19

Assessment Issues in Adolescent
Drug Abuse Treatment Research

Ken Winters and Tamara Fahnhorst

Abstract. Experimentation with alcohol and other drugs (AOD) is commonplace
among American adolescents. Despite reduction efforts, the use of AOD by adoles-
cents has increased over the past decade. A number of youth experience significant
negative personal, societal, economic, and health ramifications, but continue to abuse
AQOD and develop substance use disorders (SUD). Accurate assessment of adolescent
AOQOD use is essential in determining the prevalence of SUDs, the development of
effective interventions, and the implementation of beneficial prevention initiatives.
Developmental considerations are significant factors in the validity of youth AOD
assessment and are detailed in this chapter.

1. Introduction

Adolescent use of alcohol and other drugs (AOD) is seemingly
omnipresent and may be part of the “normal developmental trajectory for ado-
lescents” (Shedler & Block, 1990). The National Institute on Drug Abuse
(NIDA), in collaboration with Monitoring the Future, reported that despite a
reduction or stabilization of the use of some drugs, a rise in AOD use among
American adolescents since 1992 is largely evident (Johnston, O’'Malley, &
Bachman, 2003). Of 43,000 students surveyed, over one-third of eighth graders
and three-quarters of twelfth graders drank in the past year. In regards to prior
month usage, 19.6% of eighth graders and 48.6% of twelfth graders reported
consuming alcohol.
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Beyond experimentation, adolescent AOD use behaviors can progress to a
substance abuse or dependence disorder. Of 74,000 students surveyed in Min-
nesota who used AOD over the past year, 13.8% of ninth graders and 22.7% of
twelfth graders met substance abuse criteria (Diagnostic and Statistical Manual
of Mental Disorders-1V; DSM-IV; Harrison, Fulkerson, & Beebe, 1998). In this
same study, 8.2% of ninth graders and 10.5% of twelfth graders met criteria for
substance dependence. Data from the recent National Survey on Drug Use and
Health revealed that of 12-17 year olds, eight percent of this extensive epidemi-
ological sample met criteria for either substance abuse or dependence (Sub-
stance Abuse and Mental Health Services Administration; SAMHSA, 2001).

Personal, as well as societal, ramifications of adolescent drug abuse are
profound. School failure, risky sexual behavior (MacKenzie, 1993), delin-
quency, incarceration, suicidality (Kaminer, 1994; Shedler & Block, 1990), motor
vehicle injuries/fatalities (Kokotailo, 1995), and significant health care costs
(DAWN, 1996) are all highly correlated with adolescent AOD use. Accurate
assessment of adolescent AOD use is therefore crucial to understanding the
prevalence, proliferation, and exacerbation of teen substance abuse and ensu-
ing treatment and prevention initiatives. The following chapter will outline the
issues surrounding the assessment of adolescent AOD use and substance use
disorders (SUD). Specifically, the chapter will discuss developmental consider-
ations of AOD use; the types of instruments in the field; key AOD problem
severity and psychosocial factors measured by instruments in the field; and
methods and sources of data collection.

2. Developmental Considerations in AOD Use Assessment

Pediatricians and general practitioners have come to understand and
emphasize the complexities involving the physical health assessment and
treatment of adolescents. Issues regarding physical, cognitive, and emotional
development, confidentiality, and emerging reproductive health are factors
that differentiate adolescent physical health care from child and adult preven-
tion and intervention initiatives. Like physicians, mental health professionals
can benefit from applying developmental considerations to the psychological
domains that pertain to the accurate assessment and treatment of adolescent
drug abuse and much needed prevention initiatives.

Unfortunately, the foundation for AOD use disorders is rooted in long-
standing beliefs centered around adult characteristics; thus, the applicability to
adolescents has been questioned (Martin & Winters, 1998). Whereas much is
known about factors involving adult use and SUDs, research reveals that ado-
lescents manifest behavioral, psychological, and physiological characteristics
differently than adults (Kaminer, 1991). For example, patterns of use differ
between the age groups, as does the development of an SUD. We discuss below
seven significant developmental dimensions of adolescent AOD involvement
that require attention in the assessment process.
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2.1. AOD Involvement

We begin with the important issue of adequately distinguishing normative
and developmental roles played by drug use in this age group. It is difficult to
determine when adolescent drug use has negative long-term implications ver-
sus short-term effects and social payoff. In a strict sense, a “normal” trajectory
for adolescents is to experiment with the use of psychoactive substances. As
described in the seminal work by Kandel and colleagues (Kandel, 1975; Yaga-
muchi & Kandel, 1984), experiences by adolescents with substance use most
often first take place in a social context with the use of “gateway” substances
such as alcohol and cigarettes, which are legal for adults and readily available to
minors. While almost all adolescents experiment with gateway drugs, progres-
sively fewer of them advance to later and more serious levels of substance use,
including the use of marijuana and other illicit drugs (Kandel, 1975). Moreover,
the presence of some abuse symptoms is not all that rare among adolescents
who use substances, even if not at heavy levels (Harrison et al., 1998). Also, it
has been observed that moderate alcohol users reveal relatively high rates of
personal consequences associated with such use (Kaczynski & Martin, 1995).

Thus, it is important to conceptualize AOD use along a continuum. Cen-
ter for Substance Abuse Treatment (CSAT, 1999) offers this continuum for
heuristic purposes: 1) Abstinence; 2) Experimental Use: Minimal use, typically
associated with recreational activities; often limited to alcohol use; 3) Early
Abuse: More established use; often involving more than one drug; greater fre-
quency; adverse consequences begin to emerge; 4) Abuse: Regular and frequent
use over an extended period; several adverse consequences emerge; 5) Depen-
dence: Continued regular use despite repeated severe consequences; signs of
tolerance; adjustment of activities to accommodate drug-seeking and drug use;
failed attempts to reduce or discontinue use.

Early, accurate, and ongoing assessment of adolescent AOD use is impor-
tant in distinguishing typical use from problematic AOD use behaviors. Unfor-
tunately, there are several factors that make this challenging. Of significant
concern is the fact that AOD use can progress rapidly from experimentation to
abuse or dependence for teens. Martin and colleagues (1995) reported that
some adolescents can be diagnosed with abuse or dependence in as little as 12
months after their initial use. This is in contrast to adults whereby the develop-
ment of an SUD typically takes much longer. Furthermore, it has been docu-
mented that teens often underestimate or ignore severe potential
consequences. A growing evidence of health outcomes are often minimized
(Lewinsohn, Rohde, & Seeley, 1996) while teens engage in a risky lifestyle rid-
dled with significant AOD use that they inaccurately feel they can control
(Botvin & Tortu, 1988). Other factors that may hinder early assessment include
the common adolescent that reveal lack of respect for authority, are egocentric,
and carryout risk-taking behaviors. Moreover, adolescents demonstrate delays
in social and emotional functioning (Noam & Houlihan, 1990) and may lack
the necessary insight to accurately report their use of AOD (Winters, 2001).
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Despite these obstacles, there are several AOD use behaviors that are
associated with the likelihood of progression toward the end of the AOD use
continuum. Perhaps none is more predictive than age of onset. It has been
replicated many times in studies that the earlier the use, the greater likeli-
hood that an adolescent will progress toward abuse and dependence (Win-
ters, 1994). Additional important factors to consider include: a) regular use of
a drug increases the likelihood of development an SUD; b) polydrug assess-
ment is crucial because the use of more than one drug increases the odds of
meeting criteria for an SUD for one of the used drugs (Winters, 1994); ¢)
preadolescent cigarette use predicts early adolescent marijuana use (Clark,
Kirisci, & Moss, 1998) and; d) marijuana use during early adolescence pre-
dicts the progression of involvement with other illicit substances (Kandel &
Davies, 1996).

2.2. Abuse and Dependence

AOD use that goes beyond experimentation and evolves into problem-
atic involvement is formally delineated by the DSM-IV (1994) into two cate-
gories: abuse and dependence. Substance abuse is characterized by negative
health and social consequences whereby one or more of the following are
endorsed: a) school, home, or work status is compromised; b) substances are
used in physically hazardous situations (e.g., driving under the influence); c)
recurrent substance-related legal problems; and d) exacerbation of social and
interpersonal problems due to AOD use. Whereas abuse symptoms are
expected to be associated with clinically significant impairment or distress,
they are meant to occur prior to and fall short of dependence symptoms on a
severity spectrum. The method is variably successful in fulfilling these inten-
tions (Martin & Winters, 1998).

In contrast to abuse, psychological and physiological factors play a sub-
stantial role in the life of an individual who meets criteria for substance
dependence. These people continue to use AOD despite significant negative
psychosocial ramifications while biological factors cause significant health con-
sequences. Specifically, criteria for dependence is met if an individual meets
three or more of the following: a) an individual either requires more of a sub-
stance for a similar effect or experiences a reduction in the effect produced by
the use of the same amount of a substance (tolerance); b) withdrawal symp-
toms are experienced (e.g., shakes, dizziness, confusion, etc.); ¢) larger quanti-
ties of the substance are taken or it is used for longer periods than intended; d)
efforts to cut down or control use are unsuccessful; e) substantial amount of
time is spent getting, using, or recovering from use; f) leisure activities are
reduced or eliminated; and g) use of AOD is continued despite the knowledge
that it may have caused or exacerbated physical or psychological problems. In
DSM-1V, substance abuse and substance dependence are mutually exclusive,
and the diagnoses of abuse and dependence are hierarchically arranged (i.e., a
dependence diagnosis precludes an abuse diagnosis).
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The applicability of SUD criteria for the adolescent developmental period
has been called into question (Martin & Winters, 1998). There is evidence that
symptoms of abuse do not always precede symptoms of dependence, contrary
to the notion that abuse should be a prodromal category with respect to
dependence (Martin, Kacyzniski, Maisto & Tarter, 1996). Some adolescents as
well as adults “fall through the cracks” of the DSM-IV system. That is, some
individuals meet criteria only for one or two of the seven dependence symp-
toms (three or more symptoms are required for a diagnosis), and no abuse
symptoms, and therefore do not qualify for any diagnosis (Hasin & Paykin,
1998; Pollock & Martin, 1999). These “diagnostic orphans” have been found to
range from 10-30% among adolescents in clinical settings (Lewinsohn et al.,
1996; Harrison et al., 1998; Pollock & Martin, 1999).

In addition to the diagnostic orphans, other questionable applications of
SUD criteria arise in the assessment of adolescent AOD use. One such applica-
tion is an important criteria for dependence, tolerance, which appears to have
low specificity because the development of tolerance for drugs is likely a nor-
mal developmental phenomena which happens to most adolescents; this is par-
ticularly the case for alcohol (Chung, Martin, Winters, & Langenbucher, 1991).
Withdrawal has limited utility because it occurs at very low base rates in the
adolescent population, even in clinical samples (Martin et al., 1995; Winters,
Latimer, & Stinchfield, 1999). Also, the criteria for DSM-IV substance abuse pro-
duces a great deal of heterogeneity because these symptoms cover a broad
range of problems and only one symptom is required to meet the criteria.

Nonetheless, the application of formal diagnostic criteria for youth clinical
samples is necessary in several settings, such as when researchers need to cate-
gorically describe their study participants in a language familiar to other
researchers, and when clinicians have to assess and record a valid diagnosis to
justify the need for treatment. Fortunately, several comprehensive structured
and semi-structured interviews for evaluating SUDs have been developed for
use with adolescent populations (CSAT, 1999). Further discussion pertaining to
the tools utilized in adolescent AOD assessment is outlined later in this chapter.

2.3. Psychological Benefits

One factor that may entice adolescents to experiment with AOD involves
the psychological benefits they may receive from substance use. Social accept-
ance, elevated mood, recreational enjoyment, and stress reduction are all out-
comes adolescents may experience from AOD use (Petraitis, Flay, & Miller, 1995).
An important finding in one study revealed that of these psychological benefits,
social conformity and mood enhancement were found to be more important to
adolescents who have a substance use dependence disorder than to those who
use AOD infrequently (Henly & Winters, 1988). The impact these psychological
benefits may have on the allurement and exacerbation of AOD use among ado-
lescents emphasizes the importance of effective prevention and early interven-
tion efforts. These initiatives need to underscore the detrimental psychological
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and physical ramifications AOD use can have on teens in an attempt to outweigh
the enticing benefits substance use appears to have on youth.

2.4. Psychosocial Factors

Contrary to the benefits adolescents may experience from AOD use, they
can also can experience numerous psychosocial ramifications. Measurement of
these dimensions provides beneficial information regarding the extent of the
AOD use, aids in treatment planning, and provides data to monitor treatment
efficacy. The protocol should include the assessment of an adolescent’s history
of legal problems, evidence of deteriorated relationships with family and
friends, status of school and employment experiences (e.g., dropping grades,
suspension, being fired), extent of sexual promiscuity, and quality and quantity
of leisure or extracurricular activities.

Peer issues are often recognized as one of the most important psychoso-
cial factors in the onset and maintenance of AOD use. Peer influence has been
a factor in the quantity of AOD consumed as well as in the types of substances
used. Higher rates of AOD use were found among adolescents whose friends
used substances compared to those who friends did not (Farrell & Danish,
1993; Winters, Latimer, Stinchfield, & Henly, 1999). Guo and colleagues (2002)
found that high levels of peer involvement with antisocial behavior predicted
higher risk of initiation of illicit drug use among adolescents. Other
researchers found a nearly 6-fold increase in drug use risk among children
who associated with peers who used drugs verses those who did not (Chilcoat
& Breslau, 1999). Additional factors related to peer influences on adolescent
AOD use include peer attitudes and expectancies pertaining to substance use,
and peer attachment (Dishion, Capaldi, Spracklen, & Fuzhong, 1995;
Hawgkins, Catalano, & Miller, 1992; Patterson, Forgatch, Yoerger, & Stoolmiller,
1998). Understanding the complexities involved in the specific aspects by
which peers influence adolescent AOD is most likely complex, nonetheless. In
fact, a culturally diverse, three-year study of over 6,000 sixth through ninth
grade youth reported a bidirectional relationship between levels of adoles-
cents” alcohol use and levels of alcohol use among their peers (Bray, Adams,
Getz, & McQueen, 2003).

2.5. Co-existing Mental Health Disorders

Adolescents who are involved with AOD often have co-existing psycho-
logical disorders (Clark & Bukstein, 1998). Rohde and colleagues (1996)
reported that among adolescents who were either abusing or dependent on
alcohol, 80 percent also had some other form of psychopathology. Therefore,
AOD use assessment should not only address the problems the teen is experi-
encing with alcohol and other drugs, but also identify comorbid psychiatric
disorders. Doing so may be a key element in the projected success of an SUD
intervention and subsequent relapse prevention.
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Mental health disorders that commonly co-occur with SUDs in adoles-
cents include ADHD, conduct disorders, depressive disorders, and anxiety dis-
orders. Some researchers have found ADHD to be predictive of AOD use and
related problems (Mannuzza, Klein, Blessler, Malloy, & LaPadula, 1993; Mil-
berger, Beiderman, Faraone, Chen, & Jones, 1997). Some controversy over this
association exits however, for other studies have found that conduct disorder
comorbid with ADHD was the mediating factor that predicted AOD use or
abuse (Biederman, Wilens, Mick, Farone, Weber, Curtis, Thornell, Pfister, Jet-
ton, & Soriano, 1997; Clark, Parker, & Lynch, 1999; Lynskey & Fergusson, 1995).
Yet others have found an independent correlation between ADHD and SUD
beyond that attributed to conduct disorder (Thompson, Riggs, Mikulich, &
Crowley, 1996). Determining the independent or conjoint impact ADHD and
conduct disorder has in regards to the onset of AOD misuse for adolescents
remains unclear and further research is needed.

In addition to disruptive behavior disorders, mood disorders such as
depression and anxiety have been found to be correlated with AOD disorders.
Clark & Sayette (1993) reported that emotional dysregulation, which is associ-
ated with depression and anxiety, may pose risk factors associated with AOD
use disorders. Other studies reported that early use of alcohol was found to
significantly predict later major depressive disorder (Brook, Brook, Zhang,
Cohen, & Whiteman, 2002), diagnosis of an SUD was predictive of later major
depressive disorder in adolescents females, (Rao, Daley, & Hammen, 2000) and
adolescents with an SUD reported higher rates of affective disorders and sym-
potmology, especially for females (Deykin, Levy, & Wells, 1987; Martin, Lynch,
Pollock, & Clark, 2000).

Clearly, causal relationships between SUDs and psychological disorders
are yet to be fully during determined. Thus, it is vital to consider the poten-
tial influences of both SUDs and other psychological disorders during assess-
ment. Of importance is the need to carefully pinpoint the onset and course of
possible psychological symptoms and differentiating these behaviors from
the onset and course of AOD involvement and resultant symptoms of abuse
and dependence. A carefully constructed, temporally-oriented interview is
necessary in order to validly distinguish bonafide symptoms of psychological
disorders and the mental and behavioral effects of AOD involvement (Win-
ters, 1994).

2.6. Family Factors

Another developmental element associated with adolescent AOD use is
that of familial risk factors. These parental risk factors involve both genetic and
environmental characteristics that elevate a child’s risk for AOD use. Parental
modeling of drinking and drug use can be powerful catalysts for adolescent
SUD (Moss, Clark, & Kirisci, 1997). McGue (1999) reported that children whose
parents suffered from an SUD were at increased risk for the development of an
SUD. Furthermore, parental psychopathology can also exacerbate risk for early
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and problematic drug use by teens (Rose, 1998). Researchers have also reported
higher rates of affective disorders and related symptomology in children of
parents who had an SUD (Clark, Moss, Kirisci, Mezzich, Miles, & Ott, 1997;
Earls, Jung, & Cloninger, 1988; Hill & Muka, 1996). Finally, antisocial behavior
and related disorders are commonly found in children whose parents had an
SUD (Clark et al., 1997; Earls et al., 1988; Zucker, Fitzgerald, & Moses, 1995).

2.7. Neurobiology

AODs do more than affect the behavior of adolescents; they also have a
direct impact on brain functioning in the young person. The adolescent brain,
by not being fully developed until early adulthood (e.g., some parts of the
brain undergo 50% transformations during adolescence) is vulnerable to the
effects of AOD. For example, adolescents with a history of extensive alcohol
use have been reported to have a smaller hippocampus, the brain region
responsible for converting information into memory, and to reveal memory
deficits and other neuropsychological impairments resulting from reduced
brain activation during memory tasks (Spear, 2000). Work in laboratory ani-
mals provides confirming evidence that adolescent exposure to drugs can
influence later neural behavioral functioning. For instance, alcohol exposure
during adolescence has been shown to result in long-term disruptions in brain
electrical activity in the hippocampus and in other brain areas. After chronic
exposure during adolescence, rats have been reported to exhibit greater cogni-
tive disruptions and a greater sensitivity to later alcohol-induced memory dis-
ruptions than animals receiving equivalent exposure in adulthood (Markwiese,
Acheson, Leven, Wislosn, & Swartzwelder, 1998).

Research using laboratory animals has also shown adolescents to differ
considerably from adults in their initial responsiveness to alcohol. Adolescent
rats show a decreased sensitivity to the adverse effects of alcohol when com-
pared to older rats. Adolescent rats also appear to require a higher initial
amount of alcohol to reduce anxiety then to adults (Varlinskaya & Spear, in
press). These findings, which suggest that adolescent rats are less sensitive to
alcohol than mature individuals, serve to promote higher alcohol consump-
tion. That is, moderation in drinking by adults occurs as the individual experi-
ences the compounding adverse effects of alcohol. The decreased sensitivity to
alcohol in adolescents would, therefore, minimize the dampening effect that
serves to alert the user that he or she is intoxicated.

3. Basic Instruments for Determining AOD Involvement and
Related Problems

Significant contributions by researchers over the past decade have pro-
vided clinicians and researchers with numerous instruments to accurately
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assess adolescent drug use behaviors (Lecesse & Waldron, 1994). Many meas-
ures have been normed on adolescents of varying ages, are limited in length,
and written conducive to young people’s comprehension levels. Some tools are
designed to quickly identify youth at risk for AOD problem behavior, while the
purpose of other measures is to provide extensive information that allows
diagnostic assessment of SUD as well as other coexisting psychiatric disorders.
A summary of several adolescent screening and comprehensive assessment
measures is provided in Table 1. Inclusion in the table required that the instru-
ment was developed specifically for adolescents and that its psychometric
properties has been reported in a peer-reviewed publication. Several extensive
summaries of such measures are available via web sites, such as the Screening
Assessment of Adolescents with a Substance Use Disorder (Treatment
Improvements Protocol Series: TIPS #31) (CSAT, www.samhsa.gov/csat/
csat.htm) and the National Institute on Drug Abuse (NIDA; www.nida.
nih.gov). Printed reviews of adolescent AOD assessment measures included
journal articles (Lecesse & Waldron, 1994; Martin & Winters, 1998), and chap-
ters in a handbook (Winters, 2001).

3.1. Screening Measures

A wide range of school personnel, health professionals, clinicians, and
researchers can benefit from screening instruments that quickly and accu-
rately identify adolescents who may be abusing AOD and may be at risk for
developing a SUD. These screening tools are typically administered in a self-
report paper-pencil format and can measure a single dimension or briefly
assess multiple areas of risk. Screening instruments can be organized into four
categories: alcohol use only, non-alcohol drug use, non-specific drug use
including alcohol, and “multi-screen.” Instruments in the latter category, in
addition to AOD involvement, quickly survey a teenager’s level of function-
ing in areas such as fulfillment of educational goals, recreational activities,
social skill development, delinquent behavior, physical health, and relation-
ships with family and peers.

3.2. Comprehensive Measures

In contrast to the brief screening instruments, comprehensive measures
provide a thorough evaluation of multiple domains and can clarify status on
indicators that were flagged on screening instruments. Comprehensive meas-
ures not only render extensive information pertaining to the types of AOD
used, the pattern of use, and extent of drug involvement, but also ascertain
information on the psychosocial factors that may precipitate, exacerbate, and
sustain AOD use problems. Comprehensive measures can be organized into
three categories: diagnostic interviews, problem-focused interviews, and
multi-scale questionnaires, all of which are detailed below.
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Diagnostic Interviews. These DSM-based tools typically adhere to a struc-
tured format whereby the administrator uses standardized questions and fol-
low-up queries guided by a decision tree configuration. The individual
conducting the interview should be thoroughly trained in the administration
of the measure, as well as have adequate knowledge in psychopathology.
While some of the diagnostic interviews are developed for the adolescent
client, others are designed for the parent. These interviews ascertain diagnostic
information pertaining to multiple psychological domains including AOD
abuse and dependence.

Problem-Focused Interviews. In contrast to the diagnostic interview, the
problem-focused interview not only measures AOD use history but also
addresses the ramifications of AOD use and other aspects of psychosocial func-
tioning that may perpetuate or exacerbate AOD use. Relationships with par-
ents and peers, leisure activities, school and employment status, involvement
with criminal or other rebellious activity against authority, and medical status
are assessed by this type of comprehensive measure. The problem-focused
interview was adapted from the well-known adult Addiction Survey Index
(ASL; McLellan, Luborsky, Woody, and O’Brien, 1980). These measures typi-
cally utilize a severity rating scale to indicate the extent to which the client is
experiencing problems associated with each domain.

Multi-scale Questionnaires. The third type of comprehensive measure is the
multi-scale questionnaire. These self-administered measures assess the severity
of drug use involvement and the psychosocial risk factors associated with
AOD use. Although administration time ranges in length from 20 to 60 min-
utes, multi-scale questionnaires are easily administered by individuals with
minimal training, can be completed by hand or via the computer, and some
even have the benefit of computerized scoring. In addition, many of these tools
provide methods for determining inconsistent or distorted responses, are
normed on a clinical sample, can be scored via the computer, and maintain
favorable psychometric properties (Winters, 2001)

3.3. Assessment of AOD Use Patterns

An accurate historical account of all categories of substance use can be
difficult to ascertain from screening or comprehensive measures. The Time
Line Follow-back (TLFB) method is a useful approach for documenting AOD
use patterns. Sobell and Sobell (1992) developed this tool that employs a day-
by-day account of alcohol use over the past year. Rather than lumping AOD
use into time frames such as a year or a month as other measures do, the TLFB
allows a more accurate chronological assessment of an individual’s use and is
beneficial in illustrating drug use patterns. Fairly extensive reliability and
validity data for this method has been reported in the adult literature (Sobell &
Sobell, 1992), and more recently psychometric data has supported its use with
adolescents (Winters, 2001).
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4. Methods of Data Collection and Sources of Information

There are several types of data collection that when combined, can pro-
vided a thorough and accurate account of a young person’s AOD use his-
tory. Parents, peers, professionals and adolescents themselves can all
contribute important information that will assist in determining whether an
SUD is present.

4.1. Self-Report

The approach that renders the most comprehensive information pertain-
ing to an adolescent’s AOD use experiences is self-report. However, the valid-
ity of self-report has been called into question by a number of researchers.
Some adolescents in clinical and legal settings have been found to deliberately
minimize or exaggerate their drug use behaviors (Babor, Stephens, & Marlatt,
1987; Harrison, 1995; Magura & Kang, 1997). In addition, inconsistent reports
of drug use pertaining to substances that were used infrequently by adoles-
cents were found by Single, Kandel, & Johnson (1975). Stinchfield (1997) recog-
nized that adolescents completing treatment for AOD dependence generally
reported considerably more past AOD use and consequences compared to
reports at the start of intervention.

Despite these concerns, a substantial amount of research does support the
use of self-report as a valid and accurate measure for adolescent AOD assess-
ment. Four major findings supporting the validity include: a) only a very small
proportion of teenagers in treatment endorse questions that are highly improb-
able such as the use of a fictitious drug; b) the majority of youth endorse the
use of illicit drugs on surveys, and youth in drug treatment settings endorse
the use of drugs at a significantly higher rate than those not in a treatment set-
ting; c) adolescent account of drug use remains consistent over time (however,
this is less so for drugs used infrequently) and; d) information provided by the
adolescent as a rule is in agreement with corroborating sources of information
including archival record and, for the most part, urinalysis (Johnston & O'Mal-
ley, 1997; Maisto, Connors, & Allen, 1995; Winters, Anderson, Bengston, Stinch-
field, & Latimer, 2000; Winters, Stinchfield, Henly, & Schwartz, 1990-91).
Furthermore, two factors have been shown to improve the validity of self-
report: the assurance of confidentiality (Harrell, 1997) and the utilization of uri-
nalysis (Wish, Hoffman, & Nemes, 1997).

4.2. Laboratory Testing

The type of laboratory testing most familiar to researchers and clinicians
to detect AOD use and validate self-report is urinalysis. The utility in the iden-
tification of drugs in the urine, particularly THC found in marijuana and
hashish, can be beneficial. The most valuable aspect of urinalysis however,
may not be so much the identification of drugs in the urine, but rather may lie
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in the message the administration of the test sends regarding a means of
“revealing the truth” (CSAT, 1999).

Unfortunately, urinalysis is riddled with inaccuracies. Researchers have
generally found a low correlation between adolescent self-report of AOD use
and urinalysis (McLaney, Del-Boca, & Babor, 1994). Factors including quan-
tity of drug used, time between sample collection and use of drug, alteration
of the output with the ingestion of diuretics or water, adding large quantities
of salt to the sample, and the use of some over-the-counter medications all
contribute to inaccurate results (CSAT, 1999). A sample that has shown
dilutement or high salt content, however, can provide valuable information
in and of itself by sending a clear message to the clinician, employer, or
researcher that the sample has been adulterated, indicating a possible
attempt to conceal the truth.

4.3. Direct Observation

In addition to self-report and urinalysis, direct observation by a clinician
or researcher for behavioral and psychological symptomology can be an objec-
tive and useful supplement to adolescent AOD use assessment. A simple
checklist of items such as the presence of needle marks, unsteady gate, slurred
or incoherent speech, shaking of hands or twitching of eyelids, etc., can indi-
cate problem use.

4.4. Parent Report

Although parent report is critical in the identification of many mental
health problems such as ADHD and conduct problems, it is not possible for
parents to provide the detailed reports about the types, frequency, and
quantity of AODs used by the teenager necessary for accurate SUD assess-
ment. Winters and colleagues (2000) found, not surprisingly, that parents
tended to underreport the extent to which their adolescent child experi-
mented with AOD. Parental reports may be helpful however, in providing
valuable information on risk factors associated with SUDs such as medical
history, family environment, and psychosocial stressors that may have con-
tributed to the AOD use status of the adolescent and impact subsequent
treatment outcome.

4.5. Peer Report

Although not crucial, collecting information from friends could prove to
be a valuable resource especially if the peers are not currently using AOD or
are in recovery. Peers may be able to detail a change in an adolescent’s recent
behavior or provide information substantiating the drug use behaviors in
which they had witnessed or collaboratively participated.
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4.6. Archival Records

Data collected from sources other than family and friends can help to
document the severity of an adolescent’s AOD use and outline the conse-
quences of use the teen has experienced. Following client consent, obtaining
information from government documents, school data, police reports, employ-
ment files, medical records, and other data that document behaviors such as
noncompliance with authority, can augment self-report data and clarify impor-
tant assessment and treatment information. In addition, archival record infor-
mation can provide beneficial information useful in the development of
treatment initiatives and subsequent recovery maintenance.

4.7. Additional Assessment Issues

Assessment of AOD involvement is multifacited and can be enhanced by
the utilization of some additional factors. It is beneficial to clearly identify the
specific categories of drugs used by the teen such as beer, hard liquor, crack,
crank, and especially the currently popular “club drugs” such as Ecstacy,
Rohypnol, and GHB. With this, interviewers need to have thorough knowledge
of all drug categories and the numerous slang terms young people use to refer-
ence the various drugs. Furthermore, in order to increase the accuracy in the
documentation of amount of alcohol used, it is important to utilize standard-
ized units of measurement such as one drink equals a 12 oz. glass of beer, a
four oz. glass of wine, or one oz. of hard liquor (Martin & Nirenberg, 1991).
Furthermore, for marijuana and some of the other illicit drugs, the utilization
of non-standardized units of measurement can also be helpful to understand
the general quantity and progression of use (i.e., hit, joint, blunt, gram, etc.).
Finally, issues that should also be addressed during AOD assessment pertain to
the age at which the adolescent first used each substance regularly, (e.g., on a
monthly basis), how frequently each substance is used in a particular period
(e.g., evening, 24 hours, weekend), and the number of months or years the
individual has used each of the substances.

5. Assessment of Qutcomes

Drug treatment programs have generally received intensive scrutiny, per-
haps more so than other healthcare services, because of the nature of addiction
and the visibility of its effects. Adolescent drug treatment programs and mod-
els have recently been subject to similar scrutiny (Williams and Chang, 2000;
Winters, 1999). Treatment outcome information is thus invaluable to the field;
such documentation provides a clearer picture of the types of clients served
and helps programs determine the effectiveness and cost offsets of different
strategies, and improve program performance. Many of the standardized
instruments included in Table 1 are worthy of consideration as an appropriate
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tool when measuring treatment outcome. What parameters are relevant when
choosing outcome measures? Newman, Ciarlo, and Carpenter (1999) enumer-
ated eleven guidelines for instrument selection and they are listed below:

Relevance to target group

Simple, teachable methods

Use of measures with objective referents

Use of multiple respondents

More process-identifying outcome measures
Psychometric strengths

Low measure costs relative to its uses
Understanding by nonprofessional audiences
Easy feedback and uncomplicated interpretation
Useful and clinical services

Compeatibility with clinical theories and practices

PO N0 NG W

[EE R

The value of any standardized questionnaire as a measure of change is an
important statistical and clinical question (Collins & Horn, 1991). Some investi-
gators use difference scores, but they tend to be less reliable than the scores
used to compute them, and the value of the Time-1 score introduces a bias into
the difference score calculation (Allen & Yen, 1979). Dividing the simple differ-
ence score by the Time-1 score provides a partial correction for this bias. From a
clinical standpoint, the important question is how many clients got better, how
many got worse, and how many did not change. Along these lines, Jacobson
and Truax (1991) have proposed using the concept of “clinically significant
change,” which refers to a score change from the abnormal to the normal
range. They have statistically operationalized this concept with the Reliable
Change Index (RCI). The RCI yields a change score that is corrected for the
amount of measurement error inherent in the instrument. This is done by com-
puting the difference between pre-test and post-test scores and dividing by the
standard error of difference for the measure (which is estimated from the mea-
sure’s temporal stability). We regard the RCI analysis as quite appealing
because it addresses the practical needs of the treatment service provider while
still maintaining statistical standards of significance. Thus, it can be argued
that for an instrument to have utility as an outcome measure, it must demon-
strate satisfactory measurement error and provide meaningful information to
treatment providers and researchers.

6. Summary

Adolescents use and abuse AOD at an alarming rate in this country and
experience devastating consequences because of it. AOD use also has a sub-
stantial impact on society as well. Therefore, it is critical to quickly and accu-
rately identify those adolescents who are abusing AOD and possibly suffering
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from an SUD. Distinguishing adult SUD assessment from youth assessment is
very important and therefore, developmental considerations are among the
most significant factors that need to be considered in the assessment of adoles-
cent AOD use/abuse. Fortunately, research over the past decade has provided
health professionals, school personnel, and clinicians with various tools to
properly identify those teens who may abusing AOD and suffer from a SUD.
However, continued research in the assessment field is still necessary to further
improve the their validity of tools for identification, referral, and treatment of
adolescent AOD involvement.
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