yourself, or ALONE?
4. Do you ever FORGET things you did while using
alcohol or drugs? [ [ 7
5. Do your FAMILY or FRIENDS ever tell you that you ] ] «—
should cut down on your drinking or drug use?
6. Have you ever gotten into TROUBLE while you were ] ] -

using alcohol or drugs?

CONFIDENTIALITY NOTICE:

The information on this page may be protected by special federal confidentiality rules (42 CFR Part 2), which prohibit disclosure of this
information unless authorized by specific written consent. A general authorization for release of medical information is NOT sufficient.

© Children’s Hospital Boston, 2009.

Reproduced with permission from the Center for Adolescent Substance Abuse Research, CeASAR, Children’s Hospital Boston.

CRAFFT Reproduction produced with support from the Massachusetts Behavioral Health Partnership.






Substance Abuse Screening Instrument (04/05)

The Drug Abuse Screening Test (DAST) was developed in 1982 and is still an excellent screening tool. It is a 28-item self-report
scale that consists of items that parallel those of the Michigan Alcoholism Screening Test (MAST). The DAST has “exhibited valid
psychometric properties” and has been found to be “a sensitive screening instrument for the abuse of drugs other than alcohol.

The Drug Abuse Screening Test (DAST)

Directions: The following questions concern information about your involvement with drugs. Drug abuse refers to (1) the
use of prescribed or “over-the-counter” drugs in excess of the directions, and (2) any non-medical use of drugs. Consider
the past year (12 months) and carefully read each statement. Then decide whether your answer is YES or NO and check

the appropriate space. Please be sure to answer every question.

PR =

=00 N oL

14.
15.

16.
17.
18.
19.
20.
21.
22.
23.
24,

25.
26.

27.
28.

Scoring and interpretation: A score of “1” is given for each YES response, except for items 4,5,

Have you used drugs other than those required for medical reasons?

Have you abused prescription drugs?

Do you abuse more than one drug at a time?

Can you get through the week without using drugs

(other than those required for medical reasons)?

Are you always able to stop using drugs when you want to?

Do you abuse drugs on a continuous basis?

Do you try to limit your drug use to certain situations?

Have you had “blackouts” or “flashbacks” as a result of drug use?

Do you ever feel bad about your drug abuse?

Does your spouse (or parents) ever complain about your involvement with
drugs?

Do your friends or relatives know or suspect you abuse drugs?

Has drug abuse ever created problems between you and your spouse?

Has any family member ever sought help for problems related to your drug
use?

Have you ever lost friends because of your use of drugs?

Have you ever neglected your family or missed work because of your use of
drugs?

Have you ever been in trouble at work because of drug abuse?

Have you ever lost a job because of drug abuse?

Have you gotten into fights when under the influence of drugs?

Have you ever been arrested because of unusual behavior while under the
influence of drugs?

Have you ever been arrested for driving while under the influence of drugs?
Have you engaged in illegal activities in order to obtain drug?

Have you ever been arrested for possession of illegal drugs?

Have you ever experienced withdrawal symptoms as a result of heavy
drug intake?

Have you had medical problems as a result of your drug use

(e.g., memory loss, hepatitis, convulsions, bleeding, etc.)?

Have you ever gone to anyone for help for a drug problem?

Have you ever been in a hospital for medical problems related to

your drug use?

Have you ever been involved in a treatment program specifically

related to drug use?

Have you been treated as an outpatient for problems related to drug abuse?

YES NO

and 7, for which a NO

response is given a score of “1.” Based on data from a heterogeneous psychiatric patient population, cutoff scores of 6
through 11 are considered to be optimal for screening for substance use disorders. Using a cutoff score of 6 has been found to
provide excellent sensitivity for identifying patients with substance use disorders as well as satisfactory specificity (i.e.,
identification of patients who do not have substance use disorders). Using a cutoff score of <11 somewhat reduces the
sensitivity for identifying patients with substance use disorders, but more accurately identifies the patients who do not have a
substance use disorders. Over 12 is definitely a substance abuse problem. In a heterogeneous psychiatric patient population,
most items have been shown to correlate at least moderately well with the total scale scores. The items that correlate poorly
with the total scale scores appear to be items 4,7,16,20, and 22.






Michigan Alcoholism Screening Test - Geriatric Version (MAST-G)

Figure 4-4
Michigan Alcoholism Screening Test - Geriatric Version (MAST-G)

1. After drinking have you ever noticed an increase in your heart
rate or beating in your chest?

2. When talking with others, do you ever underestimate how much you
actually drink?

3. Does alcohol make you sleepy so that you often fall asleep in your
chair?

4. After a few drinks, have you sometimes not eaten or been able to skip
a meal because you didn't feel hungry?

5. Does having a few drinks help decrease your shakiness or tremors?

6. Does alcohol sometimes make it hard for you to remember parts of the
day or night?

7. Do you have rules for yourself that you won't drink before a certain
time of the day?

8. Have you lost interest in hobbies or activities you used to enjoy?

9. When you wake up in the morning, do you ever have trouble
remembering part of the night before?

YES

YES

YES

YES

YES

YES

YES

YES

YES

NO

NO

NO

NO

NO

NO

NO

NO

NO





10. Does having a drink help you sleep?

11. Do you hide your alcohol bottles from family members?

12. After a social gathering, have you ever felt embarrassed because you
drank too much?

13. Have you ever been concerned that drinking might be harmful to your
health?

14. Do you like to end an evening with a nightcap?

15. Did you find your drinking increased after someone close to you
died?

16. In general, would you prefer to have a few drinks at home rather than
go out to social events?

17. Are you drinking more now than in the past?

18. Do you usually take a drink to relax or calm your nerves?

19. Do you drink to take your mind off your problems?

20. Have you ever increased your drinking after experiencing a loss in
your life?

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

NO

NO

NO

NO

NO

NO

NO

NO

NO

NO

NO

NO





21. Do you sometimes drive when you have had too much to drink?

YES | NO
22. Has a doctor or nurse ever said they were worried or concerned about
your drinking?

YES | NO
23. Have you ever made rules to manage your drinking?

YES ' NO

24. When you feel lonely, does having a drink help?

Scoring: Five or more "yes" responses are indicative of an alcohol problem. For further
information, contact Frederic C. Blow, Ph.D., at University of Michigan Alcohol
Research Center, 400 E. Eisenhower Parkway, Suite A, Ann Arbor, MI 48108; (734)
998-7952. Source: Blow, F.C.; Brower, K.J.; Schulenberg, J.E.; Demo-Dananberg, L.M.;
Young, J.P.; and Beresford, T.P. The Michigan Alcoholism Screening Test - Geriatric
Version (MAST-G): A new elderly-specific screening instrument. Alcoholism: Clinical
and Experimental Research 16:372, 1992.

© The Regents of the University of Michigan, 1991.






PROBLEM ORIENTED
SCREENING INSTRUMENT FOR TEENAGERS

(POSIT)

Developed by the

National Institute on Drug Abuse
National Institutes of Health





Target Population

Administrative | ssues

Scoring

Psychometrics

Problem Oriented Screening Instrument for Teenagers

(POSIT)
The POSIT, available in English and Spanish language
versions, is a brief screening tool, using a yes/no response
format, designed to identify problem and the potential need
for service in 10 functional areas, including substance
use/abuse, mental and physical health, family and peer
relations, vocation, and special education.

Adolescents 12 through 19 years of age

139 items, 10 "scales" or problem areas

Pencil and paper, computer, or audiotape self-administered; interview

Time required: 20-25 minutes

Administered by any office personnel. No qualifications necessary.

No training required for administration

A test administrator available to answer questions increases the response validity

Time required: 2 minutes using POSIT scoring template
Scored by test administrator or other office personnel
Computerized scoring with interpretation available
Risk-Adjusted scores sheet available

Reliability studies done:
Test-retest
Internal consistency

Measures of validity derived:
Content
Criterion (predictive, concurrent)





Problem Oriented Screening Instrument for Teenagers (POSIT)

Clinical Utility of The POSIT is a cost-efficient, easy-to-use problem screen for use with

Instrument

Research Applicability

Copyright, Cost, and
Source Issues

troubled adolescents who may have one or more problems amenable to
treatment or to a combination of preventive services. The POSIT can be
administered by staff in schools, the juvenile and family court system, and
medical, psychiatric, alcohol and chug treatment programs as the first step
toward determining those potentially problematic areas that require a more
comprehensive, thus-expensive, diagnostic assessment. The POSIT is
useful in a case management system in conjunction with a community
network of clinical services; it can also be used as a descriptive measure
in program evaluation.

The POSIT can be used to collect baseline data to comprehensively
describe adolescent subject populations. The POSIT-Follow up
Questionnaire can be used as a change measure.

No copyright or cost

To receive the POSIT and related scoring template, request a copy of the
Adolescent Assessment/Referral System Manual, DHHS Publication No.
(ADM) 91-1735, from:
National Clearinghouse for Alcohol and Drug Information
P.O. Box 2345
Rockville, MD 20847-2345
1-900-729-6686
or

Elizabeth Rahdert, Ph.D.
er34g@nih.gov
(301) 443-0107

Elizabeth Rahdert, Ph.D.

Treatment Research Branch

Division of clinical and

Services Research

NIDA

NATIONAL INSTITUTE
ON DRUG ABUSE

6001 Executive Boulevard
ROOM 423C MSC 9563
Bethesda. MD 20892-9563
Tel: 301-443-0107
National Institutes of Health Fax: 301-443-8674
e-mail. Elizabeth_Rahdert@nih.gov





10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

Do you have so much energy you don't know what to do with it?

Do you brag?

Do you get into trouble because you use drugs or alcohol at school?
Do your friends get-bored at parties when there is no alcohol served?
Is it hard for you to ask for help from others?

Has there been adult supervision at the parties you have gone to recently?
Do your parents or guardians argue a lot?

Do you usually think about how your actions will affect others?

Have you recently either lost or gained more than 10 pounds?

Have you ever been intimate with someone who shot up drugs?

Do you often feel tired?

Have you had trouble with stomach pain or nausea?

Do you get easily frightened?

Have any of your best friends dated regularly during the past year?
Have you dated regularly in the past year?

Do you have a skill, craft, trade or work experience?

Are most of your friends older than you are?

Do you have less energy than you think you should?

Do you get frustrated easily?

Do you threaten to hurt people?

Do you feel alone most of the time?

Do you sleep either too much or too little?

Do you swear or use dirty language?

Are you a good listener?

Do your parents or guardians approve of your friends?

Have you lied to anyone in the past week?

Do your parents or guardians refuse to talk with you when they are mad at you?
Do you rush into things without thinking about what could happen?
Did you have a paying job last summer?

Is your free time spent just hanging out with friends?

Have you accidentally hurt yourself or someone else while high on alcohol or drugs?

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No





32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45,

46.

47.

48.

49,

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

Have you had any accidents or injuries that still bother you?
Are you a good speller?
Do you have friends who damage or destroy things on purpose?
Have the whites of your eyes ever turned yellow?
Do your parents or guardians usually know where you are and what you are doing?
Do you miss out on activities because you spend too much money on drugs or
alcohol?
Do people pick on you because of the way you look?
Do you know how to get a job if you want one?
Do your parents or guardians and you do lots of things together?
Do you get A's and B's in some classes and fail others?
Do you feel nervous most of the time?
Have you stolen things?
Have you ever been told you are hyperactive?
Do you ever feel you are addicted to alcohol or drugs?
Are you a good reader?
Do you have a hobby you are really interested in?
Do you plan to get a diploma (or already have one)?
Have you been frequently absent or late for work?
Do you feel people are against you?
Do you participate in team sports which have regular practices?
Have you ever read a book cover to cover for your own enjoyment?
Do you have chores that you must regularly do a at home?
Do your friends bring drugs to parties?
Do you get into fights a lot?
Do you have a hot temper?
Do your parents or guardians pay attention when you talk to them?
Have you started using more and more drugs or alcohol to get the
effect you want?
Do your parents or guardians have rules about what you can and cannot do?
Do people tell you that you are careless?

Are you stubborn?

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No
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62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

89.

Do any of your best friends go out on school nights without permission from their

parents or guardians?

Have you ever had or do you now have a job?

Do you have trouble getting your mind off things?

Have you ever threatened anyone with a weapon?

Do you have a way to get to a job?

Do you ever leave a party because there is no alcohol or drugs?

Do your parents or guardians know what you really think or feel?

Do you often act on the spur of the moment?

Do you usually exercise for a half hour or more at least once a week?
Do you have a constant desire for alcohol or drugs?

Is it easy to learn new things?

Do you have trouble with your breathing or with coughing?

Do people your own age like and respect you?

Does your mind wander a lot?

Do you hear things no one else around you hears?

Do you have trouble concentrating?

Do you have a valid driver's license?

Have you ever had a paying job that lasted at least one month?

Do you and your parents or guardians have frequent arguments
which involve yelling and screaming?

Have you had a car accident while high on alcohol or drugs?

Do you forget things you did while drinking or using drugs?

During the past month have you driven a car while you were drunk or high?
Are you louder than other kids?

Are most of your friends younger than you are?

Have you ever intentionally damaged someone else's property?

Have you ever stopped working at a job because you just didn't care?

Do your parents or guardians like talking with you and being with you?

Have you ever spent the night away from home when your parents didn't know

where you were?

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No





90.

91.

92.

93.

94,

95.

96.

97.

98.

99.

100.

101.

102.

103.

104.

105.

106.

107.

108.

109.

110.

111.

112.

113.

Have any of your best friends participated in team sports which require regular
practices?

Are you suspicious of other people?

Are you already too busy with school and other adult supervised activities to be
interested in a job?

Have you cut school at least 5 days in the past year?

Are you usually pleased with how well you do in activities with your friends?
Does alcohol or drug use cause your moods to change quickly like from happy
to sad or vice versa?

Do you feel sad most of the time?

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Do you miss school or arrive late for school because of your alcohol or drug use? Yes

Is it important to you now to get or keep a satisfactory job?

Do your family or friends ever tell you that you should cut down on your
drinking or drug use?

Do you have serious arguments with friends or family members because of your
drinking or drug use?

Do you tease others a lot?

Do you have trouble sleeping?

Do you have trouble with written work?

Does your alcohol or drug use ever make you do something you would not
normally do like breaking rules, missing curfew, or breaking the law?

Do you feel you lose control and get into fights?

Have you ever been fired from a job?

During the past month, have you skipped school?

Do you have trouble getting along with any of your friends because of

your alcohol or drug use?

Do you have a hard time following directions?

Are you good at talking your way out of trouble?

Do you have friends who have hit or threatened to hit someone without any real
reason?

Do you ever feel you can't control your alcohol or drug use?

Do you have a good memory?

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No





114.

115.

116.

117.

118.

119.

120.

121.

122.

123.

124,

125.

126.

127.

128.

129.

130.

131.

132.

133.

134.

135.

136.

137.

138.

139.

Do your parents or guardians have a pretty good idea of your interests?
Do your parents or guardians usually agree about how to handle you?

Do you have a hard time planning and organizing?

Do you have trouble with math?

Do your friends cut school a lot?

Do you worry a lot?

Do you find it difficult to complete class projects or work tasks?

Does school sometimes make you feel stupid?

Are you able to make friends easily in a new group?

Do you often feel like you want to cry?

Are you afraid to be around people?

Do you have friends who have stolen things?

Do you want to be a member of any organized group, team, or club?

Does one of your parents or guardians have a steady job?

Do you think it's a bad idea to trust other people?

Do you enjoy doing things with people your own age?

Do you feel you study longer than your classmates and still get poorer grades?
Have you ever failed a grade in school?

Do you go out for fun on school nights without your parents' permission?
Is school hard for you?

Do you have an idea about the type of job or career that you want to have?
On a typical day, do you watch more than two hours of TV?

Are you restless and can't sit still?

Do you have trouble finding the right words to express what you are thinking?
Do you scream a lot?

Have you ever had sexual intercourse without using a condom?

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No
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POSIT QUESTIONNAIRE ANSWER SHEET

NAME: DATE:
1. Yes No 31.| Yes No 61. Yes | No 91. Yes No 121. Yes | No
2. Yes No 32.| Yes No 62. Yes | No 92. Yes No 122. Yes | No
3. Yes No 33.| Yes No 63. Yes | No 93. Yes No 123. Yes | No
4, Yes No 34.| Yes No 64. Yes | No 94, Yes No 124, Yes | No
5. Yes No 35.| Yes No 65. Yes | No 95. Yes No 125. Yes | No
6. Yes No 36.| Yes No 66. Yes | No 96. Yes No 126. Yes | No
7. Yes No 37.| Yes No 67. Yes | No 97. Yes No 127. Yes | No
8. Yes No 38.| Yes No 68. Yes | No 98. Yes No 128. Yes | No
9. Yes No 39.| Yes No 69. Yes | No 99. Yes No 129. Yes | No
10. | Yes No 40.| Yes No 70. Yes | No 100. | Yes No 130. Yes | No
11. | Yes No 41.| Yes No 71. Yes | No 101. | Yes No 131. Yes | No
12. | Yes No 42.| Yes No 72. Yes | No 102. | Yes No 132. Yes | No
13. | Yes No 43.| Yes No 73. Yes | No 103. | Yes No 133. Yes | No
14. | Yes No 44, Yes No 74. Yes | No 104. | Yes No 134, Yes | No
15. | Yes No 45.| Yes No 75. Yes | No 105. | Yes No 135. Yes | No
16. | Yes No 46.| Yes No 76. Yes | No 106. | Yes No 136. Yes | No
17. | Yes No 47.| Yes No 77. Yes | No 107. | Yes No 137. Yes | No
18. | Yes No 48.| Yes No 78. Yes | No 108. | Yes No 138. Yes | No
19. | Yes No 49.| Yes No 79. Yes | No 109. | Yes No 139. Yes | No
20. | Yes No 50.| Yes No 80. Yes | No 110. | Yes No
21. | Yes No 51.| Yes No 81. Yes | No 111. | Yes No
22. | Yes No 52.| Yes No 82. Yes | No 112. | Yes No
23. | Yes No 53.| Yes No 83. Yes | No 113. | Yes No
24. | Yes No 54.| Yes No 84. Yes | No 114. | Yes No
25. | Yes No 55.|] Yes No 85. Yes | No 115. | Yes No
26. | Yes No 56.| Yes No 86. Yes | No 116. | Yes No
27. | Yes No 57.| Yes No 87. Yes | No 117. | Yes No
28. | Yes No 58.| Yes No 88. Yes | No 118. | Yes No
29. | Yes No 59.| Yes No 89. Yes | No 119. | Yes No
30. | Yes No 60.| Yes No 90. Yes | No 120. | Yes No






POSIT QUESTIONNAIRE SCORING TEMPLATE

NAME: DATE:

1. J 121.
2. G 122.
3. C 123.
4. H 124.
5. A 125.
6. C 126.
7. A 127.
8. G 128.
9. A 129.
A 130.
J 131.
C 132.
F 133.
A 134.
C 135.
G 16+ |136.
J 137.
A 138.
C,F [139.
F,H

E

A

E

D

D

F

E

E

C

G







Samples of the actual instruments are not included in this online version.
For printed copies, please contact the source listed on each fact sheet.

Assessing Alcohol Problems: A Guide for Clinicians and Researchers

Self-Administered Alcoholism Screening Test (SAAST)

BRIEF DESCRIPTION

TARGET POPULATION

ADMINISTRATIVE ISSUES

SCORING

The SAAST is a 35-item alcoholism screening test derived from the MAST,
Items have been added to the MAST to make it suitable for use in general
medical populations. The test is available in a form suitable for administra-
tion to the patient (Form I) and a form for use with a person (spouse, friend,
etc.) who knows the patient (Form I1). Domains included are loss of control,
occupational and social disruption, physical consequences, emotional
consequences, concern on the part of others , and family members with
alcohol problems.

Adults
(1 Adolescents (over 16 years)
Groups for which this instrument might be especially helpful?

General medical patients

Number of items: 35
Number of subscales: 2
Format(s): Pencil-and-paper self-administered
[ Interview
(] Observation
Computer self-administered
[] Other
Time required for administration: 5 minutes
Administered by: Self
Training required for administration? [_] yes [X] no

Time required to score/interpret: 5 minutes (immediate with computer)
Scored by: Hand or computer

Computerized scoring or interpretation available? [X] yes [ ] no
Norms available? [X] yes [ ] no

Instrument normed on subgroups? X yes [ ] no

Which groups? Sex, age

560





Self-Administered Alcoholism Screening Test (SAAST)

PSYCHOMETRICS

CLINICAL UTILITY OF INSTRUMENT

RESEARCH APPLICABILITY

SOURCE, COST AND COPYRIGHT ISSUES

SOURCE REFERENCE

SUPPORTING REFERENCES

Have reliability studies been done? [X] yes [_] no
What measure(s) of reliability was used?
[] Test-retest (Interrater only)
(] Split half
Internal consistency
Have validity studies been done? [X] yes [ ] no
What measures of validity have been derived?
[] Content
Criterion (predictive, concurrent, “postdictive”)
[ Construct
Has factor analysis been done? [X] yes [ ] no

Use as screening instrument for alcoholism in medical inpatient and
outpatient settings.

Many possibilities; most likely use is as criterion measure in target samples.

Copyright: X] yes [ ] no
Cost: Not applicable

Source: Terry Schneekloth, M.D.
Department of Psychiatry & Psychology
Mayo Clinic
200 First Street, S.W.
Rochester, Minnesota 55905

Swenson, W.M. & Morse, R.M. (1975). The use of a self-administered alcoholism
screening test (SAAST) in a medical center. Mayo Clin Proc, 50, 204-208.

Allen, L.M., Nelson, C.J., Rouhbakhsh, P., Scifres, S.L., Greene, R.L., Kordinak, S.T.,
Kavis, L.J. Jr. & Morse, R.M. (1998). Gender differences in factor structure of the
Self-Administered Alcoholism Screening Test. Journal of Clinical Psychology,

54(4), 439-445.,

Allen, J.P. & Litten, R.Z. (1993). Psychometric and laboratory measures to assist

in the treatment of alcoholism. Clinical Psychology Review, 13(3), 223-239.

Pristach, C.A., Smith, C.M. & Perkins, C. (1993). Reliability of the Self-Administered
Alcoholism Screening Test (SAAST) in psychiatric inpatients. Journal of Addictive
Diseases, 12(4), 77-88.
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Davis, L.J. Jr. & Morse, R.M. (1991). Self-Administered Alcoholism Screening Test:
A comparison of conventional versus computer-administered formats. Alcoholism:
Clinical and Experimental Research, 15(2), 155-157.

Davis, L.J., Hurt, R., Morse, R.M. & Obrien, P. (1987) Discriminant analysis of the
Self-Administered Alcoholism Screening Test. Alcoholism: Clinical and Experimental
Research 11(3), 269-273.
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Short MAST

yes
yes
yes
yes
yes
yes

YES

yes

yes

YESs
YESs
YES

YESs

no

no

no

no

no

no

no

no

no

no

no

no

10.

11.

12.

13.

Name:

Date:

Score:

Do you fedl you are anormal drinker?

Do your spouse or parents worry or complain about your drinking?
Do you ever feel bad about your drinking?

Do friends or relatives think you are anormal drinker?

Areyou always able to stop drinking when you want to?

Have you ever attended a meeting of Alcoholics Anonymous?

Has drinking ever created problems between you and your spouse?

Have you ever gotten into trouble at work because of drinking?

Have you ever neglected your obligations, your family, or your work for 2 or
more daysin arow because you were drinking?

Have you ever gone to anyone for help about your drinking?
Have you ever been in the hospital because of drinking?
Have you ever been arrested even for afew hours because of drinking?

Have you ever been arrested for drunk driving or driving after drinking?

Scoring: each responses in bold equals 1 point






A. WHO - ASSIST V3.0

INTERVIEWER ID COUNTRY CLINIC

PATIENT ID DATE

INTRODUCTION (Please read to patient )

Thank you for agreeing to take part in this brief interview about alcohol, tobacco products and other
drugs. | am going to ask you some questions about your experience of using these substances across
your lifetime and in the past three months. These substances can be smoked, swallowed, snorted,
inhaled, injected or taken in the form of pills (show drug card).

Some of the substances listed may be prescribed by a doctor (like amphetamines, sedatives, pain
medications). For this interview, we will not record medications that are used as prescribed by your
doctor. However, if you have taken such medications for reasons other than prescription, or taken them
more frequently or at higher doses than prescribed, please let me know. While we are also interested in
knowing about your use of various illicit drugs, please be assured that information on such use will be
treated as strictly confidential.

NOTE: BEFORE ASKING QUESTIONS, GIVE ASSIST RESPONSE CARD TO PATIENT

Question 1
(if completing follow-up please cross check the patient’s answers with the answers given for Q1 at
baseline. Any differences on this question should be queried)

In your life, which of the following substances have you No Yes
ever used? (NON-MEDICAL USE ONLY)
a. Tobacco products (cigarettes, chewing tobacco, cigars, etc.) 0 3
b. Alcoholic beverages (beer, wine, spirits, etc.) 0 3
¢. Cannabis (marijuana, pot, grass, hash, etc.) 0 3
d. Cocaine (coke, crack, etc.) 0 3
e. Amphetamine type stimulants (speed, diet pills, ecstasy, etc.) 0 3
f. Inhalants (nitrous, glue, petrol, paint thinner, etc.) 0 3
g. Sedatives or Sleeping Pills (Valium, Serepax, Rohypnol, etc.) 0 3
h. Hallucinogens (LSD, acid, mushrooms, PCP, Special K, etc.) 0 3
i. Opioids (heroin, morphine, methadone, codeine, etc.) 0 3
j. Other - specify: 0 3

. . If "No" to all items, stop interview.
Probe if all answers are negative: . .
“Not even when you were in school?” If "Yes" to any of these items, ask Question 2 for

each substance ever used.





Question 2

In the past three months, how often have you used
the substances you mentioned (FIRST DRUG,
SECOND DRUG, ETC)?

Never

Once or

Twice

Monthly

Weekly

Daily or
Almost

Daily

a. Tobacco products (cigarettes, chewing tobacco, cigars, etc.)

b. Alcoholic beverages (beer, wine, spirits, etc.)

. Cannabis (marijuana, pot, grass, hash, etc.)

. Cocaine (coke, crack, etc.)

. Amphetamine type stimulants (speed, diet pills, ecstasy, etc.)

. Inhalants (nitrous, glue, petrol, paint thinner, etc.)

g. Sedatives or Sleeping Pills (Valium, Serepax, Rohypnol, etc.)

h. Hallucinogens (LSD, acid, mushrooms, PCP, Special K, etc.)

i. Opioids (heroin, morphine, methadone, codeine, etc.)

j. Other - specify:

oO|lo|o|lo|]o|o|lo|o]|]oOo| o
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If "Never" to all items in Question 2, skip to Question 6.

If any substances in Question 2 were used in the previous three months, continue with
Questions 3, 4 & 5 for each substance used.

Question 3

During the past three months, how often have you
had a strong desire or urge to use (FIRST DRUG, SECOND
DRUG, ETC)?

Never

Once or

Twice

Monthly

Weekly

Daily or

Almost

Daily

a. Tobacco products (cigarettes, chewing tobacco, cigars, etc.)

b. Alcoholic beverages (beer, wine, spirits, etc.)

. Cannabis (marijuana, pot, grass, hash, etc.)

d. Cocaine (coke, crack, etc.)

e. Amphetamine type stimulants (speed, diet pills, ecstasy, etc.)

. Inhalants (nitrous, glue, petrol, paint thinner, etc.)

g. Sedatives or Sleeping Pills (Valium, Serepax, Rohypnol, etc.)

h. Hallucinogens (LSD, acid, mushrooms, PCP, Special K, etc.)

i. Opioids (heroin, morphine, methadone, codeine, etc.)

j. Other - specify:
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Question 4

During the past three months, how often has your 5 S o E>‘ :>‘~ 5 g -

o = =

use of (FIRST DRUG, SECOND DRUG, ETC) é g s 5 b %‘ £ g
. " . = <
led to health, social, legal or financial problems? o) = 32 o<
a. Tobacco products (cigarettes, chewing tobacco, cigars, etc.) 0 4 5 6 7
b. Alcoholic beverages (beer, wine, spirits, etc.) 0 4 5 6 7
¢. Cannabis (marijuana, pot, grass, hash, etc.) 0 4 5 6 7
d. Cocaine (coke, crack, etc.) 0 4 5 6 7
e. Amphetamine type stimulants (speed, diet pills, ecstasy, etc.) 0 4 5 6 7
f. Inhalants (nitrous, glue, petrol, paint thinner, etc.) 0 4 5 6 7
g. Sedatives or Sleeping Pills (Valium, Serepax, Rohypnol, etc.) 0 4 5 6 7
h. Hallucinogens (LSD, acid, mushrooms, PCP, Special K, etc.) 0 4 5 6 7
i. Opioids (heroin, morphine, methadone, codeine, etc.) 0 4 5 6 7
j. Other - specify: 0 4 5 6 7

Question 5

During the past three months, how often have you failed 5 S o E>‘ :>‘~ 5 g -

o = =

to do what was normally expected of you because of 3 8 s c b 2ET

2 6F 2 = A@4%<°

your use of (FIRST DRUG, SECOND DRUG, ETC)?

a. Tobacco products .

b. Alcoholic beverages (beer, wine, spirits, etc.) 0 5 6 7 8

¢. Cannabis (marijuana, pot, grass, hash, etc.)

d. Cocaine (coke, crack, etc.)

e. Amphetamine type stimulants (speed, diet pills, ecstasy, etc.)

f. Inhalants (nitrous, glue, petrol, paint thinner, etc.)

g. Sedatives or Sleeping Pills (Valium, Serepax, Rohypnol, etc.)

h. Hallucinogens (LSD, acid, mushrooms, PCP, Special K, etc.)

i. Opioids (heroin, morphine, methadone, codeine, etc.)

ajlofoa|lojo|lo] o |0
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j. Other - specify:






Ask Questions 6 & 7 for all substances ever used (i.e. those endorsed in Question 1)

Question 6
. . o Q - O
Has a friend or relative or anyone else ever > SEn SEm2
[ e = arv_ s
expressed concern about your use of z = g 5 g E g 5
(FIRST DRUG, SECOND DRUG, ETC.)? ) = >22E
b4 >
a. Tobacco products (cigarettes, chewing tobacco, cigars, etc.) 0 6 3
b. Alcoholic beverages (beer, wine, spirits, etc.) 0 6 3
. Cannabis (marijuana, pot, grass, hash, etc.) 0 6 3
d. Cocaine (coke, crack, etc.) 0 6 3
. Amphetamine type stimulants (speed, diet pills, ecstasy, etc.) 0 6 3
. Inhalants (nitrous, glue, petrol, paint thinner, etc.) 0 6 3
g. Sedatives or Sleeping Pills (Valium, Serepax, Rohypnol, etc.) 0 6 3
h. Hallucinogens (LSD, acid, mushrooms, PCP, Special K, etc.) 0 6 3
i. Opioids (heroin, morphine, methadone, codeine, etc.) (0] 6 3
j. Other - specify: 0 6 3
Question 7
. . . qh-’ 2 %) = 2 (7]
Have you ever tried and failed to control, cut down or stop using 3 s ®g a £ ®g
(FIRST DRUG, SECOND DRUG, ETC.)? z =865 4=85
o $XE YB8eE
b4 > <
a. Tobacco products (cigarettes, chewing tobacco, cigars, etc.) 0 6 3
b. Alcoholic beverages (beer, wine, spirits, etc.) 0 6 3
. Cannabis (marijuana, pot, grass, hash, etc.) 0 6 3
d. Cocaine (coke, crack, etc.) 0 6 3
e. Amphetamine type stimulants (speed, diet pills, ecstasy, etc.) 0 6 3
. Inhalants (nitrous, glue, petrol, paint thinner, etc.) 0 6 3
g. Sedatives or Sleeping Pills (Valium, Serepax, Rohypnol, etc.) 0 6 3
h. Hallucinogens (LSD, acid, mushrooms, PCP, Special K, etc.) 0 6 3
i. Opioids (heroin, morphine, methadone, codeine, etc.) 0 6 3
j. Other - specify: 0 6 3






Question 8

P [} -
g tof Fsof
o o
z N > c
Have you ever used any drug by injection? 0 5 1
(NON-MEDICAL USE ONLY)

IMPORTANT NOTE:

Patients who have injected drugs in the last 3 months should be asked about their pattern of injecting

during this period, to determine their risk levels and the best course of intervention.

PATTERN OF INJECTING INTERVENTION GUIDELINES

Once weekly or less or Brief Intervention including “risks

Fewer than 3 days in a row —————® associated with injecting” card

More than once per week or |y Further assessment and more intensive
3 or more days in a row treatment*

How TO CALCULATE A SPECIFIC SUBSTANCE INVOLVEMENT SCORE.

For each substance (labelled a. to j.) add up the scores received for questions 2 through 7 inclusive. Do
not include the results from either Q1 or Q8 in this score. For example, a score for cannabis would be
calculated as: Q2¢ + Q3¢ + Q4c¢ + Q5c¢ + Q6¢ + Q7c

Note that Q5 for tobacco is not coded, and is calculated as: Q2a + Q3a + Q4a + Q6a + Q7a

THE TYPE OF INTERVENTION IS DETERMINED BY THE PATIENT’S SPECIFIC SUBSTANCE INVOLVEMENT SCORE

Record specific no intervention receive brief more intensive
substance score intervention treatment *

a. tobacco 0-3 4 - 26 27+

b. alcohol 0-10 11 - 26 27+

c. cannabis 0-3 4 - 26 27+

d. cocaine 0-3 4 -26 27+

e. amphetamine 0-3 4 -26 27+

f. inhalants 0-3 4 -26 27+

g. sedatives 0-3 4 -26 27+

h. hallucinogens 0-3 4 -26 27+

i. opioids 0-3 4 -26 27+

j. other drugs 0-3 4 -26 27+

NOTE: *FURTHER ASSESSMENT AND MORE INTENSIVE TREATMENT may be provided by the health professional(s)
within your primary care setting, or, by a specialist drug and alcohol treatment service when available.





B. WHO ASSIST V3.0 RESPONSE CARD FOR PATIENTS

Response Card - substances

a. Tobacco products (cigarettes, chewing tobacco, cigars, etc.)

b. Alcoholic beverages (beer, wine, spirits, etc.)

c. Cannabis (marijuana, pot, grass, hash, etc.)

d. Cocaine (coke, crack, etc.)

e. Amphetamine type stimulants (speed, diet pills, ecstasy, etc.)

f. Inhalants (nitrous, glue, petrol, paint thinner, etc.)

g. Sedatives or Sleeping Pills (Valium, Serepax, Rohypnol, etc.)

h. Hallucinogens (LSD, acid, mushrooms, PCP, Special K, etc.)

i. Opioids (heroin, morphine, methadone, codeine, etc.)

j. Other - specify:

Response Card (ASSIST Questions 2 - 5)

Never: not used in the last 3 months

Once or twice: 1 to 2 times in the last 3 months.
Monthly: 1 to 3 times in one month.

Weekly: 1 to 4 times per week.

Daily or almost daily: 5 to 7 days per week.

Response Card (ASSIST Questions 6 to 8)
No, Never
Yes, but not in the past 3 months

Yes, in the past 3 months






C. ALCOHOL, SMOKING AND SUBSTANCE
INVOLVEMENT SCREENING TEST (WHO ASSIST
V3.0) FEEDBACK REPORT CARD FOR PATIENTS

Name Test Date

Specific Substance Involvement Scores

Substance Score Risk Level

0-3 Low

a. Tobacco products 4-26 Moderate
27+ High
0-10 Low

b. Alcoholic Beverages 11-26 Moderate
27+ High
0-3 Low

c. Cannabis 4-26 Moderate
27+ High
0-3 Low

d. Cocaine 4-26 Moderate
27+ High
0-3 Low

e. Amphetamine type stimulants 4-26 Moderate
27+ High
0-3 Low

f. Inhalants 4-26 Moderate
27+ High
0-3 Low

g. Sedatives or Sleeping Pills 4-26 Moderate
27+ High
0-3 Low

h. Hallucinogens 4-26 Moderate
27+ High
0-3 Low

i. Opioids 4-26 Moderate
27+ High
0-3 Low

j. Other - specify 4-26 Moderate
27+ High

What do your scores mean?

Low: You are at low risk of health and other problems from your current pattern of use.

Moderate: You are at risk of health and other problems from your current pattern of substance use.

High: You are at high risk of experiencing severe problems (health, social, financial, legal,

relationship) as a result of your current pattern of use and are likely to be dependent

Are you concerned about your substance use?





a.
tobacco

Your risk of experiencing these harms is:......... Low [0 Moderate 1 High O
(tick one)

Regular tobacco smoking is associated with:

Premature aging, wrinkling of the skin
Respiratory infections and asthma

High blood pressure, diabetes

Respiratory infections, allergies and asthma in children of smokers

Miscarriage, premature labour and low birth weight babies for pregnant women
Kidney disease

Chronic obstructive airways disease

Heart disease, stroke, vascular disease

Cancers

b.
alcohol

Your risk of experiencing these harms is:......... Low [l Moderate I High O
(tick one)

Regular excessive alcohol use is associated with:

Hangovers, aggressive and violent behaviour, accidents and injury

Reduced sexual performance, premature ageing

Digestive problems, ulcers, inflammation of the pancreas, high blood pressure
Anxiety and depression, relationship difficulties, financial and work problems
Difficulty remembering things and solving problems

Deformities and brain damage in babies of pregnant women

Stroke, permanent brain injury, muscle and nerve damage

Liver disease, pancreas disease

Cancers, suicide

c.
cannabis

Your risk of experiencing these harmsis:...... Low [0 Moderate 0 High O
(tick one)

Regular use of cannabis is associated with:

Problems with attention and motivation

Anxiety, paranoia, panic, depression

Decreased memory and problem solving ability

High blood pressure

Asthma, bronchitis

Psychosis in those with a personal or family history of schizophrenia
Heart disease and chronic obstructive airways disease

Cancers






d. Your risk of experiencing these harms is:.... Low 0 Moderate [
cocaine (tick one)
Regular use of cocaine is associated with:

High O

Difficulty sleeping, heart racing, headaches, weight loss
Numbness, tingling, clammy skin, skin scratching or picking
Accidents and injury, financial problems

Irrational thoughts

Mood swings - anxiety, depression, mania

Aggression and paranoia
Intense craving, stress from the lifestyle
Psychosis after repeated use of high doses

Sudden death from heart problems

e. Your risk of experiencing these harms is:....... Low 0 Moderate [
amphetamine (tick one)
type stimulants Regular use of amphetamine type stimulants is

associated with:

High O

Difficulty sleeping, loss of appetite and weight loss, dehydration
jaw clenching, headaches, muscle pain
Mood swings —anxiety, depression, agitation, mania, panic, paranoia

Tremors, irregular heartbeat, shortness of breath

Aggressive and violent behaviour
Psychosis after repeated use of high doses
Permanent damage to brain cells

Liver damage, brain haemorrhage, sudden death (ecstasy) in rare situations

f. Your risk of experiencing these harmsis:........... Low 0 Moderate [
inhalants (tick one)
Regular use of inhalants is associated with:

High O

Dizziness and hallucinations, drowsiness, disorientation, blurred vision
Flu like symptoms, sinusitis, nosebleeds
Indigestion, stomach ulcers

Accidents and injury

Memory loss, confusion, depression, aggression
Coordination difficulties, slowed reactions, hypoxia
Delirium, seizures, coma, organ damage (heart, lungs, liver, kidneys)

Death from heart failure






g. Your risk of experiencing these harms is: Low 0 Moderate 0 High O
sedatives (tick one)
Regular use of sedatives is associated with:

Drowsiness, dizziness and confusion
Difficulty concentrating and remembering things

Nausea, headaches, unsteady gait

Sleeping problems

Anxiety and depression

Tolerance and dependence after a short period of use.
Severe withdrawal symptoms

Overdose and death if used with alcohol, opioids or other depressant drugs.

h. Your risk of experiencing these harmsis:........... Low 0 Moderate  HighO
hallucinogens (tick one)
Regular use of hallucinogens is associated with:

Hallucinations (pleasant or unpleasant) — visual, auditory, tactile, olfactory
Difficulty sleeping

Nausea and vomiting

Increased heart rate and blood pressure
Mood swings

Anxiety, panic, paranoia

Flash-backs

Increase the effects of mental illnesses such as schizophrenia

i. Your risk of experiencing these harms is: Low 0 Moderate [ HighO
opioids (tick one)
Regular use of opioids is associated with:

Itching, nausea and vomiting
Drowsiness

Constipation, tooth decay

Difficulty concentrating and remembering things
Reduced sexual desire and sexual performance
Relationship difficulties

Financial and work problems, violations of law
Tolerance and dependence, withdrawal symptoms

Overdose and death from respiratory failure






D. RISKS OF INJECTING CARD - INFORMATION FOR
PATIENTS

Using substances by injection increases the risk of harm from substance use.

This harm can come from:

The substance

» If you inject any drug you are more likely to become dependent.
» If you inject amphetamines or cocaine you are more likely to experience psychosis.
» If you inject heroin or other sedatives you are more likely to overdose.

The injecting behaviour

If you inject you may damage your skin and veins and get infections.
You may cause scars, bruises, swelling, abscesses and ulcers.

Your veins might collapse.

If you inject into the neck you can cause a stroke.

YV VYV

Sharing of injecting equipment

» If you share injecting equipment (needles & syringes, spoons, filters, etc.) you are more likely to spread
blood borne virus infections like Hepatitis B, Hepatitis C and HIV.

It is safer not to inject
If you do inject:

always use clean equipment (e.g., needles & syringes, spoons, filters, etc.)
always use a new needle and syringe

don’t share equipment with other people

clean the preparation area

clean your hands

clean the injecting site

use a different injecting site each time

inject slowly

put your used needle and syringe in a hard container and dispose of it safely

N N N N NN

If you use stimulant drugs like amphetamines or cocaine the following tips will help you reduce your risk of
psychosis.

v'avoid injecting and smoking
v'avoid using on a daily basis

If you use depressant drugs like heroin the following tips will help you reduce your risk of overdose.

avoid using other drugs, especially sedatives or alcohol, on the same day
use a small amount and always have a trial “taste” of a new batch

have someone with you when you are using

avoid injecting in places where no-one can get to you if you do overdose
know the telephone numbers of the ambulance service

SNENENENEN





E. TRANSLATION AND ADAPTATION TO LOCAL
LANGUAGES AND CULTURE: A RESOURCE FOR
CLINICIANS AND RESEARCHERS

The ASSIST instrument, instructions, drug cards, response scales and resource manuals
may need to be translated into local languages for use in particular countries or regions.
Translation from English should be as direct as possible to maintain the integrity of the
tools and documents. However, in some cultural settings and linguistic groups, aspects of
the ASSIST and it’s companion documents may not be able to be translated literally and
there may be socio-cultural factors that will need to be taken into account in addition to
semantic meaning. In particular, substance names may require adaptation to conform to
local conditions, and it is also worth noting that the definition of a standard drink may vary
from country to country.

Translation should be undertaken by a bi-lingual translator, preferably a health
professional with experience in interviewing. For the ASSIST instrument itself, translations
should be reviewed by a bi-lingual expert panel to ensure that the instrument is not
ambiguous. Back translation into English should then be carried out by another
independent translator whose main language is English to ensure that no meaning has
been lost in the translation. This strict translation procedure is critical for the ASSIST
instrument to ensure that comparable information is obtained wherever the ASSIST is used
across the world.

Translation of this manual and companion documents may also be undertaken if required.
These do not need to undergo the full procedure described above, but should include an
expert bi-lingual panel.

Before attempting to translate the ASSIST and related documents into other languages,
interested individuals should consult with the WHO about the procedures to be followed
and the availability of other translations. Write to the Department of Mental Health and
Substance Dependence, World Health Organisation, 1211 Geneva 27, Switzerland.
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Michigan Alcohol Screening Test

The MAST Test is a simple, self scoring test that helps assess if you have a drinking
problem. Please circle the answers to the following YES or NO questions:

1. Do you feel you are a normal drinker? ("normal" - drink as much or less than most other people)
Circle Answer: YES NO

2. Have you ever awakened the morning after some drinking the night before and found that you could not
remember a part of the evening?
Circle Answer: YES NO

3. Does any near relative or close friend ever worry or complain about your drinking?
Circle Answer: YES NO

4. Can you stop drinking without difficulty after one or two drinks?
Circle Answer: YES NO

5. Do you ever feel guilty about your drinking?
Circle Answer: YES NO

6. Have you ever attended a meeting of Alcoholics Anonymous (AA)?
Circle Answer: YES NO

7. Have you ever gotten into physical fights when drinking?
Circle Answer: YES NO

8. Has drinking ever created problems between you and a near relative or close friend?
Circle Answer: YES NO

9. Has any family member or close friend gone to anyone for help about your drinking?
Circle Answer: YES NO

10. Have you ever lost friends because of your drinking?
Circle Answer: YES NO

11. Have you ever gotten into trouble at work because of drinking?
Circle Answer: YES NO

12. Have you ever lost a job because of drinking?
Circle Answer: YES NO

FARTIALLY = LA COUNTY ALCK 18 IATION
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13. Have you ever neglected your obligations, your family, or your work for two or more days in a row because
you were drinking?
Circle Answer: YES NO

14. Do you drink before noon fairly often?
Circle Answer: YES NO

15. Have you ever been told you have liver trouble such as cirrhosis?
Circle Answer: YES NO

16. After heavy drinking have you ever had delirium tremens (D.T.'s), severe shaking, visual or auditory
(hearing) hallucinations?
Circle Answer: YES NO

17. Have you ever gone to anyone for help about your drinking?
Circle Answer: YES NO

18. Have you ever been hospitalized because of drinking?
Circle Answer: YES NO

19. Has your drinking ever resulted in your being hospitalized in a psychiatric ward?
Circle Answer: YES NO

20. Have you ever gone to any doctor, social worker, clergyman or mental health clinic for help with any
emotional problem in which drinking was part of the problem?
Circle Answer: YES NO

21. Have you been arrested more than once for driving under the influence of alcohol?
Circle Answer: YES NO

22. Have you ever been arrested, even for a few hours because of other behavior while drinking?
(If Yes, how many times )
Circle Answer: YES NO






Scoring for the MAST Test

Please score one point if you answered the following:

1. No

2. Yes

3. Yes

4. No

5. Yes

6. Yes

7 through 22: Yes

Add up the scores and compare to the following score card:
0 - 2 No apparent problem
3 - 5 Early or middle problem drinker

6 or more Problem drinker

NATIONAL COUNCIL ON ALCOHOLISM AND DRUG DEPENDENCE
OF THE SAN FERNANDO VALLEY, INC.

14557 FRIAR STREET, SUITE 107
VAN NUYS, CA 91411
818/997-0414

FAX 818/997-0851
NCADD-SFV@att.net
www.ncadd-sfv.org
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THE MOOD DISORDER QUESTIONNAIRE

Instructions: Please answer each question to the best of your ability.

YES

Z
o

1. Has there ever been a period of time when you were not your usual self and...

...you felt so good or so hyper that other people thought you were not your
normal self or you were so hyper that you got into trouble?

...you were so irritable that you shouted at people or started fights or arguments?

...you felt much more self-confident than usual?

...you got much less sleep than usual and found you didn’t really miss it?

...you were much more talkative or spoke much faster than usual?

...thoughts raced through your head or you couldn’t slow your mind down?

...you were so easily distracted by things around you that you had trouble
concentrating or staying on track?

...you had much more energy than usual?

...you were much more active or did many more things than usual?

...you were much more social or outgoing than usual, for example, you
telephoned friends in the middle of the night?

...you were much more interested in sex than usual?

...you did things that were unusual for you or that other people might have
thought were excessive, foolish, or risky?

...spending money got you or your family into trouble?

010 00 000 000000 O
010 00 000 000000 QO

2. If you checked YES to more than one of the above, have several of these
ever happened during the same period of time?

3. How much of a problem did any of these cause you — like being unable to
work; having family, money or legal troubles; getting into arguments or fights?
Please circle one response only.

No Problem Minor Problem Moderate Problem Serious Problem

4. Have any of your blood relatives (i.e. children, siblings, parents, grandparents, O O
aunts, uncles) had manic-depressive illness or bipolar disorder?

5. Has a health professional ever told you that you have manic-depressive illness O O
or bipolar disorder?

© 2000 by The University of Texas Medical Branch. Reprinted with permission. This instrument is designed for screening purposes only and is not to be used as a diagnostic tool.





SCORING THE MOOD DISORDER

QUESTIONNAIRE (MDQ)

The MDQ was developed by a team of psychiatrists, researchers and consumer advocates to address
a critical need for timely and accurate diagnosis of bipolar disorder, which can be fatal if left untreated.
The questionnaire takes about five minutes to complete, and can provide important insights into
diagnosis and treatment. Clinical trials have indicated that the MDQ has a high rate of accuracys it is
able to identify seven out of ten people who have bipolar disorder and screen out nine out of ten
people who do not.!

A recent National DMDA survey revealed that nearly 70% of people with bipolar disorder had received
at least one misdiagnosis and many had waited more than 10 years from the onset of their symptoms
before receiving a correct diagnosis. National DMDA hopes that the MDQ will shorten this delay and
help more people to get the treatment they need, when they need it.

The MDQ screens for Bipolar Spectrum Disorder, (which includes Bipolar I, Bipolar II and
Bipolar NOS).

If the patient answers:

1. “Yes” to seven or more of the 13 items in question number 1;
AND

2. “Yes” to question number 2;

AND

3. “Moderate” or “Serious” to question number 3;

you have a positive screen. All three of the criteria above should be met. A positive screen should
be followed by a comprehensive medical evaluation for Bipolar Spectrum Disorder.

ACKNOWLEDGEMENT: This instrument was developed by a committee composed of the following individuals: Chairman,
Robert M.A. Hirschfeld, MD — University of Texas Medical Branch; Joseph R. Calabrese, MD — Case Western Reserve School
of Medicine; Laurie Flynn — National Alliance for the Mentally 1ll; Paul E. Keck, Jr., MD — University of Cincinnati College of
Medicine; Lydia Lewis — National Depressive and Manic-Depressive Association; Robert M. Post, MD — National Institute of
Mental Health; Gary S. Sachs, MD — Harvard University School of Medicine; Robert L. Spitzer, MD — Columbia University;
Janet Williams, DSW — Columbia University and John M. Zajecka, MD — Rush Presbyterian-St. Luke’s Medical Center.

1 Hirschfeld, Robert M.A., M.D., Janet B.W Williams, D.S.W/, Robert L. Spitzer, M.D., Joseph R. Calabrese, M.D., Laurie Flynn, Paul E. Keck, Jr., M.D.,
Lydia Lewis, Susan L. McElroy, M.D., Robert M. Post, M.D., Daniel J. Rapport, M.D., James M. Russell, M.D., Gary S. Sachs, M.D., John Zajecka, M.D.,
“Development and Validation of a Screening Instrument for Bipolar Spectrum Disorder: The Mood Disorder Questionnaire.” American Journal of
Psychiatry 157:11 (November 2000) 1873-1875.











Developmental Screening for Children

ASQ-3 - Ages & Stages Questionnaires, 3" ed.- parent-completed
gdevelopmental and social-emotional screening for children from one month to 5
1/ years.

http://www.agesandstages.com/

PEDS - Parents’ Evaluation of Developmental Status - Parents are asked
to answer ten questions eliciting parents' perspectives on their child for each
developmental domain including health issues such as sleeping and eating,
vision, and hearing. Age range is birth to age 8.

http://www.pedstest.com/LearnAboutPEDS/IntroductiontoPEDS.aspx

These tools are not available in the public domain. Use of these screeners is at the clinic’s
discretion and expense.



http://www.agesandstages.com/

http://www.pedstest.com/LearnAboutPEDS/IntroductiontoPEDS.aspx




Child’'s Name Filled out by:

Date of Birth Relationship to child

Today’s date

-

Modified Checklist for Autism in Toddlers (M-CHAT)

~N

is rare (e.g., you've seen it once or twice), please answer as if the child does not do it.
1. Does your child enjoy being swung, bounced on your knee, etc.?

2 Does your child take an interest in other children?

3 Does your child like climbing on things, such as up stairs?

4, Does your child enjoy playing peek-a-boo/hide-and-seek?
5

Does your child ever pretend, for example, to talk on the phone or take care of dolls, or
pretend other things?

6. Does your child ever use his/her index finger to point, to ask for something?

7. Does your child ever use his/her index finger to point, to indicate interest in something?

8. Can your child play properly with small toys (e.g. cars or bricks) without just mouthing,
fiddling, or dropping them?

9. Does your child ever bring objects over to you (parent) to show you something?

10. Does your child look you in the eye for more than a second or two?

11. Does your child ever seem oversensitive to noise? (e.g., plugging ears)
12.  Does your child smile in response to your face or your smile?

13. Does your child imitate you? (e.g., you make a face-will your child imitate it?)
14. Does your child respond to his/her name when you call?

15. If you point at a toy across the room, does your child look at it?

16. Does your child walk?

17. Does your child look at things you are looking at?

18. Does your child make unusual finger movements near his/her face?

19. Does your child try to attract your attention to his/her own activity?

20. Have you ever wondered if your child is deaf?

21. Does your child understand what people say?

21. Does your child sometimes stare at nothing or wander with no purpose?

23. Does your child look at your face to check your reaction when faced with something
unfamiliar?

Yes
Yes
Yes
Yes

Yes

Yes
Yes

Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes

Please fill out the following about how your child usually is. Please try to answer every question. If the behavior

No
No
No
No
No

No
No
No

No
No
No
No
No
No
No
No
No
No
No
No
No
No
No

©1999 Diana Robins, Deborah Fein, & Marianne Barton
http://www.dbpeds.org/media/mchat







Pediatric Symptom Checklist (PSC-17)

Please mark under the heading that best describes your child:

(©) (1) (2)

NEVER SOMETIMES OFTEN
Feels sad, unhappy
Feels hopeless
Is down on self
Worries a lot
Seems to be having less fun
Fidgety, unable to sit still
Daydreams too much
Distracted easily
9. Has trouble concentrating
10. Acts as if driven by a motor
11. Fights with other children
12. Does not listen to rules
13. Does not understand other people’s feelings
14. Teases others
15. Blames others for his/her troubles
16. Refuses to share
17. Takes things that do not belong to him/her
Does your child have any emotional or behavioral problems for which she/he needs help? __No __Yes

N~ wWNE

OOoO0Oo0O0Ooo0oOoOoooOooood
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DATE

COMPLETED BY

NAME

RECORD #

D.O.B.

USE IMPRINTER HERE

Pediatric Symptom Checklist (PSC)

Emotional and physical health go together in children. Because parents are often the first to notice a problem with their child's
behavior, emotions or learning, you may help your child get the best care possible by answering these questions. Please indicate which

statement best describes your child.

Please mark under the heading that best describes your child:

NEVER SOMETIMES OFTEN
) 1) )

1. Complains of aches and pains L

2. Spends more time alone 2.

3. Tires easily, has little energy 3.

4. Fidgety, unable to sit still 4,

5. Has trouble with teacher 5.

6. Less interested in school 6.

7. Acts as if driven by a motor 7.

8. Daydreams too much 8.

9. Distracted easily 9.

10. Is afraid of new situations 10.
11. Feels sad, unhappy 11.
12. Is irritable, angry 12.
13. Feels hopeless 13.
14. Has trouble concentrating 14.
15. Less interested in friends 15.
16. Fights with other children 16.
17. Absent from school 17.
18. School grades dropping 18.
19. Is down on him or herself 19.
20. Visits the doctor with doctor finding nothing wrong 20.
21. Has trouble sleeping 21.
22 Worries a lot 22.
23. Wants to be with you more than before ------------- 23.
24. Feels he or she is bad 24,
25. Takes unnecessary risks 25.
26. Gets hurt frequently 26.
27. Seems to be having less fun 217.
28. Acts younger than children his or her age --------- 28.
29. Does not listen to rules 29.
30. Does not show feelings 30.
31 Does not understand other people's feelings ------- 31.
32. Teases others 32.
33. Blames others for his or her troubles ---------------- 33.
34. Takes things that do not belong to him or her ----- 34.
35. Refuses to share 35.

Total score
Does your child have any emotional or behavioral problems for which she/he needs help?------------ _ No _ Yes
Acre there any services that you would like your child to receive for these problems? ------------------ _No _ Yes

If yes, what type of services?

©M.S. Jellinek and J. M. Murphy, Massachusetts General Hospital (http://psc.partners.org)
English PSC Gouverneur Revision 01-06-03





		NEVER

		SOMETIMES



		 Total score _________________ 

		©M.S. Jellinek and J. M. Murphy, Massachusetts General Hospital (http://psc.partners.org)




NICHQ Vanderbilt Assessment Scale — PARENT Informant*

Today’s Date: Child’s Name: Date of Birth:

Parent’'s Name: Parent’s Phone Number:

Directions: Each rating should be considered in the context of what is appropriate for the age of your child. When completing this
form, please think about your child’s behaviors in the past 6 months.

Is this evaluation based on a time when the child [ ] was on medication [_] was not on medication [_] not sure?

Symptoms Never Occasionally Often Very Often
1. Does not pay attention to details or makes careless mistakes with, for example, 0 1 2 3
homework
2. Has difficulty keeping attention to what needs to be done 0 1 2
3. Does not seem to listen when spoken to directly 0 1 2
4. Does not follow through when given directions and fails to finish activities (not due 0 1 2 3

to refusal or failure to understand)

Has difficulty organizing tasks and activities

Avoids, dislikes, or does not want to start tasks that require ongoing mental effort

Is easily distracted by noises or other stimuli

5
6
7. Loses things necessary for tasks or activities (toys, assignments, pencils, or books)
8
9

Is forgetful in daily activities

10. Fidgets with hands or feet or squirms in seat

11. Leaves seat when remaining seated is expected

12. Runs about or climbs too much when remaining seated is expected

13. Has difficulty playing or beginning quiet play activities

14. Is “on the go” or often acts as if “driven by a motor”
15. Talks too much
16. Blurts out answers before questions have been completed

17. Has difficulty waiting his or her turn

18. Interrupts or intrudes in on others’ conversations and/or activities

19. Argues with adults

20. Loses temper

21. Actively defies or refuses to go along with adults’ requests or rules

22. Deliberately annoys people

23. Blames others for his or her mistakes or misbehaviors

24. Is touchy or easily annoyed by others

25. Is angry or resentful

26. Is spiteful and wants to get even

27. Bullies, threatens, or intimidates others
28. Starts physical fights
29. Lies to get out of trouble or to avoid obligations (i.e. “cons” others)

30. Is truant from school (skips school) without permission

31. Is physically cruel to people

32. Has stolen things that have value

33. Deliberately destroys others’ property

34. Has used a weapon that can cause serious harm (bat, knife, brick, gun)

35. Is physically cruel to animals

O O O O O 0O O 00O O 0O 000 0O 00O O 00O OO0 0O 0O 0O 0O o0l ol o] ol ol o
S I I I e e I e S T I e S B e Y e e B e B S B e B B e B e B e S i N S e e I I T
NN NN N NN DN NN NN NDDNDDNDNNNDNDNDDNDNDDNDDNDDNNDNDNDNDDN
W W W W W W W W Ww w w w Ww w w w w ww w wWww w w w w w w w w w w

36. Has deliberately set fires to cause damage

NICHQVanderbiltParent.20050602

* Copyright 2002 American Academy of Pediatrics and National Initiative for Children’s Healthcare Quality. Revised 1102





NICHQ Vanderbilt Assessment Scale — PARENT Informant*

Today’s Date: Child’s Name: Date of Birth:
Parent’s Name: Parent’s Phone Number:
Symptoms Never Occasionally Often Very Often
37. Has broken into someone else’s home, business, or car 0 1 2 3
38 Has stayed out at night without permission 0 1 2 3
39. Has run away from home overnight 0 1 2 3
40. Has forced someone into sexual activity 0 1 2 3
41. Is fearful, anxious, or worried 0 1 2 3
42. Is afraid to try new things for fear of making mistakes 0 1 2 3
43. Feels worthless or inferior 0 1 2 3
44, Blames self for problems, feels guilty 0 1 2 3
45. Feels lonely, unwanted, or unloved; complains that “no one loves him or her” 0 1 2 3
46. Is sad, unhappy, or depressed 0 1 2 3
47. 1Is self-conscious or easily embarrassed 0 1 2 3
Somewhat
Above of a
Performance Excellent Average Average Problem  Problematic
48. Overall school performance 1 2 3 4 5
49. Reading 1 2 3 4 5
50. Writing 1 2 3 4 5
51. Mathematics 1 2 3 4 5
52. Relationship with parents 1 2 3 4 5
53. Relationship with siblings 1 2 3 4 5
54. Relationship with peers 1 2 3 4 5
55 Participation in organized activities (e.g. teams) 1 2 3 4 5

Comments:

For Office Use Only

Total number of questions scored 2 or 3 in questions 1-9:
Total number of questions scored 2 or 3 in questions 10-18:

Total Symptom Score for questions 1-18:

Total number of questions scored 2 or 3 in questions 19-26:
Total number of questions scored 2 or 3 in questions 27-40:
Total number of questions scored 2 or 3 in questions 41-47:
Total number of questions scored 4 or 5 in questions 48-55:

Average Performance Score:

NICHQVanderbiltParent.20050602

* Copyright 2002 American Academy of Pediatrics and National Initiative for Children’s Healthcare Quality. Revised 1102
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BRIEF PATIENT HEALTH QUESTIONNAIRE (Brief PHQ)

This questionnaire is an important part of providing you with the best health care possible. Your answers will
help in understanding problems that you may have. Please answer every question to the best of your ability
unless you are requested to skip a question.

Name

Age Sex: [1Female L[] Male

Today's Date

1. Over the last 2 weeks, how often have you been bothered by any of the following problems?

Not Several More than Nearly
at all days half the days every day

a. Little interest or pleasure in doing things O O O O
b. Feeling down, depressed, or hopeless O O O O
c. Trouble falling or staying asleep, or sleeping too much O O O O
d. Feeling tired or having little energy O O O O
e. Poor appetite or overeating O O O O
f. Feeling bad about yourself, or that you are a failure,

or have let yourself or your family down O O O O
g. Trouble concentrating on things, such as reading

the newspaper or watching television O O O O
h. Moving or speaking so slowly that other people could have

noticed. Or the opposite—being so fidgety or restless that

you have been moving around a lot more than usual O O O O
i. Thoughts that you would be better off dead,

or of hurting yourself in some way O O O O

2. Questions about anxiety.
NO YES

a. Inthe last 4 weeks, have you had an anxiety attack—

suddenly feeling fear or panic? 0 0

If you checked "NO," go to question 3.

b. Has this ever happened before? O O
c. Do some of these attacks come suddenly out of the blue—that is,

in situations where you don't expect to be nervous or uncomfortable? O O
d. Do these attacks bother you a lot or are you

worried about having another attack? O O
e. During your last bad anxiety attack, did you have symptoms like

shortness of breath, sweating, your heart racing or pounding, dizziness

or faintness, tingling or numbness, or nausea or upset stomach? O O

3. If you checked off any problems on this questionnaire so far, how difficult have these problems made it for you

to do your work, take care of things at home, or get along with other people?
[J Not difficult at all

O Somewhat difficult

I Very difficult

[0 Extremely difficult

Continued on page 2 =

FOR OFFICE CODING: Maj Dep Syn if answer to #1a or b and five or more of # 1a—i are at least "More than half the days" (count #1i if present at all). Other Dep Syn if #1a
or b and two, three, or four of #1a—i are at least "More than half the days" (count #1i if present at all). Pan Syn if all of #2a—e are "YES."
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4. In the last 4 weeks, how much have you been bothered by any of the following problems?

Not Bothered Bothered
bothered a little alot
a. Worrying about your health O O O
b. Your weight or how you look O O O
c. Little or no sexual desire or pleasure during sex O O O
d. Difficulties with husband/wife, partner/lover, or boyfriend/girlfriend O O O
e. The stress of taking care of children, parents, or other family members O O O
f. Stress at work outside of the home or at school O O O
g. Financial problems or worries O O O
h. Having no one to turn to when you have a problem O O O
i. Something bad that happened recently O O O
j-  Thinking or dreaming about something terrible that happened to you 0 0 0
in the past—Ilike your house being destroyed, a severe accident,
being hit or assaulted, or being forced to commit a sexual act
5. In the last year, have you been hit, slapped, kicked, or otherwise
physically hurt by someone, or has anyone forced you to have an
unwanted sexual act? NO YES
O O
6. What is the most stressful thing in your life right now?
7. Are you taking any medication for anxiety, depression, or stress? NO YES
O O
8. RLEeLiq'[e)I[S'Nel\IR Ml Questions about menstruation, pregnancy, and childbirth.
a. Which best describes your menstrual periods?
[0 Periodsare [1 No periods [J Periods have [0 No periods for [] Having periods
unchanged because become irregular at least a year because taking
pregnant or or changed in hormone
recently gave frequency, replacement
birth duration, or (estrogen) therapy
amount or oral
contraceptives
b. During the week before your period starts, do you have a NO YES
serious problem with your mood—like depression, anxiety, (or does not apply)
irritability, anger, or mood swings? O O
c. IfYES, do these problems go away by the end of your period? 0 0
d. Have you given birth within the last 6 months? 0 0
e. Have you had a miscarriage within the last 6 months? 0 0
f.  Are you having difficulty getting pregnant? 0 0

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant
from Pfizer Inc. No permission required to reproduce, translate, display or distribute.
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HAMILTON DEPRESSION RATING SCALE (HAM-D)

Instructions for the Clinician:

The Hamilton Depression Rating Scale (HAM-D) has proven useful for many years as
a way of determining a patient’s level of depression before, during, and after treatment.
It should be administered by a clinician experienced in working with psychiatric
patients .

Although the HAM-D form lists 21 items, the scoring is based on the first 17. It
generally takes 15-20 minutes to complete the interview and score the results. Eight
items are scored on a 5-point scale, ranging from 0 = not present to 4 = severe. Nine
are scored from 0-2.

Since its development in 1960 by Dr. Max.Hamilton of the University of Leeds,
England, the scale has been widely used in clinical practice and become a standard in
pharmaceutical trials.

HAM-D Scoring Instructions:

Sum the scores from the first 17 items.

0-7 = Normal
8-13 = Mild Depression
14-18 = Moderate Depression

19-22 = Severe Depression
>23 = Very Severe Depression

Hamilton, M: A rating scale for depression, Journal of Neurology, Neurosurgery, and Psychiatry 23:56-62, 1960






HAMILTON DEPRESSION RATING ScALE (HAM-D)

(To be administered by a health care professional)

Patient Name Today’s Date

The HAM-D is designed to rate the severity of depression in patients. Although it contains 21 areas, calculate the patient’s
score on the first 17 answers.

0 = Absent
1 = Occasional
2 = Frequent

. DEPRESSED MOOD 6. INSOMNIA - Delayed
(Gloomy attitude, pessimism about the future, (Waking in early hours of the morning and
feeling of sadness, tendency to weep) unable to fall asleep again)
0 = Absent 0 = Absent
1 = Sadness, etc. 1 = Occasional
2 = Occasional weeping 2 = Frequent
3 =Frequent weeping
4 = Extreme symptoms
7. WORK AND INTERESTS
0 = No difficulty
. FEELINGS OF GUILT 1 = Feelings of incapacity, listlessness, indeci-
0 = Absent sion and vacillation
1 = Self-reproach, feels he/she has let people 2 = Loss of interest in hobbies, decreased social
down activities
2 = Ideas of guilt 3 = Productivity decreased
3 = Present illness is a punishment; delusions 4 = Unable to work. Stopped working because
of guilt of present illness only. (Absence from work
4 = Hallucinations of guilt after treatment or recovery may rate a lower
score).
. SUICIDE
0 = Absent 8. RETARDATION
1 = Feels life is not worth living (Slowness of thought, speech, and activity;
2 = Wishes he/she were dead gpftR)t/),sztr:Jtpor.)
3 = Suicidal ideas or gestures s . . .
4= Attempts at suicide 1= Sllght retardatlon at |nt_erV|ev_v
2 = Obvious retardation at interview
3 = Interview difficult
4 = Complete stupor
INSOMNIA - Initial
(Difficulty in falling asleep)
0= Absent 9. AGITATION
1 = Occasional . . .
2 = Frequent (Restlessness associated with anxiety.)
0 = Absent
1 = Occasional
2 = Frequent
INSOMNIA - Middle
(Complains of being restless and disturbed
during the night. Waking during the night.)
10. ANXIETY - PSYCHIC

0 = No difficulty

1 =Tension and irritability

2 = Worrying about minor matters
3 = Apprehensive attitude

4 =Fears






HAMILTON DEPRESSION RATING ScALE (HAM-D)

(To be administered by a health care professional)

11.

ANXIETY - SOMATIC
Gastrointestinal, indigestion
Cardiovascular, palpitation, Headaches
Respiratory, Genito-urinary, etc.

0 = Absent

1=Mild

2 = Moderate

3 =Severe

4 = Incapacitating

12.

SOMATIC SYMPTOMS -
GASTROINTESTINAL

(Loss of appetite , heavy feeling in abdomen;

constipation)
0= Absent
1=Mild

2 = Severe

13.

SOMATIC SYMPTOMS - GENERAL
(Heaviness in limbs, back or head; diffuse
backache; loss of energy and fatiguability)
0 = Absent

1=Mild

2 = Severe

17.

INSIGHT

(Insight must be interpreted in terms of pa-
tient’s understanding and background.)
0=No loss

1 = Partial or doubtfull loss

2 = Loss of insight

TOTAL ITEMS 1 TO 17:
0-7=Normal

8 - 13 = Mild Depression
14-18 = Moderate Depression

19-

22 = Severe Depression

> 23 = Very Severe Depression

18.

DIURNAL VARIATION

(Symptoms worse in morning or evening.
Note which itis.)

0 = No variation
1 = Mild variation;am () pm ()
2 = Severe variation;AmM () pm( )

14.

GENITAL SYMPTOMS

(Loss of libido, menstrual disturbances)
0 = Absent

1=Mild

2 = Severe

19.

DEPERSONALIZATION AND
DEREALIZATION

(feelings of unreality, nihilistic ideas)
0 = Absent

1=Mild

2 = Moderate

3 =Severe

4 = Incapacitating

15.

HYPOCHONDRIASIS

0 = Not present

1 = Self-absorption (bodily)

2 = Preoccupation with health
3 = Querulous attitude

4 = Hypochondriacal delusions

16. WEIGHT LOSS

0 = No weight loss
1 =Slight
2 = Obvious or severe

20.

PARANOID SYMPTOMS

(Not with a depressive quality)

0=None

1 = Suspicious

2 = |deas of reference

3 = Delusions of reference and persecution
4 = Hallucinations, persecutory

21.

OBSESSIONAL SYMPTOMS

(Obsessive thoughts and compulsions against
which the patient struggles)

0 = Absent

1=Mild

2 = Severe

* Adapted from Hamilton, M. Journal of Neurology, Neurosurgery, and Psychiatry. 23:56-62, 1960.






PATIENT HEALTH QUESTIONNAIRE-9

(PHQ-9)

Over the last 2 weeks, how often have you been bothered

: More Nearly
by any of the following problems? Several thanhalf  every
(Use “¢” to indicate your answer) Not at all days the days day
1. Little interest or pleasure in doing things 0 1 2 3
2. Feeling down, depressed, or hopeless 0 1 2 3
3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3
4. Feeling tired or having little energy 0 1 2 3
5. Poor appetite or overeating 0 1 2 3
6. Feeling bad about yourself — or that you are a failure or

. 0 1 2 3
have let yourself or your family down
7. Trouble concentrating on things, such as reading the 0 1 2 3

newspaper or watching television

8. Moving or speaking so slowly that other people could have
noticed? Or the opposite — being so fidgety or restless 0 1 2 3
that you have been moving around a lot more than usual

9. Thoughts that you would be better off dead or of hurting
yourself in some way

FOR OFFICE CODING 0 + + +

=Total Score:

If you checked off any problems, how difficult have these problems made it for you to do your
work, take care of things at home, or get along with other people?

Not difficult Somewhat Very Extremely
at all difficult difficult difficult
O O O O

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from
Pfizer Inc. No permission required to reproduce, translate, display or distribute.






Zung Depression Scale

Date:

Please read each statement and decide how much of the time the statement describes how
you've been feeling during the past 2 weeks. Respond to all statements.

Make check mark (v) in appropriate
column.

A little of
the time

Some of
the time

Good part
of the
time

Most of
the time

1.

I feel down-hearted and blue

Morning is when I feel the best

I have crying spells or feel like it

I have trouble sleeping at night

I eat as much as I used to

I still enjoy sex

I notice that I am losing weight

I have trouble with constipation

2
3
4
5
6.
7
8
9

My heart beats faster than usual

10.

I get tired for no reason

11.

My mind is as clear as it used to be

12.

I find it easy to do the things I used
to

13.

I am restless and can't keep still

14.

I feel hopeful about the future

15.

I am more irritable than usual

16.

I find it easy to make decisions

17.

I feel that I am useful and needed

18.

My life is pretty full

19.

I feel that others would be better off
if I were dead

20.

I still enjoy the things I used to do

Adapted from: Zung, W.W. (1965). A Self-Rating Depression Scale. Archives of General Psychiatry,

12:

63-70.

© 2006 depression-help-resource.com. All rights reserved.






Scoring for Zung Depression Scale

Scoring Directions: 1) For each statement, look up your response and corresponding score
(1-4). 2) Fill in the score for each statement under the last column labeled “Score.” 3)
Calculate your Total Score by adding up all 20 scores.

Good part
A little of | Some of of the Most of
Statements the time | the time time the time | Score
1. I feel down-hearted and blue 1 2 3 4
2. Morning is when I feel the best 4 3 2 1
3. I have crying spells or feel like it 1 2 3 4
4. I have trouble sleeping at night 1 2 3 4
5. T eat as much as I used to 4 3 2 1
6. I still enjoy sex 4 3 2 1
7. I notice that I am losing weight 1 2 3 4
8. I have trouble with constipation 1 2 3 4
9. My heart beats faster than usual 1 2 3 4
10.1I get tired for no reason 1 2 3 4
11.My mind is as clear as it used to be 4 3 2 1
12.iofind it easy to do the things I used 4 3 2 1
13.1 am restless and can't keep still 1 2 3 4
14.1 feel hopeful about the future 4 3 2 1
15.1 am more irritable than usual 1 2 3 4
16.1 find it easy to make decisions 4 3 2 1
17.1 feel that I am useful and needed 4 3 2 1
18. My life is pretty full 4 3 2 1
19.1 fe_el that others would be better 1 2 3 4
off if I were dead
20.1 still enjoy the things I used to do 4 3 2 1
Total Score:

Scoring Results:

50-69 = Most people who are depressed score in this range. 70+ = severe depression.
(Highest total score is 80.) If your score indicates depression, see a health care/mental
health professional for further evaluation and treatment. Bring these test results to your
appointment.

© 2006 depression-help-resource.com. All rights reserved.







"HITS™ A domestic violence screening tool for use in the community

HITS Tool for Intimate Partner Violence Screening: Please read each of the following activities
and fill in circle that best indicates the frequency with which you partner acts in the way depicted.

Fairly

How often does your partner? Never ~ Rarely  Sometimes often Frequently
1. Physically hurt you O O O @) @)
2. Insult or talk down to you @) @) O @) O
3. Threaten you with harm O O O O @)
4. Scream or curse at you O O O @) @)
1 2 3 4 5

Each item is scored from 1-5. Thus, scores for this inventory range from 4-20. A score of greater
than 10 is considered positive.

Clinical Research and Methods
(Fam Med 1998;30(7):508-12.)

HITS is copyrighted in 2003 by Kevin Sherin MD, MPH; For permission to use HITS,
Email kevin_sherin@doh.state.fl.us; *HITS is used globally in multiple languages 2006

HITS: A Short Domestic Violence Screening Tool for Use in a Family

Practice Setting
Kevin M. Sherin, MD, MPH; James M. Sinacore, PhD; Xiao-Qiang Li, MD; Robert E. Zitter, PhD; Amer
Shakil, MD

Background and Objectives: Domestic violence is an important problem that is often not recognized by
physicians. We designed a short instrument for domestic violence screening that could be easily
remembered and administered by family physicians.

Methods: In phase one of the study, 160 adult female family practice office patients living with a partner
for at least 12 months completed two questionnaires. One questionnaire was the verbal and physical
aggression items of the Conflict Tactics Scale (CTS). The other was a new four-item questionnaire that
asked respondents how often their partner physically Hurt, Insulted, Threatened with harm, and Screamed
at them. These four items make the acronym HITS. In phase two, 99 women, who were self-identified
victims of domestic violence, completed the HITS.

Results: For phase one, Cronbach’s alpha was .80 for the HITS scale. The correlation of HITS and CTS
scores was .85. For phase two, the mean HITS scores for office patients and abuse victims were 6.13 and
15.15, respectively. Optimal data analysis revealed that a cut score of 10.5 on the HITS reliably
differentiated respondents in the two groups. Using this cut score, 91% of patients and 96% of abuse
victims were accurately classified.

Conclusions: The HITS scale showed good internal consistency and concurrent validity with the CTS
verbal and physical aggression items. The HITS scale also showed good construct validity in its ability to
differentiate family practice patients from abuse victims. The HITS scale is promising as a domestic
violence screening mnemonic for family practice physicians and residents.





HITS- A violence screening tool for domestic violence and intimate partner violence

History of early HITS tool development and research at UIC-Christ Hospital Residency in Illinois

Academic projects were developed at the UIC-Christ Family Practice Residency in 1996-2002 most notably including the
development of a new domestic violence screening tool known as HITS. The tool was developed by the then UIC-Christ
Family Practice Residency Program director, Kevin Sherin MD, MPH,. The original research with the HITS instrument
involved: Dr’s Zitter, Sinacore, Li and Shakil and validated the tool in several populations including the Family Practice
Center population and domestic violence shelter populations. The UIC —Christ FPR website then stated that “ The
problem of domestic violence is foremost in the minds of many patients, and it is often unrecognized by health providers.
Drs. Sherin, Zitter, Bardwell, Li, Shakil and Shannon are all involved in the series of "HITS" research phases. "HITS" is a
four-item instrument used to screen for domestic violence. Please see "HITS: A Short Domestic Violence Screening Tool
for Use in a Family Practice Setting," Family Medicine, July-August 1998, pp. 508-512. Recently HITS Phase Ill was
completed, and Phase IV is in the planning phase” .(The above history is from the UIC-Christ FPR website below:
http://lwww.uic.edu/orgs/uiccfp/research.htm#History)

The original HITS research is found on the Family Medicine Journal Website
http://www.stfm.org/fmhub/fm1998/julaug98/abstrac9.html

Other researchers using HITS

HITS is used globally now in China, Saudi Arabia, the Middle East, Africa, Europe, and South and North America. It has
been validated for women in Spanish, and partner violence with males. In the US, the HITS tool is used or has been
recommended by Kaiser Permanente Group of Northern California, The New Jersey Hospital Association, the Alaska
Department of Health and Human Services, Parkland Hospital in Dallas, the Department of OB GYN at USF in Tampa,
the CDC, and others. It has been translated into multiple languages including Mandarin Chinese and Arabic. Below are
some of the US published researchers who are working with the HITS tool.

Dr Amer Shakil has continued the HITS research program in Texas at Texas Southwestern health center at Dallas.
Dr. Shakil has validated the HITS tool in Males, and is now working on a Pediatric Version Of HITS.

Link for Male HITS study at STFM site

http://www.stfm.org/fmhub/fm2005/abstracts.cfm?xmiFileName=fammedvol37issue3.xml#Amer193

Dr. Ping Hsin-Chen at the University of Medicine and Denistry of New Jersey has validated the HITS tool in Spanish
populations.

Abstract:
http://fampra.oxfordjournals.org/cgi/content/abstract/cmi075?ijkey=FkbUigUfEZzA9YT&keytype=ref

http://www.femalepatient.com/html/arc/sig/screening/articles/029 04 039.asp

Recent internet search yielded the following links with information about the HITS tool:

http://apha.confex.com/apha/128am/techprogram/paper_14805.htm

Validation of the HITS Domestic Violence Screening Tool With Males [New Window]
A four-item HITS (Hurt-Insult-Threaten-Scream) screening tool is one of. those instruments. ... applicable screening tool
like HITS is established, fu- ...

http://www.stfm.org/fmhub/fm2005/March/Amer193.pdf Preview This Site

Family Medicine Journal Volume 37 Issue 3 March 2005 Abstracts [New Window]
Validation of the HITS Domestic Violence Screening Tool With Males ... A four-item HITS (Hurt-Insult-Threaten-Scream)
screening tool is one of those ...

http://www.stfm.org/fmhub/fm2005/abstracts.cfm?xmlFileName=fammedvol37issue3.xml Preview This Site

Development of an Intimate Partner Violence Screening Tool: The ... [New Window]
Conclusion: HITS shows promise of being a rapid screening tool for intimate partner violence screening. Further studies in
other populations are warranted. ...

http://apha.confex.com/apha/128am/techprogram/paper_14805.htm Preview This Site

Brief Screening Tools [New Window]
... in the Emergency Department” JAMA 1997; 277: 1357-1361. HITS Screening Tool. Have any of the following occurred
to you by a partner? H. HURT physically? ...

http://www.ucdmc.ucdavis.edu/medtrng/domain/pdfs/Brief_Screening_Tools.pdf Preview This Site






HITS: a short domestic violence screening tool for use in a family ... [New Window]
BACKGROUND AND OBJECTIVES: Domestic violence is an important problem that is often not recognized by...

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9669164&dopt=Abstract

Screening for domestic violence in a predominantly Hispanic ... [New Window]
The utility of validated screening tools to detect abuse in diverse populations ... Reliability and validity of HITS were
compared with the ISA-P and WAST. ...

http://fampra.oxfordjournals.org/cgi/content/abstract/22/6/617 Preview This Site

Screening for domestic violence in a predominantly Hispanic ... [New Window]
English HITS was effective as a screening tool for domestic violence (P < 0.001). ... Given that no other screening tools
will be used before HITS in actual ...

http://fampra.oxfordjournals.org/cgi/content/full/22/6/617 Preview This Site

Domestic Violence [New Window]

HITS is a screening tool that is designed for outpatient clinical settings and consists of four questions based on the
acronym for Hurt, Insult, Threaten, ...

http://www.ispub.com/ostia/index.php?xmlFilePath=journals/ijapa/vol4ni/violence.xml Preview This Site

Domestic Violence Nursing Policies [New Window]
Total Hits - 5280 | Hits Today - 3413, View Ratings | Add Your Rating. Domestic Violence Screening Tools for Health Care
Professionals Adobe pdf format ...

http://www.4nursingmanagers.com/Policies/rn/asp/ID.27/pt/ViewInCat.htm Preview This Site

Femalepatient.com [New Window]
The Hurt, Insult, Threat, Scream (HITS) screening tool was designed as a ... HITS: A short domestic violence screening
tool for use in a family practice ...

http://lwww.femalepatient.com/html/arc/sig/screening/articles/029_04_039.asp Preview This Site

More Sponsored Links About This

Appendix 3. Screening Instruments [New Window]

Domestic Violence Screening Tool58. Have you ever been threatened, hit, punched, slapped, or injured by a husband,
boyfriend, or significant other you had ...

http://www.ahrg.gov/clinic/3rduspstf/famviolence/fvrevapp3.htm Preview This Site

Journal of Family Practice: Domestic violence: screening made ... [New Window]

New screening tools are briefer and more efficient than earlier devices. The HITS Scale (38) (Hurt, Insult, Threaten,
Scream; Table 2) is a practical 4-item ...

http://lwww.findarticles.com/p/articles/mi_m0689/is_7_52/ai_106026459







Cornell Scale for Depression in Dementia

Name Age Sex Date

Inpatient Nursing Home Resident Outpatient
Scoring System
A =unable to evaluate 0 = absent 1 = mild or intermittent 2 = severe

Ratings should be based on symptoms and signs occurring during the week prior to interview. No score
should be given in symptoms result from physical disability or illness.

A. Mood-Related Signs

1. Anxiety: anxious expression, ruminations, worrying a 0 1 2
2. Sadness: sad expression, sad voice, tearfulness a 0 1 2
3. Lack of reactivity to pleasant events a 0 1 2
4. Irritability: easily annoyed, short-tempered a 0 1 2
B. Behavioral Disturbance
5. Agitation: restlessness, handwringing, hairpulling a 0 1 2
6. Retardation: slow movement, slow speech, slow reactions a 0 1 2
7. Multiple physical complaints (score 0 if GI symptoms only) a 0 1 2
8. Loss of interest: less involved in usual activities a 0 1 2
(score only if change occurred acutely, i.e. in less than 1 month)
C. Physical Signs
9. Appetite loss: eating less than usual a 0 1 2
10. Weight loss (score 2 if greater than 5 1b. in 1 month) a 0 1 2
11. Lack of energy: fatigues easily, unable to sustain activities a 0 1 2
(score only if change occurred acutely, i.e., in less than 1 month)
D. Cyclic Functions
12. Diurnal variation of mood: symptoms worse in the morning a 0 1 2
13. Difficulty falling asleep: later than usual for this individual a 0 1 2
14. Multiple awakenings during sleep a 0 1 2
15. Early morning awakening: earlier than usual for this individual a 0 1 2
E. Ideational Disturbance
16. Suicide: feels life is not worth living, has suicidal wishes, a 0 1 2
or makes suicide attempt
17. Poor self esteem: self-blame, self-depreciation, feelings of failure a 0 1 2
18. Pessimism: anticipation of the worst a 0 1 2

\S}

19. Mood congruent delusions: delusions of poverty, illness, or loss a 0 1






Geriatric Depression Scale (short form)

Instructions: Circle the answer that best describes how you felt
over the past week.
1. Areyou basically satisfied with your life? yes no
2. Haveyou dropped many of your activities and
interests? yes  no
3. Doyou feel that your lifeis empty? yes  no
4. Do you often get bored? yes  no
5. Areyouin good spirits most of the time? yes  no
6. Areyou afraid that something bad is going to
happen to you? yes  no
7. Do you feel happy most of the time? yes  no
8. Do you often feel helpless? yes  no

9. Do you prefer to stay at home, rather than going
out and doing things? yes  no

10. Do you feel that you have more problems with
memory than most? yes  no

11. Do you think it iswonderful to be alive now? yes  no

12. Do you feel worthless the way you are now? yes  no
13. Doyou fedl full of energy? yes  no
14. Do you fedl that your situation is hopeless? yes  no
15. Do you think that most people are better off
than you are? yes  no
Total Score

1 Tools may be copied without permission





Geriatric Depression Scale (GDS)
Scoring Instructions

Instructions: Score 1 point for each bolded answer. A score of 5 or more

suggests depression.
1. Areyou basicaly satisfied with your life? yes  no
2. Haveyou dropped many of your activities and

interests? yes  no
3. Doyou feel that your lifeis empty? yes  no
4. Do you often get bored? yes  no
5. Areyouin good spirits most of the time? yes  no
6. Areyou afraid that something bad is going to

happen to you? yes  no
7. Do you feel happy most of the time? yes  no
8. Do you often feel helpless? yes  no

9. Doyou prefer to stay at home, rather than going
out and doing things? yes  no

10. Do you fed that you have more problems with
memory than most? yes  no

11. Do you think it iswonderful to be alive now? yes  no

12. Do you feel worthless the way you are now? yes  no
13. Doyou feel full of energy? yes  no
14. Do you fedl that your situation is hopel ess? yes  no
15. Do you think that most people are better off than

you are? yes  no
A score of > 5 suggests depression Total Score

Ref. Yesaverage: The use of Rating Depression Seriesin the Elderly, in Poon (ed.): Clinical
Memory Assessment of Older Adults, American Psychological Association, 1986

2 Tools may be copied without permission






Centre for Addiction and Mental Health Gambling Screen

1. In the past 12 months have you gambled more than you intended to?
__NO ____ONCE ONLY ____MORE THAN ONCE

2. In the past 12 months have you claimed to be winning money when you were not?
__NO ___YES

3. In the past 12 months have you felt guilty about the way you gamble or about what
happens when you gamble?
__NO ___YES

4. In the past 12 months have people criticized your gambling?
_ NO__ YES

5. In the past 12 months have you had money arguments that centered on gambling?
__NO ____ONCE ONLY ___MORE THAN ONCE

6. Inthe past 12 months when you were gambling, did you feel that you had to persist
until you won?
__NO ___YES

7. If you answered yes to 2 or more of these questions, how often has it
happened?
__NO _ ONCE ONLY ___MORE THAN ONCE

Centre for Addiction and Mental Health Gambling Screen Scoring Instructions
If client scored NO on all of these, there is NO apparent problem and no action recommended.

If client scored YES to one of these items, they may be at risk for developing a gambling
problem. You should inform them of risk and suggest self-monitoring.

If client scored YES on more than 2, but responded ONCE ONLY to question 7, they may be
developing a gambling problem. Client should be referred for further assessment. If client
refuses, suggest self-monitoring.

If client scored YES to 3 or more and answered SOMETIMES or OFTEN to question 7, there is
a strong indicator that a problem exists. Client should be referred to treatment.

aaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaa

d| CAMH Gambling Screen







Edinburgh Postnatal Depression Scale' (EPDS)

Address:

Name:

Your Date of Birth:

Baby’s Date of Birth:

Phone:

As you are pregnant or have recently had a baby, we would like to know how you are feeling. Please check
the answer that comes closest to how you have felt IN THE PAST 7 DAYS, not just how you feel today.

Here is an example, already completed.

| have felt happy:

o Yes, all the time

Yes, most of the time
o No, not very often

o No, notatall

In the past 7 days:

1. | have been able to laugh and see the funny side of things

o As much as | always could
o Not quite so much now

o  Definitely not so much now
o Notatall

2. | have looked forward with enjoyment to things
o  As much as | ever did
o Ratherless than | used to
o  Definitely less than | used to
o Hardly at all

*3. | have blamed myself unnecessarily when things
went wrong
o Yes, most of the time
o Yes, some of the time
o Not very often
o No, never

4. | have been anxious or worried for no good reason
o No, not at all
o Hardly ever
o Yes, sometimes
o Yes, very often

*5 | have felt scared or panicky for no very good reason
o Yes, quite a lot
o Yes, sometimes
o No, not much
o No, not at all

Administered/Reviewed by

*6

*7

*8

*9

*10

This would mean: “l have felt happy most of the time” during the past week.
Please complete the other questions in the same way.

. Things have been getting on top of me

o Yes, most of the time | haven’t been able
to cope at all
o  Yes, sometimes | haven’t been coping as well
as usual
o No, most of the time | have copied quite well
o No, | have been coping as well as ever

| have been so unhappy that | have had difficulty sleeping
o Yes, most of the time

o Yes, sometimes

o Not very often

o No, not at all

| have felt sad or miserable
o Yes, most of the time
Yes, quite often

Not very often

No, not at all

O oo

| have been so unhappy that | have been crying
o Yes, most of the time

o Yes, quite often

o Only occasionally

o No, never

The thought of harming myself has occurred to me
o Yes, quite often

o Sometimes
o Hardly ever
o Never

Date

'Source: Cox, J.L., Holden, J.M., and Sagovsky, R. 1987. Detection of postnatal depression: Development of the 10-item
Edinburgh Postnatal Depression Scale. British Journal of Psychiatry 150:782-786.

Source: K. L. Wisner, B. L. Parry, C. M. Piontek, Postpartum Depression N Engl J Med vol. 347, No 3, July 18, 2002,

194-199

Users may reproduce the scale without further permission providing they respect copyright by quoting the names of the

authors, the title and the source of the paper in all reproduced copies.





Edinburgh Postnatal Depression Scale' (EPDS)

Postpartum depression is the most common complication of childbearing.” The 10-question Edinburgh
Postnatal Depression Scale (EPDS) is a valuable and efficient way of identifying patients at risk for “perinatal”
depression. The EPDS is easy to administer and has proven to be an effective screening tool.

Mothers who score above 13 are likely to be suffering from a depressive illness of varying severity. The EPDS
score should not override clinical judgment. A careful clinical assessment should be carried out to confirm the
diagnosis. The scale indicates how the mother has felt during the previous week. In doubtful cases it may
be useful to repeat the tool after 2 weeks. The scale will not detect mothers with anxiety neuroses, phobias or
personality disorders.

Women with postpartum depression need not feel alone. They may find useful information on the web sites of
the National Women’s Health Information Center <www.4women.gov> and from groups such as Postpartum
Support International <www.chss.iup.edu/postpartum> and Depression after Delivery
<www.depressionafterdelivery.com>.

SCORING

QUESTIONS 1, 2, & 4 (without an *)
Are scored 0, 1, 2 or 3 with top box scored as 0 and the bottom box scored as 3.

QUESTIONS 3, 5-10 (marked with an *)
Are reverse scored, with the top box scored as a 3 and the bottom box scored as 0.

Maximum score: 30
Possible Depression: 10 or greater
Always look at item 10 (suicidal thoughts)

Users may reproduce the scale without further permission, providing they respect copyright by quoting the
names of the authors, the title, and the source of the paper in all reproduced copies.

Instructions for using the Edinburgh Postnatal Depression Scale:

1. The mother is asked to check the response that comes closest to how she has been feeling
in the previous 7 days.

2. All the items must be completed.

3. Care should be taken to avoid the possibility of the mother discussing her answers with
others. (Answers come from the mother or pregnant woman.)

4. The mother should complete the scale herself, unless she has limited English or has difficulty
with reading.

'Source: Cox, J.L., Holden, J.M., and Sagovsky, R. 1987. Detection of postnatal depression: Development of the 10-item
Edinburgh Postnatal Depression Scale. British Journal of Psychiatry 150:782-786.

Source: K. L. Wisner, B. L. Parry, C. M. Piontek, Postpartum Depression N Engl J Med vol. 347, No 3, July 18, 2002,
194-199






PHYSICAL SYMPTOMS

(PHQ-15)

During the past 4 weeks, how much have you been bothered by any of the following problems?

Not Bothered Bothered
bothered a a
at all little lot
) ) )
a. Stomach pain ] ] ]
b. Back pain O] L] L]
c. Painin your arms, legs, or joints (knees, hips, etc.) ] ] ]
d. su cramps or other problems with your periods H H H
e. Headaches ] L] L]
f. Chest pain L] L] ]
g. Dizziness ] ] L]
h. Fainting spells ] ] L]
i. Feeling your heart pound or race ] ] L]
j- Shortness of breath ] L] U]
k. Pain or problems during sexual intercourse ] L] U]
I. Constipation, loose bowels, or diarrhea ] L] L]
m. Nausea, gas, or indigestion ] L] L]
n. Feeling tired or having low energy ] L] L]
0. Trouble sleeping ] L] L]
(For office coding: Total Score T = + )

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant

from Pfizer Inc. No permission required to reproduce, translate, display or distribute.







