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Screening and Assessment in Criminal Justice: Updated Prevalence Data
and Emerging Challenges

The screening and assessment framework this course provides established protocols for identifying
substance use disorders in criminal justice populations, selecting appropriate instruments, and
addressing special population considerations. Since this course was published, several developments
have reshaped the landscape: the transition from DSM-IV-TR to DSM-5, which collapsed the abuse and
dependence distinction into a single substance use disorder spectrum; the emergence of fentanyl, which
has created novel drug testing interpretation challenges; and the accumulation of large-scale prevalence
data that updates the scope of substance use and co-occurring disorders in incarcerated populations.

The co-occurring disorder prevalence this course addresses through its screening recommendations
was quantified in a 2022 systematic review and meta-analysis of 50 studies involving 24,915
incarcerated individuals, published in the Lancet Public Health. About half of incarcerated individuals
with a serious mental illness also had a co-occurring substance use disorder. Specifically, 3.5 percent
had current non-affective psychosis with a comorbid substance use disorder, and 9.1 percent had current
major depression with a comorbid substance use disorder. Individuals with psychosis showed 1.7 times
higher odds of a substance disorder, and those with depression 1.6 times higher, leading the authors to
conclude that consideration should be given to screening for dual disorders and implementing integrated,
scalable treatments (Baranyi et al., 2022). For the screening protocols this course describes, the
implication is direct. Screening for substance use in criminal justice settings without simultaneously
screening for mental health conditions, or the reverse, will miss roughly half of the clinical picture.
Single-disorder screening is inadequate by design.

The longitudinal trajectory of substance use disorder prevalence, which this course necessarily
presents as a snapshot, was documented in a 2022 study of 47,117 individuals admitted to provincial
prisons in British Columbia, Canada, between 2009 and 2017. The research revealed a steep upward
trend: co-occurring mental health and substance use disorders rose from 15 percent to 32 percent of
admissions over the study period, methamphetamine use disorder increased nearly fivefold from 6
percent to 29 percent, and heroin use disorder rose from 11 percent to 26 percent, while the share with
any mental health need or substance use disorder climbed from 61 percent to 75 percent (Butler et al.,
2022). For the screening framework this course provides, this means the instruments and protocols
selected for criminal justice screening must be recalibrated for a population whose substance use profile
has changed dramatically. Tools validated on populations with primarily alcohol and cannabis use may
not perform adequately where methamphetamine and opioid use disorders have become predominant.

The magnitude of the gap between criminal justice and general populations was established in a
2022 French study comparing 630 incarcerated men with 5,793 men from the general population.
Alcohol use disorder was present in 33.8 percent of jail entrants versus 8.7 percent in the general
population, drug use disorders affected 28.7 percent versus 5.0 percent, and opioid disorders were
particularly elevated at 6.8 percent versus 0.4 percent, with co-occurring anxiety and mood disorders
significantly more prevalent among incarcerated men who had a substance disorder (Fovet et al., 2022).
The criminal justice population is not simply the general population that happened to commit crimes. It
is a population with substance use disorder rates several times higher and co-occurring psychiatric
conditions that compound treatment complexity, which is exactly why brief screening alone is
insufficient.
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The cultural and demographic dimensions of assessment, which this course addresses through its
sections on racial and ethnic minorities and special populations, were examined in a 2024 Swedish
registry study linking Addiction Severity Index assessment data with national incarceration records.
Immigrant background was positively associated with both pre-assessment and post-assessment
incarceration, with first-generation immigrants from the Global South experiencing longer incarceration
periods even after accounting for substance use severity, leading the researchers to conclude that tailored
interventions and support systems are vital to prevent re-entry into the criminal justice system (Scarpa et
al., 2024). For the assessment framework this course describes, the finding demonstrates that validated
instruments produce data that must be interpreted in cultural context. Scores that appear similar across
demographic groups may mask fundamentally different pathways to incarceration and different
post-assessment trajectories.

The drug testing component of screening and assessment, which this course covers as a biological
verification tool, has been complicated by the pharmacokinetics of fentanyl. A 2025 case report
documented a patient receiving medication for opioid use disorder whose urine tests remained positive
for fentanyl for 95 days and for its metabolite norfentanyl for 245 days after self-reported abstinence,
creating conflicts with both probation and child protective services that read the continued positive tests
as evidence of ongoing use (Celik et al., 2025). The assumption that a positive test indicates recent use,
which underlies the entire drug testing framework in criminal justice settings, may not hold for fentanyl,
whose metabolites can persist for months in individuals with high prior exposure. Screening and
assessment protocols must now account for this reality or risk penalizing abstinent clients for the
biological persistence of a previously used substance.

The Scale of Need and the Size of the Gap

Before considering how to screen and assess, it helps to grasp how much unmet need the process is
meant to catch, because the numbers are the strongest argument for doing screening well. A 2017
systematic review and meta-analysis of 24 studies covering 18,388 recently incarcerated people found a
pooled alcohol use disorder prevalence of 24 percent and drug use disorder prevalence of 30 percent in
men and 51 percent in women (Fazel et al., 2017). A 2024 umbrella review of prison health morbidity
put on-arrival alcohol use disorder at 23.8 percent and drug use disorder at 38.9 percent, alongside a
six-month prevalence of major depression of 11.4 percent and of post-traumatic stress disorder of 9.8
percent (Favril et al., 2024). Whatever the exact figure, a large share of the people entering any
correctional setting arrive with a substance use disorder, and a substantial fraction carry a co-occurring
psychiatric condition as well.

Against that need sits a sobering gap between identification and care. A widely cited analysis
estimated that approximately 50 percent of state prisoners meet criteria for a diagnosis of drug abuse or
dependence, but only about 10 percent receive medically based drug treatment (Zarkin et al., 2012). The
distance between those two numbers is where screening and assessment either succeed or fail. Screening
determines who is identified, assessment determines what they are identified as needing, and the
treatment system determines whether they receive it, and a breakdown at any stage means the need goes
unmet regardless of how well the earlier stages performed.

For the practitioner, this frames the entire enterprise. The purpose of screening in a justice setting is
not to generate paperwork or to satisfy an accreditation requirement. It is to find, among a population
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where disorder is common and treatment is scarce, the people who most need care and to route them
toward it. An instrument that identifies need accurately but connects to nothing has closed only the first
of three gaps, and the counselor who understands the whole chain will treat the connection to assessment
and treatment as part of the screening task rather than as someone else's problem.

The gap between need and care also carries a lesson about where screening effort should be
concentrated. When treatment slots are scarce, as they nearly always are in correctional systems, the
value of screening lies not merely in counting how many people have a disorder but in identifying which
of them are at highest risk and most likely to benefit, so that the limited resource reaches the people for
whom it matters most. A program that flags everyone equally and then refers into a system that can
serve only a fraction has not solved the allocation problem; it has relocated it. This is why the risk and
severity dimensions that later sections discuss are not academic refinements but practical necessities,
because they are what allow a system to move from knowing that need is widespread to deciding whom
to serve first.

There is also a systemic cost to under-identification that the counselor should be able to articulate,
because it strengthens the case for doing screening well to skeptical administrators. Untreated substance
use disorder in a justice-involved population does not stay contained. It drives reoffending,
reincarceration, overdose, and the cascade of public and personal costs that follow, so the money not
spent on identification and treatment is not saved but deferred and multiplied. Framed this way,
screening and assessment are not a compliance expense but one of the higher-return investments a
correctional system can make, and the practitioner who can make that argument in the language of
outcomes and costs is better positioned to protect the resources the work requires.

It is worth being clear about who bears the cost when identification fails, because the abstraction of a
treatment gap can obscure the human reality. The person whose substance use disorder goes unidentified
at intake does not simply miss a service; he serves his time without treatment, returns to the community
with the same disorder that contributed to his offending, and faces the elevated overdose risk of the
reentry period without the medication or the plan that could carry him through it. The unidentified
co-occurring disorder festers in an environment poorly suited to mental health, the untreated trauma
continues to drive the behavior that keeps him in the system, and the cycle that screening and assessment
exist to interrupt simply continues. These are not statistical abstractions but the predictable trajectory of
a missed opportunity, repeated across the many people a busy intake process moves through each year.

Seen this way, the quality of screening and assessment is not a technical nicety confined to the
assessor's office but a determinant of how a large and vulnerable population fares. The instruments, the
cutoffs, the sequence, and the connection to treatment together decide who is found and who is missed,
and the counselor who takes that responsibility seriously understands that competent assessment is
among the most consequential work in the entire system. This course exists because doing that work
well requires knowledge, of instruments and their limits, of the populations they serve, of the conditions
that co-occur, and of the treatments that assessment should lead to, and the practitioner who brings that
knowledge to the intake room is doing something far more important than filling out a form.
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Screening Versus Assessment: Two Different Jobs

This course draws a distinction that deserves emphasis because collapsing it is a common and costly
error: screening and assessment are not the same activity, and confusing them undermines both.
Screening is a brief, standardized procedure designed to answer one question, whether a problem may be
present and warrants a closer look. Assessment is the fuller, more individualized evaluation that
characterizes the nature, severity, and context of a problem already suspected, and that produces a
treatment plan.

The two are built to different specifications. A screening instrument is tuned for brevity and high
sensitivity, accepting some false positives in order to avoid missing true cases, because its job is triage
rather than diagnosis. An assessment is tuned for depth and accuracy, trading brevity for the detail
needed to guide treatment. Using one in place of the other produces predictable failures. Treating a
positive screen as a diagnosis over-identifies and misdirects, while expecting a brief screen to substitute
for a comprehensive assessment under-serves the people whose problems are most complex. The
evidence on screening-tool performance makes the point concrete: a 2020 systematic review pooling 99
studies and more than 84,000 participants found that substance use screening tools in adults had
sensitivity ranging from 0.71 to 0.94 and specificity from 0.87 to 0.97 (Patnode et al., 2020). Those are
the numbers of a good first filter, not a final answer.

The practical model this course endorses is therefore sequential and stepped: brief screening applied
broadly at intake, followed by fuller assessment for those who screen positive, followed by a treatment
match calibrated to the severity the assessment reveals. Each stage does the job it is designed for, and
the counselor who keeps the distinction clear neither wastes assessment resources on people who do not
need them nor mistakes a quick screen for the understanding that treatment planning requires.

The distinction has organizational consequences that go beyond the individual clinician. A
correctional system that invests only in screening, because it is quick and cheap, and starves the
assessment stage that turns a positive screen into an actionable plan, will generate a growing pile of
flagged cases with nowhere to go, and the frustration of that bottleneck often gets misread as evidence
that screening does not work. The problem in such cases is not the screen but the missing second stage.
Designing the process as a genuine sequence, with enough assessment capacity to absorb the positives
the screen produces, is what makes the whole enterprise coherent, and the counselor who understands
the distinction can advocate for that balance rather than watching the front end overwhelm a back end
that was never resourced to match it.

The distinction also protects the client from two opposite harms. Over-reliance on a brief screen
risks labeling someone with a disorder on the strength of a few questions, a label that in a justice context
can attach to a person's record and shape decisions for years. Under-use of assessment risks the reverse,
waving a complex client through with a clean screen and missing the co-occurring conditions, trauma,
and severity that a fuller evaluation would have caught. Keeping screening and assessment in their
proper roles, the first to cast a wide and sensitive net, the second to characterize what the net catches, is
how the process serves accuracy in both directions rather than trading one error for the other.
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Why Assessment in Corrections Is Different: The Problem of Response
Distortion

Assessment anywhere depends on the honesty of the person being assessed, but the criminal justice
setting strains that dependence in a way few other settings do. A client being screened while
incarcerated, on probation, or facing sentencing has concrete, rational incentives to shape the picture he
presents, and any account of assessment in this population that ignores those incentives is naive. This is
the reality that this course's attention to response bias confronts, and recent evidence gives it sharper
definition.

The good news is that self-report is more reliable than the skeptic assumes. A 2023 systematic
review and meta-analysis of 207 studies comparing self-reported drug use with biological samples found
overall agreement ranging from good to excellent, above 0.79 (Bharat et al., 2023). People, on the
whole, report their use accurately enough that a well-designed instrument yields usable data even in
justice settings. Crucially, the same analysis found that agreement was substantially higher when
participants had been informed that biological testing would occur, with a diagnostic odds ratio of 2.91.
Disclosure improves when the client believes it can be verified, which is not a reason to distrust
self-report but a reason to understand and structure the conditions that improve it.

The complementary reality is that deliberate distortion, while real, is less pervasive than forensic
folklore suggests, and distinguishing a failed validity check from actual malingering matters
enormously. A 2020 analysis of 1,175 forensic psychological evaluations found that indicators of
response distortion were flagged on symptom validity testing in 47.2 percent of cases, yet the overall
rate of malingering judged across the whole clinical picture was only 15.8 percent (Schmidt et al., 2020).
The gap between those figures is a warning. A single positive indicator on a validity measure is not
proof that a client is faking, and treating it as such, especially in a setting already primed to view
justice-involved people with suspicion, produces its own serious errors. The competent assessor holds
both facts at once: the setting creates real incentives to distort, and the confident attribution of
malingering requires far more than one red flag, ideally a convergence of evidence weighed with the
client's whole situation in view.

Understanding the direction of likely distortion helps the assessor calibrate, because incentives in
justice settings do not all push the same way. A client hoping to minimize consequences at sentencing
has reason to underreport, presenting himself as less impaired and less involved than he is. A client
hoping to qualify for a diversion program, a treatment bed that beats a cell, or a favorable disposition
may have reason to overreport, presenting more severity than is present. The same person may even do
both across different questions, minimizing criminal involvement while exaggerating a symptom that
opens a door. Rather than treating any single distortion as global dishonesty, the skilled assessor reads
each incentive in context and corroborates the specific claims where the stakes are highest, which is a
more accurate and more humane approach than either credulity or blanket suspicion.

The practical tools for managing distortion are less exotic than the forensic literature can make them
seem. Informing a client, honestly, that reports may be checked against records or testing tends to
improve accuracy, as the disclosure evidence shows. Anchoring questions to concrete, verifiable events
rather than global self-characterizations reduces both deliberate shading and honest error.
Cross-checking self-report against collateral sources, prior records, and, where appropriate, biological
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testing turns a single account into converging evidence. And maintaining a stance that is neither naive
nor adversarial, one that expects the incentives to operate without treating the client as an opponent,
tends to elicit more truth than an interrogation would. These are the everyday methods by which
assessment in a coercive setting remains valid despite the pressures working against it.

Collateral information deserves particular emphasis in the justice setting, because it is both more
available and more necessary here than in many other clinical contexts. A justice-involved client
typically arrives with a documentary trail, arrest records, prior treatment records, probation notes, and
sometimes prior assessments, that exists nowhere for a client walking into a community clinic, and this
trail is a resource the assessor should use rather than ignore. Records can corroborate or contradict a
self-report, fill in a history the client minimizes or misremembers, and reveal patterns across time that a
single interview cannot capture. They also carry their own biases, reflecting the perspectives and errors
of those who created them, so they are not a gold standard against which self-report is simply checked
but another source to be weighed. The skilled assessor triangulates: comparing what the client says,
what the records show, and what direct observation reveals, and treating convergence as confidence and
divergence as a question to pursue.

None of this corroboration replaces the clinical relationship, and over-reliance on records at the
expense of the client's own account carries its own risk of missing what only the person can tell. A
record documents what a system noticed and chose to write down, which is a partial and sometimes
distorted picture, and a client who feels reduced to his file will disclose less, not more. The aim is a
stance that takes the documentary evidence seriously while still treating the client as the primary expert
on his own experience, using the records to inform and check the conversation rather than to substitute
for it. Assessment at its best in this setting is neither credulous acceptance of self-report nor bureaucratic
deference to the file, but a disciplined integration of both in the service of understanding the person.

Computer Versus Clinician: How the Method of Administration Shapes
Disclosure

Given that disclosure is the crux of assessment in this population, the method by which questions are
asked is itself a clinical variable worth understanding. A 2024 study had 588 participants report their
substance use by two methods, a clinician-administered interview and a computerized self-administered
questionnaire, allowing a direct comparison within the same people. Agreement between the two
methods was moderate to strong for most substances, with Cohen's kappa values of .70 to .88 for
alcohol, .87 to .92 for cannabis, and .90 to .92 for heroin, but only .55 to .71 for nonmedical use of
prescription painkillers, where the computerized self-administered format captured a higher prevalence
of use, a difference of 2.4 percentage points (Gorfinkel et al., 2024).

The pattern is instructive for justice settings. For the most stigmatized behavior in the set,
respondents disclosed more to the computer than to a person, which fits a long-standing observation that
self-administered formats reduce the social-desirability pressure that suppresses face-to-face disclosure.
In a correctional context, where a client may be especially guarded about what he says aloud to a staff
member whose reporting obligations he cannot fully see, a standardized self-administered instrument
can open a door that an interview keeps closed. The high agreement across most substances means the
two methods are largely interchangeable for routine purposes, but the divergence on the sensitive item
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means the counselor who understands the effect can use both deliberately, letting the instrument surface
what the conversation then explores.

A practical sequencing lesson follows from this. Where the workflow allows, having a client
complete a self-administered instrument before the clinical interview, rather than after it or instead of it,
tends to yield the fullest picture. The instrument captures the sensitive disclosures the client might not
volunteer face to face, and the clinician then enters the interview already knowing where to probe, able
to explore a flagged item with curiosity rather than having to fish for it blind. A client who has already
acknowledged a stigmatized behavior to the screen has made the first admission easier, and the
conversation can move directly to what the behavior means and what to do about it, which is a better use
of scarce interview time than starting from zero.

The correctional environment adds a further consideration that cuts both ways. Some clients disclose
more readily to a standardized instrument whose handling feels predictable and impersonal, while others
trust a person they can read more than a machine whose data trail they cannot see. Neither reaction is
universal, which is precisely why the assessor should remain attentive to how a given client responds to
each mode rather than assuming the computer is always more or always less disarming. The mode of
administration is a variable to be managed thoughtfully, not a fixed choice, and in a setting where trust is
scarce and stakes are high, matching the method to the client is itself part of doing the assessment well.

Validated Substance-Use Screeners for Justice Populations

This course reviews the selection of screening instruments, and the practitioner benefits from
knowing which brief tools have actually been validated in criminal justice populations rather than
borrowed untested from other settings. Two deserve particular attention.

The UNCOPE, a six-item screen, was validated in a sample of 6,871 male and 801 female inmates
recently admitted to a state prison system. At a cut-score of 3, its sensitivity for identifying a severe
DSM-5 substance use disorder ranged from 85 percent to 97 percent depending on substance class and
gender, with specificity from 97 percent to 99 percent, and internal consistency at or above .90 (Proctor
& Hoffmann, 2016). Those are strong operating characteristics for a screen this brief, and the fact that
they were established in a correctional sample rather than borrowed from primary care makes the tool
especially defensible for intake use.

The TCU Drug Screen 5, developed specifically for justice-involved populations, was evaluated with
305 adult male and 310 juvenile male justice-involved clients and found to perform comparably to its
predecessor while conforming to DSM-5 criteria and adding severity specifiers, with the updated version
detecting significantly more cases of substance use disorder, most of them mild (Knight et al., 2018).
The practical lesson is twofold. First, the diagnostic framework an instrument uses shapes who gets
identified, and a shift to broader DSM-5 criteria brings more people, particularly those with milder
problems, into view, which has consequences for how a system allocates scarce treatment. Second,
choosing an instrument validated in the population where it will be used is not a formality. A screen's
published sensitivity and specificity are only guaranteed in populations like the one it was validated in,
and the counselor selecting a tool for a correctional setting should look first to tools proven there.

A related caution concerns the drift of instruments across populations and eras. A screen validated in
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a state prison a decade ago, on a population whose drug of choice was alcohol or cannabis, may not
perform the same way today in a jail where methamphetamine and fentanyl dominate, as the prevalence
shifts described earlier make clear. Validation is not a permanent certificate; it is a claim about
performance in a particular population at a particular time, and the counselor should ask not only
whether a tool was validated but whether it was validated in a population and era resembling the one at
hand. When the match is poor, the sensible response is not to abandon screening but to interpret the
results with added caution and to lean harder on the fuller assessment that follows.

It also helps to match the instrument to the decision it will inform. A very brief screen is appropriate
for high-volume intake, where the goal is simply to decide who needs a closer look and speed is
essential. A longer, more detailed instrument is appropriate when the output will drive a treatment plan
or a placement decision, where accuracy matters more than speed. Selecting an instrument is therefore
not a search for the single best tool in the abstract but a matter of fitting the tool to the task, the setting,
and the population, and a counselor who understands what each instrument was built and validated to do
can assemble a screening and assessment battery that is coherent rather than a collection of tools chosen
by habit or convenience.

Beyond substance use, a complete correctional screening battery has to cover the domains that
co-occur with it and that shape both risk and treatment, which means substance use, mental illness,
suicide risk, and trauma at a minimum, ideally administered together at intake so that the whole picture
emerges from a single contact rather than piecemeal over weeks. Assembling that battery is itself a skill,
because the instruments must fit the setting's volume and resources, avoid redundancy, and combine into
a coherent profile rather than a stack of disconnected forms. A battery that is too long will not be
completed under the pressures of intake; one that is too thin will miss the co-occurring conditions that
determine outcomes. Getting the balance right, and knowing what each component instrument does and
does not establish, is part of the competent design of a screening program and a legitimate contribution
the clinically knowledgeable counselor can make to how a facility operates.

Finally, no battery is complete without a plan for the results, because instruments that generate flags
feeding into nothing are worse than useless, creating a false appearance of diligence while the identified
needs go unmet. The design question is therefore not only which tools to use but what happens when
each one screens positive: who conducts the fuller assessment, how quickly, and how the client is
connected to the treatment the assessment indicates. A screening program designed backward from that
endpoint, from the treatment and continuity of care it is meant to feed, is coherent in a way that a
program designed only around the instruments never is. The counselor who keeps the whole chain in
view, from the first brief screen through assessment to treatment and reentry, is the one positioned to
ensure that the considerable effort screening requires actually produces the benefit it promises.

Reading an Instrument: Sensitivity, Specificity, and the Tyranny of Base
Rates

The deeper competence this course points toward is the ability to judge any instrument's output
intelligently, and that rests on a few concepts every practitioner who deploys a screen should hold
firmly. Sensitivity is the proportion of true cases an instrument correctly identifies; specificity is the
proportion of true non-cases it correctly clears; and the two trade off, so that lowering a cutoff to catch
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more real cases inevitably flags more false ones.

The concept that most often misleads is the effect of base rates on what a positive result actually
means. When a condition is common in the screened population, a positive result is usually a true
positive; when the condition is rarer, the same instrument produces many more false positives relative to
true ones, because there are so many more people without the condition for the specificity error to act
on. This is not a defect of the instrument but a mathematical consequence of the setting. A recent
meta-analysis of four widely used risk instruments made exactly this point, finding that with low base
rates positive predictive values tend to be relatively low while negative predictive values are higher, and
concluding that risk assessments cannot be interpreted without considering the base rate alongside the
instrument's discrimination (Weber et al., 2025). The same logic explains why a jail mental health
screen with excellent discrimination still yields a substantial share of false positives, as later sections
describe.

For the practitioner, the applied rule follows directly. A positive screen is a signal to assess further,
not a diagnosis, and its meaning depends on how common the condition is in the population being
screened. The counselor who understands sensitivity, specificity, and base rates will neither overreact to
a positive result nor dismiss a good instrument because it sometimes errs, and will interpret every score
in light of the setting that produced it.

Two further ideas round out the practitioner's working vocabulary. Positive predictive value is the
probability that a client who screens positive truly has the condition, and negative predictive value the
probability that a client who screens negative truly does not; unlike sensitivity and specificity, which are
properties of the instrument, these values shift with the base rate, which is why the same tool yields a
more trustworthy positive result in a high-prevalence jail population than in a low-prevalence
community sample. Reliability, meanwhile, describes whether an instrument produces consistent results,
and a computerized instrument has a built-in advantage here because it administers and scores
identically every time, removing the drift that creeps into hand-scored measures. But consistency is not
accuracy: a tool can be perfectly reliable and still measure the wrong thing, so the competent assessor
asks both whether an instrument gives stable results and whether those stable results correspond to the
clinical reality they are taken to represent.

There is also the concept of the likelihood ratio, which expresses how much a given result should
shift one's estimate that a condition is present, and which formalizes an intuition good assessors already
have. A positive screen in a client with an extensive history of use and obvious current impairment
means something different from the identical positive screen in a client with no history and no other
signs, and reasoning in terms of how much a result moves the probability, rather than treating a cutoff as
a switch, keeps the instrument in its proper place as evidence to be weighed against the rest of the
picture. This is the antidote to the false precision that a numeric score invites, and it is exactly the habit
of mind that lets a clinician use a powerful instrument without being used by it.

A worked example makes the base-rate point concrete in a way the abstract statement cannot.
Suppose a screen with 90 percent sensitivity and 90 percent specificity, genuinely good numbers, is
applied in two settings. In a jail intake population where half of those screened truly have a substance
use disorder, a positive result is correct roughly nine times out of ten, because true positives vastly
outnumber the false ones. Apply the identical instrument in a general community sample where only 5
percent have the disorder, and the same positive result is now correct only about a third of the time,
because the large pool of true non-cases generates many false positives despite the high specificity. The
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instrument did not change; the setting did. A clinician who does not grasp this will over-trust positives in
low-prevalence settings and may subject many unaffected people to unnecessary assessment or, worse,
to a label, while one who understands it will read a positive screen as a prompt calibrated to the setting
rather than as a fixed truth.

The same reasoning cautions against a tempting but mistaken use of screening data, which is to
aggregate positive screens into prevalence estimates or to treat a screening rate as a measure of true
need. Because predictive value shifts with base rate and because screens are tuned toward sensitivity, the
count of positives systematically overstates the number of genuine cases, sometimes substantially. Using
screening yields as if they were diagnostic counts can distort resource planning and misrepresent a
population, and the counselor who understands the difference between a screen and a diagnosis will
resist that shortcut, insisting that prevalence claims rest on the fuller assessment that a positive screen is
only the first step toward.

Actuarial Risk and Needs Assessment: Power and Limits

Substance use assessment in the justice system rarely stands alone; it sits alongside the risk and
needs assessment that increasingly drives correctional decisions about supervision, programming, and
release. Understanding what these actuarial instruments can and cannot do is now part of the competent
counselor's knowledge, because their outputs shape the context in which treatment happens.

The honest summary is that structured risk instruments predict reoffending moderately well, better
than chance and better than unstructured intuition, but far from perfectly. The meta-analysis of four
established tools found median areas under the curve of 0.68 to 0.71 (Weber et al., 2025), which
describes useful but modest discrimination. This modesty is easy to forget when an instrument produces
a precise-looking number, and a striking demonstration of the limits came from a 2018 study finding
that a widely used commercial risk algorithm was no more accurate or fair than predictions made by
people with little or no criminal justice expertise, and that a simple predictor using only two features was
nearly equivalent to the algorithm with its 137 features (Dressel & Farid, 2018). The lesson is not that
risk assessment is worthless but that its authority should match its actual performance, which is that of a
helpful but fallible aid to judgment rather than an oracle.

The framework underlying most needs assessment, Risk-Need-Responsivity, holds that the intensity
of intervention should match risk level, that treatment should target the changeable factors linked to
reoffending, and that services should be delivered in a manner matched to the client. Recent evidence
supports the underlying idea while cautioning against treating any single model as decisive: a 2023
meta-analysis found that full participation in a program significantly reduced recidivism, yet programs
that strictly followed the Risk-Need-Responsivity template performed similarly to those that did not,
suggesting that engagement and dose matter at least as much as fidelity to the model (Duan et al., 2023).
For the assessor, the applied principle is to use risk and needs data to match intensity to risk and to target
genuine criminogenic needs, while holding the instrument's numeric output with appropriate humility.

The relationship between substance use assessment and risk assessment deserves particular attention,
because substance use is itself one of the criminogenic needs that risk instruments weigh, and the two
assessments inform each other. A substance use disorder is not only a health problem to be treated but,
in the language of the risk framework, a changeable factor statistically linked to reoffending, which

— 13 — CEU MatrixScreening and Assessment of Clients in the Criminal Justice System



means that treating it is simultaneously a clinical intervention and a risk-reduction strategy. This is a
genuinely encouraging convergence, because it means the counselor's core work, helping a client
address a substance use disorder, is also among the more effective ways to reduce the reoffending that
the justice system cares about. The assessment that captures both the disorder and its role in the person's
offending is what allows a plan to serve both aims at once.

At the same time, the practitioner should be alert to the ways risk instruments can be misused. A risk
score is a probabilistic statement about a group, not a prediction about an individual, and treating it as a
verdict about a particular person, rather than as one input into a decision that considers the whole
picture, overreaches what the tool can support. Risk levels can also harden into self-fulfilling labels,
where a high score leads to more restrictive and less rehabilitative handling that itself raises the odds of
failure. The counselor who understands both the modest accuracy of these tools and their potential for
misuse can help ensure that risk data is used to allocate treatment intensity sensibly rather than to justify
writing a client off, which is the difference between risk assessment that serves rehabilitation and risk
assessment that merely sorts people for containment.

A distinction the practitioner should carry into every use of these tools is the difference between
static and dynamic risk factors, because it determines what the assessment is good for. Static factors are
historical and unchangeable, a person's age at first offense, prior convictions, the details of a past crime,
and they contribute much of the predictive power of actuarial instruments but offer nothing to act on,
since no intervention can alter the past. Dynamic factors are the changeable conditions linked to
reoffending, substance use, antisocial associates, antisocial thinking, employment and housing
instability, and these are where treatment lives. An assessment weighted heavily toward static factors
may predict reasonably well while pointing to no lever the counselor can pull, whereas an assessment
that captures dynamic factors identifies the targets a treatment plan can actually move. The most useful
assessment for rehabilitation, as opposed to mere prediction, is therefore one that surfaces the dynamic
needs, and the counselor reading a risk report should look past the overall score to the changeable
factors it identifies, because those are the raw material of a plan.

This connects the risk framework directly to the substance use assessment at the heart of this course.
Substance use is one of the most important dynamic risk factors, which means that a valid substance use
assessment is simultaneously a contribution to the risk picture and an identification of a criminogenic
need that treatment can address. When a counselor treats a client's substance use disorder, the counselor
is not doing something separate from public safety but is acting on one of the changeable drivers of
reoffending that the risk framework itself identifies. Understanding this lets the practitioner speak to
correctional decision-makers in their own terms, framing treatment not as an alternative to risk
management but as one of its more effective instruments, which is often the argument most likely to
protect the resources treatment requires.

Fairness in Assessment: The Bias Problem

An assessment instrument is only as valuable as its validity for the specific person in front of the
clinician, and actuarial tools that perform well on average can perform unequally across groups, which is
a matter of both science and justice. This concern has moved to the center of assessment research, and
the evidence counsels neither complacency nor despair.
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The largest recent synthesis examined more than 30 years of forensic risk assessment research with
Indigenous persons, pooling 91 studies covering 22 risk tools, with samples of 59,693 Indigenous and
237,729 non-Indigenous or White individuals, and found that most measures showed moderate
predictive validity but often had significant ethnoracial differences, particularly for static measures built
on historical factors (Olver et al., 2024). Bias also appears along other lines. The jail mental health
screen discussed below classifies women less accurately than men, and a study of its real-world use
found positive predictive value of 69.5 percent for men but 60.1 percent for women (Gerritsen et al.,
2022), meaning more of the women it flags turn out not to need the referral.

Encouragingly, fair measurement is achievable when instruments are built and tested for it. A study
of an alcohol symptom checklist in 11,464 patients found that differential item functioning had minimal
impact on the measurement of severity across demographic groups, never exceeding a fraction of a
single symptom (Hallgren et al., 2022), and a study of a widely used alcohol screen across 62,943
people in 21 countries and 14 languages found high levels of measurement invariance supporting valid
cross-cultural comparison (Horvath et al., 2023). The applied conclusion is a professional obligation.
Fair assessment is possible, which means an instrument not tested for fairness across the groups a
clinician serves cannot be assumed to be fair, and the responsible use of any tool, actuarial or clinical,
includes knowing whether it has been validated for the populations it will be used with and interpreting
its output with the tool's known biases in mind.

The mechanism by which actuarial tools can encode bias is worth understanding, because it is not
usually a matter of overt prejudice in the instrument. Risk tools are built from historical data about who
reoffended in the past, and where that history reflects unequal policing, prosecution, and sentencing, the
tool learns those patterns and reproduces them, giving a discriminatory history the appearance of
objective prediction. A factor like prior arrests, which feels neutral, may carry the imprint of decades of
unequal enforcement, so that the tool predicts not only the person's behavior but the system's past
treatment of people like him. Recognizing this does not require rejecting actuarial assessment, but it
does require humility about what the numbers represent and vigilance about the groups for whom a tool
has shown differential performance.

For the individual practitioner, who usually cannot change which instrument a system has adopted,
the applied response operates at the level of interpretation and advocacy. It means knowing whether a
tool has demonstrated bias for the populations one serves and weighting its output accordingly. It means
resisting the temptation to treat a score as more objective than the clinical judgment it is meant to
inform, particularly for clients from groups the research flags. And it means being willing to document
and voice concern when an instrument's output conflicts with a fuller clinical understanding of a specific
person, because the professional obligation to the client does not dissolve simply because a number has
been generated. Fair assessment, in the end, is not achieved by the instrument alone but by the clinician
who understands its limits and refuses to let a flawed number override a sound judgment.
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Screening for Co-Occurring Mental Illness at Intake

Because roughly half of justice-involved people with a substance use disorder also carry a
psychiatric condition, screening for mental illness at intake is inseparable from screening for substance
use, and this course's integrated approach is exactly right. The practitioner benefits from knowing how
the brief mental health screens used at booking actually perform.

The most widely used intake tool was validated in a sample of 10,330 detainees, of whom 357 also
received a structured diagnostic interview, and it correctly classified 73.5 percent of males but only 61.6
percent of females against those diagnoses, flagged 11.3 percent of detainees for further assessment, and
took an average of 2.5 minutes to administer (Steadman et al., 2005). Two features of that result deserve
emphasis. First, a two-and-a-half-minute screen that catches most cases is a genuine achievement given
the volume and pace of jail intake. Second, its markedly weaker performance for women, described by
its own authors as an unacceptably high false-negative rate, is a caution that a tool adequate for one
group can under-identify another, and that women in particular may pass a screen and still carry serious
untreated illness.

Real-world use confirms the imperfection. The ecological-validity study of the same screen found an
overall positive predictive value of 67.2 percent, meaning about a third of those it flagged did not
ultimately need the referral, with the false-positive burden falling more heavily on women (Gerritsen et
al., 2022). None of this argues against screening, which remains far better than the alternative of relying
on custody staff to notice mental illness informally. It argues for screening with eyes open:
understanding that a brief tool will both miss some cases and over-flag others, building in the fuller
assessment that resolves the ambiguous results, and paying particular attention to the groups the
instrument serves least well.

The integration of mental health and substance use screening at intake deserves emphasis as a matter
of process design, not just clinical philosophy. Because the two conditions co-occur in roughly half of
cases, a system that screens for them separately, or that screens for one and refers out for the other,
builds in delay and loss precisely where speed and continuity matter. The more effective design screens
for both together at the same intake contact and routes positives into an assessment capable of
addressing the whole picture, so that a client is not identified for substance treatment while his
co-occurring depression goes unnoticed, or flagged for mental health services while his opioid use
disorder is left for someone else to find. The instruments to do this exist and are brief; the obstacle is
usually organizational rather than technical, a matter of who screens for what and how the results are
combined.

The gender gap in screening performance deserves standing attention in any correctional setting that
houses women, because the pattern is consistent across instruments: the brief tools developed and
normed largely on men tend to under-identify women, missing cases a fuller assessment would catch.
Since incarcerated women carry higher rates of serious mental illness, trauma, and certain substance use
disorders than incarcerated men, this is exactly the wrong direction for the error to run. The practical
response is not to discard the tools but to compensate for their known weakness, lowering the threshold
for proceeding to fuller assessment with women, attending to clinical signs the screen may miss, and
treating a negative screen in a woman with more caution than a negative screen in a man. Knowing
where an instrument fails is what allows a clinician to catch the cases it would otherwise let through.
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The consequences of missing a co-occurring disorder at intake extend well beyond the individual
clinical encounter. A client whose mental illness goes unidentified is more likely to be misread by
custody staff as merely difficult or noncompliant, more likely to end up in disciplinary segregation that
worsens the underlying condition, and more likely to cycle through crisis without ever reaching the
treatment that would stabilize him. The intake screen is the point at which that trajectory can be
diverted, which is why its performance is not a narrow psychometric matter but a determinant of how a
person will be treated for the duration of his stay. A system that screens well at intake and acts on the
results manages its population more safely and humanely than one that discovers serious illness only
after a crisis, and the counselor who understands this can make the case for adequate screening as a
matter of institutional safety as well as clinical care.

Screening for co-occurring conditions also has to reckon with the way substance use masks and
mimics psychiatric illness, which complicates the picture at exactly the moment intake occurs. A person
in acute intoxication or withdrawal may present with depression, anxiety, paranoia, or agitation that will
recede as the substance clears, and a screen administered in that window can misattribute a transient
drug effect to a standing disorder, or the reverse. The resolution is not to delay screening until some
arbitrary period of sobriety has passed, which leaves the person unassessed during a high-risk time, but
to screen when required and hold the findings provisionally, reassessing as the person stabilizes. A
screen at intake establishes a starting point and flags who needs a closer look; the fuller assessment that
follows, conducted once the acute effects have settled, is what distinguishes a lasting condition from a
passing state.

Suicide Risk Screening in Corrections

Among the reasons intake screening matters so urgently, none is more immediate than suicide,
which occurs in correctional settings at rates well above the community and which clusters precisely in
the early period after admission that intake screening is positioned to address. An international study
documented 3,906 prison suicides across 24 high-income countries over four years, of which 93 percent
were among men, with rate ratios compared to the matched general population typically higher than 3 in
men and 9 in women (Fazel et al., 2017). Suicide is not a rare edge case in these settings; it is a leading
cause of death, and the assessment system is the first line of defense against it.

What screening seeks to catch is captured in a systematic review of 34 studies covering 4,780 prison
suicides, which identified the strongest associations as recent suicidal ideation, with an odds ratio of
15.2, occupation of a single cell, at 9.1, a history of attempted suicide, at 8.4, a current psychiatric
diagnosis, at 5.9, and remand or detainee status, at 4.1 (Fazel et al., 2008). Several of these are exactly
the items a good intake screen asks about, and several, such as single-celling and remand status, are
situational factors the receiving institution controls. For the practitioner, this evidence turns suicide
screening from a formality into a targeted clinical task: asking directly about current ideation and prior
attempts, attending to the elevated risk of the newly admitted and the remanded, and recognizing that the
response to a positive screen, closer observation, clinical follow-up, and attention to housing decisions,
can be the difference between life and death. The transient nature of much suicidal crisis means that
catching it during the high-risk intake window is often catching it at the only moment that matters.

Effective suicide screening in corrections has features that distinguish it from a routine questionnaire
item. It has to be direct, because oblique or euphemistic questions give a person room to deny what a
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plain question would surface, and the persistent fear that asking about suicide plants the idea is not
supported by evidence; asking directly about current thoughts and past attempts is protective, not
provocative. It has to be repeated rather than treated as a one-time gate at booking, because risk rises and
falls with events, a new charge, a lost appeal, a relationship ending, a transfer, and a person who
screened negative on intake may be in crisis a week later. And it has to be connected to a real response,
because a screen that identifies risk and triggers nothing but a note in a file offers no protection at all.
The value of the screen is entirely in what follows it: closer observation, prompt clinical evaluation,
attention to housing decisions such as isolation that the risk-factor evidence flags as dangerous, and
removal of obvious means.

The counselor's role in this system extends beyond administering an instrument to sustaining the
vigilance that instruments alone cannot provide. Screens catch many at-risk people but not all, and some
who die by suicide passed their intake screen, which means clinical attentiveness to changes in a client's
presentation, mood, and circumstances remains essential alongside the formal tool. Building a culture in
which frontline staff know the warning signs, take expressed hopelessness seriously, and know how to
escalate is as much a part of suicide prevention as the screening form, and the counselor who models
that seriousness and supports that culture contributes to safety in ways that reach well past the clients on
the caseload.

The link between substance use and suicide risk deserves explicit attention in a course about
screening substance-involved clients, because the two are tightly intertwined and each amplifies the
other. Intoxication lowers inhibition and can convert passive ideation into an impulsive act, withdrawal
brings a physiological and emotional low that heightens hopelessness, and the losses that accompany a
substance-involved life, of relationships, employment, custody of children, and freedom, supply the
despair that suicidal crisis feeds on. A client who screens positive for a substance use disorder is
therefore, by that fact alone, at elevated suicide risk, and the two screening domains should be read
together rather than as separate checkboxes. The counselor who notices a severe substance problem and
does not also ask about suicidal thoughts has missed a connection the evidence makes plain, and the
intake moment, when withdrawal and the shock of incarceration compound one another, is precisely
when that connection turns most dangerous.

This intertwining also shapes the response to a positive suicide screen. Where substance use is part
of the picture, managing the acute risk means attending to withdrawal, which is both a medical
emergency in its own right and a driver of the emotional state in which suicide becomes thinkable, and it
means recognizing that stabilizing the substance problem is part of reducing the suicide risk rather than a
separate track. The integrated view this course promotes, that substance use, mental illness, trauma, and
suicide risk are facets of a single clinical picture rather than isolated problems, is nowhere more
consequential than here, where treating them as separate can cost a life and treating them together can
save one.
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Trauma-Informed Assessment

Beneath a large share of the substance use and criminal behavior this course addresses sits a history
of trauma, and assessing for it is not a soft add-on but a clinical necessity, because untreated trauma
drives the very conditions the system is trying to change. The prevalence is substantial and sharply
gendered. A meta-analysis of 56 samples covering 21,099 prisoners found point prevalence of
post-traumatic stress disorder of 6.2 percent in men but 21.1 percent in women (Baranyi et al., 2018),
and a review of incarcerated women specifically found lifetime sexual victimization rates ranging across
studies from roughly half to the large majority of women assessed.

Trauma does not sit in isolation; it amplifies everything around it. A meta-analysis of 36 studies
covering 9,594 prisoners found that post-traumatic stress disorder was significantly associated with
depression, with an odds ratio of 3.4, anxiety at 2.9, substance use at 1.9, and suicidality at 3.0
(Facer-Irwin et al., 2019), which locates trauma at the center of the web of co-occurring problems that
complicate treatment. The developmental roots run deep: a study of 417 detained youth found that
cumulative childhood adversity significantly predicted reoffending, in part through its effect on
substance use severity (Weber & Lynch, 2021), and a review of 12 studies found a higher prevalence of
adverse childhood experiences among people with substance use disorder along with an association
between such experiences and both the development and severity of the disorder (Leza et al., 2021).

For the assessor, this evidence reframes what a correctional setting often reads as defiance or
manipulation as, frequently, a trauma adaptation, and it argues for making trauma screening routine
rather than incidental. It also argues for pairing that screening with a plan for what the program will do
with a disclosure, because inviting someone to reveal a trauma history and then offering nothing in
response can do more harm than not asking, and because the correctional environment itself, with its
searches, restraint, and loss of control, can reactivate exactly the experiences the screen uncovers.
Trauma-informed assessment does not lower the expectation of accountability; it recognizes what the
client is carrying so that the plan can reach the root rather than only the symptom.

Screening for trauma in a correctional setting carries a particular obligation that distinguishes it from
screening for substance use, because the act of asking can itself reopen a wound. A person disclosing a
history of abuse or violence may become distressed in the moment, and doing this in an environment
that offers little privacy, control, or immediate support can compound rather than relieve the harm. This
is not an argument against trauma screening, which is essential given the prevalence, but an argument
for doing it thoughtfully: explaining why the questions are asked, giving the client some control over the
pace and depth of disclosure, and ensuring that a positive screen connects to something, even if only an
acknowledgment and a plan to follow up, rather than to silence. The principle that inviting disclosure
creates an obligation to respond is nowhere more important than with trauma.

The gendered nature of the trauma evidence has direct implications for how systems allocate their
attention. With post-traumatic stress disorder roughly three times more prevalent among incarcerated
women than men, and with sexual victimization histories the norm rather than the exception among
justice-involved women, trauma screening and trauma-responsive programming are not optional
refinements in women's facilities but central to serving that population competently. For men, whose
trauma is more often overlooked precisely because it is less expected and less readily disclosed, the
challenge is different but real: a screening process alert to trauma in men, and a treatment culture that
does not require men to present as victims before their histories can be addressed, catches what a system
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built around stereotypes would miss. In both cases the underlying point is the same, that trauma sits
beneath so much of the substance use and offending the system confronts that an assessment which
ignores it is working with half the story.

Translating trauma awareness into assessment practice means attending to how the correctional
environment itself shapes what the assessor sees. A client arriving for an intake interview may already
be activated by the searches, restraint, and loss of control that define the setting, presenting as hostile,
shut down, or evasive for reasons that have nothing to do with the questions being asked and everything
to do with a nervous system braced against threat. Reading that presentation as a trauma response rather
than as deception or defiance changes the assessor's next move, replacing confrontation with the
predictability and sense of safety that allow a dysregulated person to engage. This is not a matter of
lowering the expectation of honesty but of recognizing that a person who does not feel safe cannot easily
disclose, so that establishing enough safety for disclosure to happen is a precondition of getting valid
information rather than a courtesy layered on top of the real work.

There is also a link between trauma and the response distortion discussed earlier that the assessor
should hold in mind. A guarded, mistrustful, self-protective stance, which can look like deliberate
evasion, is often a reasonable adaptation to a history in which trust was dangerous, and treating it as
simple noncooperation both misreads the person and forecloses the relationship in which accurate
disclosure might eventually occur. The trauma-informed assessor interprets guardedness as information
about the client's history rather than as an obstacle to be overcome by pressure, and responds with the
patience and transparency that, over time, make honest disclosure possible. In a population where
trauma is this prevalent, this stance is not a specialized technique for a subset of clients but a general
competence that improves the validity of assessment across the board.

From Assessment to Treatment: Matching, Medication, and the Reentry
Window

Assessment earns its keep only when it connects to a treatment response that fits what it found, and
the recent evidence sharpens what that matching should look like for justice-involved clients. For those
with opioid use disorder, the single most consequential finding an assessment can produce is the need
for medication. A systematic review of 126 studies found that opioid agonist treatment sharply reduced
the risk of death both in custody, with a hazard ratio of 0.25, and in the community during the first
weeks after release, with a risk ratio of 0.24, and that therapeutic community programs reduced re-arrest,
with an odds ratio of 0.72, and reincarceration, at 0.66 (Macdonald et al., 2024). An assessment that
identifies opioid use disorder and does not lead to a conversation about medication has missed the
intervention with the strongest evidence in this population.

That evidence carries special weight because of the reentry window, the period in which assessment
findings become a matter of survival. The foundational study of post-release mortality found that during
the first two weeks after release the risk of death was 12.7 times that of the general population, with the
relative risk of death from drug overdose reaching 129 (Binswanger et al., 2007), and a later study found
that non-fatal overdose risk in the one-to-two weeks after release rose with an adjusted incidence rate
ratio of 2.92, while being on medication for opioid use disorder cut that risk substantially, with rate
ratios from 0.33 to 0.41 (Keen et al., 2021). An assessment conducted near release is therefore not a
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formality but the basis of a time-limited survival plan, and its most important output may be the
continuity of medication and the naloxone that carry a client through the window.

Matching also means treating the co-occurring conditions the assessment reveals rather than the
substance use alone. A statewide cohort of 2,039 people with opioid use disorder and criminal-legal
involvement found that nearly half had a co-occurring mental health condition, that co-occurrence
predicted higher early recidivism, and yet that group and individual therapy were associated with lower
odds of recidivism (Lawson et al., 2024). The assessment that surfaces a co-occurring disorder is not
merely documenting complexity; it is identifying a target whose treatment measurably changes the
outcome, provided the plan actually addresses it.

The matching principle extends to the substance and severity the assessment identifies, not only the
presence of a disorder. A client with a severe opioid use disorder and a client with mild, situational
alcohol misuse both screen positive for a substance problem, but the appropriate responses could hardly
be more different, and an assessment that stops at yes-or-no has not done the work that treatment
planning requires. Severity should drive intensity: brief intervention and monitoring for the milder end,
structured treatment and, where indicated, medication for the severe end, with the scarce intensive
resources reserved for the clients whose severity and risk justify them. This is the same stepped logic
that governs good screening, applied now to the treatment decision, and it is what allows a system with
finite capacity to do the most good with what it has.

Matching also has a timing dimension that the reentry evidence makes urgent. The same assessment
finding can call for different action depending on where the client sits in the justice cycle, so that an
opioid use disorder identified in a client two weeks from release demands immediate attention to
medication continuity and overdose prevention, while the same finding in a client at the start of a long
sentence allows a more measured approach to engagement and stabilization. A treatment plan that
ignores this timing, that treats a client near the door the same as a client with years ahead, misses the
window in which its most important interventions must happen. The assessment, in other words, must be
read not only for what it finds but for when it finds it, because in this population the calendar can be as
clinically decisive as the diagnosis.

The weakest link between assessment and outcome, across the whole justice system, is the handoff,
and the assessment that does not survive it accomplishes little. A careful evaluation conducted in
custody is worth nothing to a client who is released with no appointment, no medication arranged, and
no records that travel with him, and the evidence that treatment engagement fades without continuity is
consistent enough that the counselor should treat the seams between systems as part of the clinical work
rather than as someone else's responsibility. Concretely, this means an actual appointment on an actual
date before release rather than a phone number to call, medication arranged to continue without a gap, a
treatment plan and records that follow the client to the receiving provider, and, wherever possible, a
warm introduction to the next clinician rather than a cold referral, because a client in the disorienting
first days of reentry will follow a relationship far more reliably than an instruction.

This coordination is unglamorous work, phone calls, scheduling, and persistence against systems not
designed to cooperate, and it is easy to regard as beneath the clinical task or outside the counselor's role.
The evidence says otherwise. For a justice-involved client with a substance use disorder, the outcomes
are won or lost precisely at these transitions, and an assessment that produces an excellent plan which
then dies at the jailhouse door has failed the client as surely as if it had never been done. The counselor
who understands this builds the handoff into the plan from the beginning, treating the connection to
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ongoing care as the final and indispensable stage of the assessment process rather than as an afterthought
appended once the real work is finished.

Criminal Thinking and Its Assessment

This course situates substance use within the broader profile of the justice-involved client, and part
of that profile is the pattern of thinking and, for some, the personality structure that independently drives
antisocial behavior. Assessing these dimensions matters because they change both the risk picture and
the treatment plan. The personality dimension is powerful: a meta-analysis of 21 studies found that any
personality disorder was associated with roughly 4.5 times the odds of violence, with antisocial
personality disorder at 7.6 and borderline at 2.6, and identified comorbid substance use disorder as a key
source of variation (Chow et al., 2025). An assessment that captures substance use but overlooks an
antisocial pattern misses an independent and potent driver of the same behavior the addiction produces.

The evidence on treating criminal thinking rewards a two-sided reading that assessment should
inform. The most studied cognitive program showed, across 33 studies and more than 30,000 offenders,
a small but genuine effect on recidivism, an overall correlation of about .16 (Ferguson & Wormith,
2013), while the first rigorous randomized trial of the same program found no significant reduction in
rearrest, largely because only 37 percent of those assigned to it received even a minimum dose
(Blonigen et al., 2022). The lesson for assessment and planning is that identifying criminal thinking is
necessary but not sufficient; the intervention works through engagement, and an assessment that flags
the need should be paired with a plan realistic about the effort required to meet it. Measuring the
thinking is the first step; ensuring the client actually engages the work that addresses it is where the
change, if any, is won.

Assessing criminal thinking well requires distinguishing it from the states that mimic it, which is
harder than it sounds. The deceit, impulsivity, and disregard for others that mark an entrenched
antisocial pattern can also be produced by active addiction, acute withdrawal, or the adaptations of a
person who has survived a violent environment, and these tend to soften as the substance use is treated
and the person stabilizes, whereas a genuine personality structure does not. An assessment that captures
a snapshot of behavior at intake, when a client may be in withdrawal, frightened, and guarded, risks
mistaking a state for a trait and attaching a label that then shapes how the person is handled for the rest
of his involvement. Reassessing over time, and asking whether the pattern predates the addiction and
persists across periods of abstinence, is what separates a durable characterological picture from a
transient one, and the distinction matters because it changes what treatment can realistically expect to
accomplish.

The applied stance toward criminal thinking mirrors the course's larger theme of holding
accountability and understanding together. Naming distorted thinking honestly, without contempt, and
treating it as something the client can examine and change rather than as a fixed verdict, is both more
accurate and more effective than either ignoring it or writing the person off because of it. The
assessment identifies the pattern; the treatment works only if the client engages, and engagement is built
in a relationship that takes the person seriously enough to be honest with him. A counselor who can see
an antisocial pattern clearly, describe its costs plainly, and still hold the door open is doing exactly the
work this population requires, and is far more useful than one who is either naive about the pattern or
defeated by it.

— 22 — CEU MatrixScreening and Assessment of Clients in the Criminal Justice System



Integrating the Data: From Assessment to Case Plan

Everything in this supplement converges on a single demand that this course places at its center: the
separate findings of screening and assessment become useful only when they are integrated into a
coherent case plan built around the specific person. A justice-involved client rarely presents with one
clean problem. The same person may carry a substance use disorder of a particular severity and
substance, a co-occurring mental health condition, a trauma history, a pattern of criminal thinking, an
actuarial risk level, and a reentry date, and each of these is a thread the assessment surfaces and the plan
must weave together.

Integration means letting the findings set priorities rather than treating them as a list. An opioid use
disorder near release makes medication continuity and overdose prevention the most urgent priority
because the reentry window is where the client is most likely to die. A co-occurring condition means the
plan must treat the two disorders together rather than in sequence. A trauma history means the manner of
treatment matters as much as its content. An elevated actuarial risk level means the most intensive
services should be reserved for this client rather than spent on lower-risk cases. A positive suicide screen
means immediate protective action. The counselor's task is to hold these findings together, notice where
they interact, and build a plan whose sequence and intensity answer the actual profile the assessment
produced rather than a generic template.

This is also where the distinction between a snapshot and a trajectory matters. An intake assessment
establishes a baseline, but the same measures readministered over time reveal whether the client is
improving, stalling, or deteriorating, and that direction of change is often more clinically informative
than any single score. Assessment, understood this way, is not an event that happens once at the front
door but a process that continues throughout the client's involvement, and the plan it produces is a living
document revised as the picture changes.

A brief composite shows how integration works in practice. Consider a man in his thirties entering
jail on a drug-related charge, who screens positive for both substance use and mental health concerns,
whose fuller assessment reveals a severe opioid use disorder, a co-occurring depression that predates his
use, a childhood marked by violence, an elevated actuarial risk score, and a likely release within a few
weeks on time served. Read through the evidence in this supplement, none of these findings is
incidental, and their interaction sets the priorities. The opioid disorder and the imminent release make
medication continuity and overdose prevention the most urgent tasks, because the reentry window is
where he is most likely to die. The depression that predates the use signals a co-occurring condition to
treat alongside the addiction rather than after it. The childhood violence points to a trauma history
beneath the presentation, to be approached with care. The elevated risk score argues for concentrating
intensive services on him rather than a lower-risk peer. A plan that addressed only the drug named in the
charge would miss most of what determines whether he lives and whether he returns, while a plan built
from his actual profile sequences the interventions to answer the real person.

Integration of this kind is what turns a stack of screening and assessment results into clinical
usefulness, and it is a skill distinct from administering any single instrument. The instruments generate
the data; the integration is the judgment that weighs the findings against one another, notices where they
interact, and produces a coherent sequence of action. It is also where the counselor's knowledge of the
whole evidence base pays off, because knowing that opioid disorder near release is a mortal emergency,
that co-occurring conditions are best treated together, that trauma shapes engagement, and that risk
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should guide intensity is what allows the separate findings to become a single, defensible plan rather
than a list of unconnected problems.

Integration also requires resolving the conflicts that a multidimensional assessment inevitably
surfaces, because the findings do not always point the same way. An actuarial tool may rate a client high
risk while the clinical picture suggests a person genuinely ready to change; a self-report may conflict
with a collateral record; a substance use measure may indicate severe need while the client denies any
problem. These disagreements are not failures of the assessment but part of its value, because a
discrepancy is itself information, a signal to look more closely rather than to default to whichever
finding is most convenient. The skilled integrator treats the instruments as witnesses rather than judges,
weighing their testimony together, giving more credence where sources converge and investigating
where they diverge, and arriving at a formulation that accounts for the whole picture rather than
privileging a single number because it looks authoritative.

The product of that integration is a case formulation, a coherent account of how this particular
person came to be where he is and what would have to change for his trajectory to turn, which is a more
useful thing than a stack of scores. A formulation explains how the trauma, the substance use, the
criminal thinking, the mental health condition, and the social circumstances fit together in one life, and
from that account a treatment plan follows naturally, with priorities set by the logic of the case rather
than by the order in which the instruments were administered. This is the craft that turns assessment into
clinical usefulness, and it draws on the counselor's ability to see a person whole. The instruments supply
the evidence; the formulation is the understanding; and the plan is what understanding makes possible.

The Ethics and Competence of Assessment in Justice Settings

The stakes of assessment are higher in the criminal justice system than almost anywhere else,
because the results can inform decisions about liberty, custody, and supervision, and this raises the
ethical and professional obligations this course treats as foundational. A tool that produces a
precise-looking number invites false confidence, and the more authoritative an instrument appears, the
more important it becomes that the clinician understands what it can and cannot support. Competence
here is not optional expertise but an ethical requirement, because a clinician who administers an
instrument without understanding its operating characteristics, its validated populations, and its limits
can misclassify a client, misdirect treatment, or lend unwarranted authority to a flawed result that then
follows the person through the system.

The justice context sharpens the obligation of honesty as well. When an assessment may inform a
court, a parole board, or a supervision decision, the client's interest in knowing how the information will
be used becomes acute, and a client who is misled about the purpose of an assessment cannot
meaningfully consent to it. The dual role that correctional assessment often creates, in which the
clinician both helps the client and reports to an authority, deserves candid handling rather than a
pretense of pure alliance, because justice-involved clients are highly attuned to being handled, and
honesty about the limits of confidentiality tends to build more trust, and often more accurate disclosure,
than an unconvincing posture of confidentiality that the setting cannot support.

Underlying all of it is a stance toward the client as a person rather than a data point, which the
efficiency of a standardized instrument can quietly erode. An instrument that produces a clean profile
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can tempt a busy clinician to respond to the scores rather than to the human being who produced them,
and resisting that drift, using the instrument to inform the encounter rather than to replace it, is part of
what makes the assessment valid, because the trust that produces honest disclosure is built in exactly
that human encounter. The most sophisticated assessment technology still depends, in the end, on a
client willing to tell the truth to someone he believes is there to help, and creating the conditions for that
willingness, even inside a coercive system, remains the clinician's irreducible responsibility.

The competence obligation has a concrete, checkable content that the practitioner can hold as a
standard. It means knowing, for every instrument one administers, what it was designed to do, in what
population it was validated, what its sensitivity and specificity actually are, and where its known
weaknesses lie, so that a tool is never deployed as a black box whose output is trusted simply because it
produced a number. It means understanding the difference between a screen and an assessment and
using each for its proper purpose. It means grasping how base rates, response distortion, and cultural fit
shape what a result means for the person in the room. A clinician who cannot answer these questions
about the tools in use is, however well-intentioned, practicing beyond his competence, and in a setting
where the results affect liberty, that gap is not a minor lapse but a genuine risk to the people being
assessed.

Finally, the whole apparatus of screening and assessment is justified only by what it does for the
people who pass through it, and the practitioner does well to keep that purpose in view against the
pressures that can obscure it. The volume of correctional intake, the pull of documentation and
compliance, and the sheer authority of a standardized instrument can all tempt a clinician toward
processing people rather than understanding them. Resisting that drift, treating each assessment as an
encounter with a specific human being whose history and future are at stake rather than as a form to be
completed, is not sentimentality. It is the condition under which assessment produces valid information
and leads to help, because the trust that yields honest disclosure and the engagement that makes
treatment work are both built in that human encounter. The science of assessment, at its best, does not
replace that encounter; it equips the clinician to make the most of it.
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Screening and Assessment of  
Clients in the Criminal Justice System 

Screening and in-depth assessment are important first steps in the substance 
abuse treatment process; currently no comprehensive national guidelines for 
screening and assessment approaches exist in the criminal justice system. In the 
absence of such guidelines, information in this course can help clinicians and 
counselors develop effective screening and referral protocols that will enable 
them to 

 Screen out offenders who do not need substance abuse treatment.  
 Assess the extent of offenders' treatment needs in order to make 

appropriate referrals.  
 Ensure that offenders receive the treatment that they need, rather than 

being released into the community with a high probability of re-offending.  

This course addresses the issues relevant to screening and assessment and 
makes recommendations for the appropriate use of screening and assessment 
tools in specific settings within the criminal justice system. For information on 
how to use screening and assessment to match the offender to services and to 
identify an appropriate treatment plan, see the CCJP.com course entitled 
“Treating Clients in the Criminal Justice System.” More information on specific 
screening and assessment instruments is provided for you in Appendix A of this 
course. 

Overview 

 Definitions of Terms 

 Screening Guidelines 
o Purpose of Screening 
o Selection of Screening Tools 

 Assessment Guidelines 

 Key Issues Related to Screening and Assessment 
o Accuracy of Information 
o Continuity of Information 
o Systemwide Information Sharing 
o The Need to Rescreen and Reassess 
o Timing of Screening and Assessment 
o When Is a Formal Diagnosis Necessary? 
o Drug Testing 
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 Areas To Address in Screening and Assessment 
o Substance Abuse History 
o Detoxification Needs 
o Physical Health Conditions 
o Readiness for Treatment 
o Co-Occurring Disorders 
o History of Trauma 
o Psychopathy and Risk for Violence and Recidivism 

 Selection and Implementation of Instruments 
o What Guidelines Are Available Regarding the Effectiveness of 

Instruments? 
o Length 
o Cost 
o Window of Detection 
o Interview Versus Self-Administered Instruments 
o Staff Training Required 
o Literacy 
o Language 
o Computerization 

 Screening and Assessment Considerations for Specific Populations 
o Racial and Ethnic Minorities 
o Women 
o Offenders With Co-Occurring Mental Disorders 

 Integrated Screening and Assessment Sample Approaches 
o Colorado Department of Corrections (CDOC) 
o Florida Department of Corrections (FDOC) 
o Jacksonville, Florida Adult Drug Court Programs 
o Orange County, California, Drug Court Program 

 Conclusions and Recommendations  

 Appendix A: Screening and Assessment Instruments  

 Appendix B: Glossary of Terms 

 Appendix C: Bibliography 
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Definitions of Terms 

Information gathered during screening and assessment plays an important role in 
identifying offender needs and making appropriate referrals for services. 
Throughout this course, the following definitions will be used for screening, 
assessment, and related terms in the criminal justice setting: 

 Screening A process for evaluating someone for the possible presence 
of a particular problem. The screening process does not necessarily 
identify what kind of problem the person might have or how serious it 
might be but determines whether or not further assessment is warranted. 
Screening does not typically include assignment of DSM-IV-TR 
(Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, 
Text Revision [American Psychiatric Association {APA} 2000]) diagnoses 
of alcohol or drug abuse or dependence and may only identify DSM-
related problem areas. During the screening process staff members use 
instruments that are limited in focus, simple in format, quick to administer, 
and usually able to be administered by nonprofessional staff. There are 
seldom any legal or professional restraints on who can be trained to 
conduct a screening.  

 Assessment A process for defining the nature of a problem and 
developing specific treatment recommendations for addressing the 
problem. A basic assessment consists of gathering key information and 
engaging in a process with the client that enables the counselor to 
understand the client's readiness for change, problem areas, any 
diagnosis(es), disabilities, and strengths. The assessment process 
typically requires trained professionals to administer and interpret results, 
based on their experience and training. A clinical diagnosis has important 
legal ramifications since judges tend to rely on assessments to identify an 
offender's needs and risks, and to determine the offender's disposition.  

In correctional settings, "screening" and "assessment" are equated with 
"eligibility" and "suitability," respectively. "Eligibility" is determined in pretrial and 
jail settings by screening for offenders who may need substance abuse 
treatment. "Suitability" for placement in one of several different levels of 
treatment services is determined by an assessment to help identify key 
psychosocial problems related to referral to treatment and/or supervision. 
Accordingly, the following considerations are suggested: 

 Eligibility- Does the offender meet the system's criteria for receiving 
treatment services? A quick screen, typically applicable in prisons and 
community corrections settings, can determine whether a person warrants 
assessment to determine if that person has a drug or alcohol problem.  
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 Suitability- Is the offender suitable for the type of program services that 
are available? An assessment can determine whether the offender is 
capable of benefiting from treatment or responding to a particular 
intervention. The question of suitability arises once it has been determined 
that offenders meet the eligibility criteria for receiving services.  

In essence, screening and assessment vary based on the goals of the evaluation 
and the setting where they are used. For drug court and jail settings, a source for 
operational treatment and criminal justice definitions is the article "Guideline for 
Drug Courts on Screening and Assessment" (Peters and Peyton 1998). 

Common Myths About Screening and Assessment 

 

Following are several common myths about substance abuse screening 
and assessment, and the facts that debunk those myths. 

 Myth: Screening and assessment are no better than intuition in detecting 
a person's need for treatment. 

o Fact: Objective screening and assessment measures can result in 
treatment that is better targeted to a client's needs, resulting in 
better outcomes. 

 Myth: Only a single screening is needed to place people in different 
levels of treatment services. 

o Fact: Accurate evaluation requires a battery of assessment 
instruments that examine how substance use has affected all the 
domains of the client's life. When treatment options are severely 
limited, however, a basic screening may be sufficient to determine 
both eligibility and suitability for treatment. 

 Myth: Untrained professionals can conduct screening and assessments. 

o Fact: Although some screenings can be administered and scored 
without significant training, placement decisions are greatly 
improved when they are made by professionally trained staff. This 
includes staff with relevant certification in substance abuse 
treatment, those with advanced professional degrees, and those 
with specialized training in the use of particular screening and 
assessment instruments. For those screening and assessment 
approaches that require an interview with the offender, specialized 
training is also needed in basic counseling techniques such as 
rapport building and reflective listening. Use of trained professional 
staff in the triage and placement process helps to minimize the 
number of inappropriate referrals for treatment. 
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 Myth: Screening and assessment are always compromised because you 
cannot trust self-report information from offenders. 

o Fact: Research generally validates the reliability, and to some 
degree, the validity of information obtained through self-reports. 
Collateral sources such as the offender's family and friends can 
improve the reliability of the information gathered (or "the full 
picture"). Offenders do supply a certain amount of misinformation in 
some settings to avoid unwanted consequences, however. 

 Myth: All screening and assessment instruments are equally effective. 

o Fact: Research shows significant variability in the reliability and 
validity of different instruments with different populations. 

 Myth: Because an instrument is widely used, it must be effective. 

o Fact: Many highly marketed and widely used instruments do not 
have a research base supporting the validity of their use. In fact, 
some of the widely marketed and used instruments have been 
shown to be less effective than those available in the public 
domain. 

 Myth: Screening and assessment should not examine the history of 
physical and sexual abuse and related trauma because this may 
aggravate the offender's level of stress and psychological instability, and 
staff may not be able to deal effectively with the consequences. 

o Fact: Screening and assessment of all forms of abuse is essential 
for both male and female offenders, because it is now recognized 
that the effects of trauma contribute to many mental disorders. 
Clinical outcomes are likely to be compromised if these abuse and 
trauma issues are not explored, and if strategies addressing these 
issues are not developed and integrated into treatment plans for 
mental and substance use disorders. However, it is important to 
emphasize that in screening for a history of trauma it can be 
damaging to ask the client to describe traumatic events in detail. To 
screen, it is important to limit questioning to very brief and general 
questions, such as "Have you ever experienced childhood physical 
abuse? Sexual abuse? A serious accident? Violence or the threat 
of it? Have there been experiences in your life that were so 
traumatic they left you unable to cope with day-to-day life?" 
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Screening Guidelines 

This section presents broad guidelines and considerations for developing an 
effective screening protocol. (See the following section for additional guidelines 
related to assessment protocols.) More specific guidelines based on the criminal 
justice setting and the characteristics of the population are discussed in later 
sections. 

When creating a screening protocol, counselors will need to ask the following 
questions: 

• What is the purpose of the screening?  
• What screening tools will be used and under what circumstances?  

 
Purpose of Screening 

The first issue to consider is the purpose of the screening. In addition to 
screening for drug use, counselors may consider screening for other problem 
areas. For example, given that many infectious diseases are associated with the 
use of drugs (Varghese and Fields 1999), health screening can be important in 
identifying offenders in need of healthcare services to ensure that clients receive 
needed medication and to prevent the spread of disease. Screening to identify 
special needs for offenders with co-occurring mental problems can improve the 
effectiveness of treatment. It can identify individuals who may pose a threat to 
themselves or others, prevent crises, and promote immediate intervention. 
Screening content should identify key issues that need to be addressed in 
placing offenders in treatment. Content can be specific to several domains, 
including substance use, criminal, physical health, mental health, and special 
considerations. Figure 1 summarizes the information relevant to each domain. 

Figure 1: Screening Guidelines by Domain 

 

Domain Information 

 
Substance Use  Substance use history 

  Motivation and desire for treatment 

  Severity and frequency of use 

  Detoxification needs, acute intoxication 

  Treatment history (e.g., number and type of episodes, outcomes) 
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Criminal   Criminal thinking 

Involvement  Current offense(s) 

  Prior charges 

  Prior convictions 

  Age at first offense 

  Type of offense(s) 

  Number of incarcerations 

  Prior successful completion of probation or parole drug use offenses 

  Prior involvement in diversionary programs 

  History of diagnosis of any personality disorder 

 
Health  Intoxication, infectious disease (tuberculosis, hepatitis, sexually transmitted 

diseases, HIV status) 

  Pregnancy 

  General health 

  Acute conditions 

 

Mental Health  Suicidality 

  History of treatment and prior diagnosis 

  Past diagnoses 

  Treatment outcome 

  Current and past medications 

  Acute symptoms 

  Psychopathy 

 

Special   Educational level 

Considerations  Reading level/literacy 

  Language/cultural barriers 

  Physical disability 

  Developmental disability 

  Learning disability 

  Health and biomedical record 

  Housing 

  Dependents/family issues 

  History of abuse (victim and/or perpetrator), including trauma experienced 
as a result of physical and sexual abuse 
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Screening guidelines will vary by setting. A professional screening of an 
individual who has just been arrested will include different questions and require 
different information than a long-term prisoner being considered for parole. For a 
probationer, screening might be used to determine the appropriate level of 
supervision; a jail inmate may be screened to assess his or her suitability for 
treatment. Figure 2 highlights the different screening considerations for each 
setting. 

Figure 2: Screening Guidelines by Setting 

 
 

Setting Purpose Special Considerations 

 

 

Jails  For early identification, if 
getting out of jail early 

Look for previous correctional substance 
abuse treatment, readiness for treatment, 
past institutional behavior problems, prior 
correctional treatment, and court orders. 

  To determine eligibility for 
drug courts and pretrial 
diversion programs 

 

  For diversion to 
specialized mental health 
courts or programs 
focused on behavioral 
problems 

 

  To determine behavioral 
management problems 
and acute needs 
(including crisis 
intervention) 

 

  To identify suitability for 
placement in jail treatment 
programs 

 

  For classification to 
different housing units 

 

— 33 — CEU MatrixScreening and Assessment of Clients in the Criminal Justice System



© 2006 CEUMatrix  11 

 

 

Prisons  To match time left to serve with 
time for receiving treatment or 
for custody level classification 

Look at prison record, 
treatment history (including 
treatment for issues other 
than substance abuse), and 
behavior. 

  To identify suitability for 
placement in prison treatment 
programs 

 

 

Pretrial and 
Community 
Supervision 

 To determine the need for 
housing, transportation, 
employment, or economic 
benefits 

Look for community or 
corrections records or 
collateral information (e.g., 
information from family 
members). 

  To identify suitability for 
placement in community 
treatment programs 

 

  To assess for public safety risk 
and level of supervision needed, 
pursuant to consideration for 
placement in diversion 
programs 

 

 
 

Selection of Screening Tools 

In addition to identifying the purpose of screening, the protocol should also 
identify the screening tools to be used and the conditions under which they are 
used. Basic information can be acquired from any number of sources, including 

 Booking records  
 Self-report/interview information  
 Results of instruments and surveys administered  
 Past correctional records (presentence investigations)  
 Past treatment records  
 Police reports  
 Correctional staff reports (for bail hearings, early release)  
 Prior offense records (for driving under the influence [DUI], possession, 

trafficking)  
 Emergency medical reports  
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 Drug test results (from examination of hair, sweat, urinalysis, 
Breathalyzer )  

Some jurisdictions may be required to use a particular instrument or information 
source to gather information consistently from all offenders, even though 
corroborative information, such as urine test results, is often available. Such 
universal screenings can help route nonviolent, low-risk offenders to treatment 
placements in the community so that recovery can begin. A more detailed 
discussion of selection of screening instruments is provided later in this course. 

 

Assessment Guidelines 

The goal of assessment is to gather enough information about clients to describe 
how the treatment system can address their substance abuse problems and the 
impact of those problems. An assessment examines how the offender's 
emotional and physical health, social roles, and employment could be affected by 
substance abuse (Center for Substance Abuse Treatment [CSAT] 1994a ). In 
addition, assessments can help identify the factors that could prompt a return to 
drug use or criminal behavior. These include lack of social support networks, 
unstable employment history, poor health, criminality, unresolved legal problems, 
inadequate housing, lack of motivation to change, a history of physical and 
sexual abuse, mental illness, learning disabilities, and other social and 
psychological factors. These factors need to be carefully examined during 
assessment to plan for potential gaps in services that can affect relapse and 
criminal recidivism. 

While assessments are more comprehensive than screenings, their depth and 
scope varies across settings according to the following factors: 

 Amount of time available to conduct the assessment  
 Physical setting of assessment (e.g., holding pen, booking room, medical 

unit, reception center, lockup, community/corrections office)  
 Factors influencing the confidentiality or privacy of the assessment 

process and the uses of assessment findings  
 Availability of qualified staff, caseload volume, and interagency 

cooperation  
 Availability of financial resources (e.g., staffing, type of assessment 

chosen)  
 Availability of treatment options in the community  
 Number of sources of information  
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The instruments and sources of information used during an assessment are 
determined by the purpose of the assessment. Jurisdictions may elect the 
quickest and most efficient approach to assess who goes into treatment. In other 
cases, the court may want the greatest amount of information available about an 
offender. In this case, in addition to police, corrections, and medical records, an 
assessment should include family and other collateral sources for historical 
information. 

The following guidelines pertain to assessment protocols: 

 Purpose - In pretrial or diversion settings, assess for linkage to the 
community and placement to different types of services.  

 Content - In all settings, deepen the information obtained from previous 
screenings (psychopathy, antisocial).  

 Source - In pretrial or diversion settings, seek more expansive collateral 
information from family and social service staff. In jails, prisons, or 
community supervision settings, correctional officers and/or collateral 
offenders may be additional sources of information.  

Once a screening has identified the need for treatment, assessments should be 
conducted before offenders are given permanent placements. Assessments feed 
into treatment planning, decisions about treatment intensity and services needed 
(e.g., treatment planning and matching), and reentry and continuing care plans. 

 

Advice to the Counselor: Screening and Assessment 

 

 It is critical to administer screening and assessment instruments in a 
way that encourages honesty. Offenders often think the results of 
these screenings will be used against them and may try to skew the 
results to influence the outcome of a trial. 

 The consequences of honest or dishonest responses should be 
clarified with the offender. 

 Counselors should use available collateral information, such as drug 
testing results, to verify the accuracy of the information. 
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Key Issues Related to Screening and Assessment 

The distinctions between screening and assessment are defined above. This 
section highlights key issues relevant to both. 

Accuracy of Information 

Accuracy of screening and assessment information is clearly dependent on the 
honesty of the offender. It is critical to administer screening and assessment 
instruments in a way that encourages honest answers. The consequences of 
honest and dishonest responses should be clarified, and the setting for the 
screening can be important in this regard (Knight et al. 2002). Some factors that 
contribute to greater accuracy of responses include using collateral information, 
using concurrent drug testing, and reviewing with the offender the purposes of 
information obtained during screening and assessment. 

In some contexts (e.g., pretrial and presentence settings), offenders are often 
concerned that screening and assessment results will be used against them; for 
example to coerce them into a long-term treatment program. The individual may 
also want to avoid being labeled as having an addiction problem. Conversely, an 
offender may purposely try to skew the results to influence the outcome of trial, 
sentencing, or placement in custody and/or treatment settings. It is important for 
those administering screening and assessment to recognize the factors that may 
influence the accurate disclosure of information, and to craft their findings 
accordingly. 

Unless potential concerns related to the screening and assessment process are 
addressed directly, it is unlikely that screening and assessment results will 
provide an accurate picture of the offender's substance abuse problems and 
treatment needs. Offenders should be briefed in advance regarding who will have 
access to screening and assessment information and how the information will be 
used. Counselors and criminal justice professionals should also clearly indicate 
their own role in the information gathering process. It may also help to address 
myths regarding court-ordered or other mandated treatment and treatment 
program requirements, and to describe the benefits of participating in treatment. 
Counselors working in criminal justice settings should also be aware of issues 
related to confidentiality and informed consent in the context of screening and 
assessment (see CSAT 2004 and www.hipaa.samhsa.gov ).  
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Continuity of Information 

Screening and assessment are not single events but continuous processes that 
can be repeated by a variety of professionals in a variety of settings (CSAT 
1994a ). Efforts should be made to ensure the continuity of the information and to 
preserve the rights of the client. Ongoing communication and data sharing are 
important aspects of the screening and assessment process. Substance abuse 
treatment and criminal justice system staff, at all points in the process, need to 
pass on information obtained from substance abuse screening and assessment. 
Key information can be summarized and consolidated using a brief format, but 
this information should be maintained in a case file even if a client does not go 
on to criminal prosecution so that it can be used in case of subsequent arrest. It 
is helpful to standardize the format used to document screening and assessment 
information so that staff can be trained to more readily access, interpret, and 
communicate this information (CSAT 1994a). 

Effective treatment programs require assessment and coordination between 
substance abuse treatment and criminal justice programs and an understanding 
of the goals of both systems. Coordination also leverages the scarce resources 
for substance abuse treatment (CSAT 1994a). To encourage a team approach to 
treatment, assessment, referral, and case management, the two systems need to 
develop or strengthen arrangements that support linkages at the institutional and 
procedural levels. In addition, cross-training can promote the use of screening 
and assessment results and can reduce duplication of efforts (CSAT 1994a).  

Systemwide Information Sharing 

Frequently, those in the criminal justice system who conduct initial substance 
abuse screening and assessment maintain the information, while others who 
have contact with the offender later in the course of criminal justice processing 
have to re-screen or reassess the individual. (See CSAT 2004 and 
www.hipaa.samhsa.gov for information about confidentiality and certain 
restrictions regarding sharing of information.) The use of multilevel agreements to 
share information is one approach that can minimize duplication of screening and 
assessment activities. One way to achieve this is to convene stakeholder 
meetings with representatives from all of the involved agencies in the system to 
develop these agreements. The benefits of multilevel agreements tend to be 
quite persuasive. Following are two examples: 

 Agency A is spending $15 per drug screen in addition to staff time. If that 
agency works out an implementation plan with Agency B, both agencies 
can share the information, avoiding the unnecessary costs of duplicating 
tests.  

 Hospitals that have laboratory test results can add them to a database to 
confirm or refute self-report information.  
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At each stage of the criminal justice process there can be individuals or 
agencies that do not support sharing of substance abuse screening and 
assessment information. These groups have legitimate concerns that need to 
be expressed, and they need to be brought into the decision-making process 
as full stakeholders. Jurisdictions that establish interagency agreements can 
preserve limited staff time and resources and help avoid unexpected 
resistance to systemwide sharing of screening and assessment information at 
any stage in the criminal justice process. See the text box below for examples 
of programs that have developed multilevel agreements for sharing 
information systemwide. 

Examples of Multilevel Agreements  
for Systemwide Sharing of Information

 
Developing multilevel agreements is a difficult task and can take years to 
complete. Large criminal justice systems will clearly benefit from having an 
intermediary case management or placement system to increase communication 
and coordination between in-custody programs, community-based providers, and 
parole offices. Below are several working models of multilevel agreements for 
systemwide sharing of information. 

Lane County, Oregon  

Lane County uses client consent and a multilevel agreement between agencies 
to facilitate sharing of information. In this model, the client and agencies must 
agree up front if someone wants shared access to information. A 
correctional/mental health official developed a screening and reporting system 
where every person in jail is screened for drugs, risk, and mental health with a 
brief instrument. The screening information is available systemwide (i.e., jail, 
diversion, and community programs), including a tear-off copy for mental health 
information (National GAINS Center 2000). 

High Intensity Drug Trafficking Areas Automated Tracking System  

The University of Maryland developed a nonproprietary Management Information 
System (MIS) called HATS, the HIDTA [High Intensity Drug Trafficking Areas] 
Automated Tracking System, that links substance abuse treatment, mental 
health, juvenile, and community information. HIDTA is a program within the 
Office of National Drug Control Policy that coordinates drug control efforts in 28 
regions around the country. A layered set of informed consent agreements is 
used to provide different access levels to different stakeholders (e.g., judges, 
parole, treatment programs). Users gain HATS access by signing an agreement 
to share any improvements made to the system, to benefit all stakeholders. The 
MIS is in use from coast to coast as a seamless care screening, assessment, 
case matching, and monitoring database (Taxman and Sherman 1998). For more 
information, go to the Washington/Baltimore HIDTA HATS site at www.hidta.org. 
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Maricopa County, Arizona  

Maricopa County has a data-link feed between the jail and behavioral health 
authority to determine whether offenders entering jail have a previous record of 
mental health services or substance abuse treatment (National GAINS Center 
1999c ).  

Orange County Probation Department  

As part of the implementation of Proposition 36, the Orange County (California) 
Probation Department developed an MIS that links the Drug and Alcohol Division 
of the County Health Care Agency (HCA) with myriad treatment providers in the 
county. The law requires that the offender have an assessment and be referred 
to treatment within 7 days of sentencing. In processing offenders, the Probation 
Department conducts an initial assessment, while the HCA conducts a clinical 
assessment to determine the appropriate treatment level. On receiving the case 
from the court, the Probation Department sends a referral through the system to 
HCA, who then completes the assessment, selects a provider, and sends a 
notice through the system to the selected provider. The system then allows the 
provider to send periodic progress reports to the Probation Department, including 
when release of information forms have been signed, assessment levels, drug 
test results, and progress in treatment (Orange County Probation Department 
2002). 

 
 

The Need to Rescreen and Reassess 

There are many reasons to rescreen and reassess. Offenders who may fear the 
consequences of self-disclosing substance abuse problems in one setting (e.g., 
pretrial detention) may be more open to discussing their need for treatment at a 
later stage (e.g., community supervision or prison). 

Offenders' motivation for treatment may change over time; for example, as they 
become more familiar with peer mentors, counseling staff, program expectations, 
and their own self-defeating behaviors from the past. Another example is 
participants in drug courts who initially appear resistant to treatment during status 
hearings and who are unresponsive to early efforts by the judge and/or treatment 
counselors to instill motivation (e.g., through praise, use of sanctions, and 
engagement in more intensive treatment), but who later surprise program staff by 
their progress toward recovery over the course of a year or more of program 
participation. For these individuals, assessment may reflect a gradual process of 
uncovering reasons to quit their substance use, and identifying strengths that can 
be built on during treatment. Another key reason for conducting multiple 
screenings and assessments over time is that previous information obtained may 
become outdated and may not include recent events that are relevant to 
treatment, such as relapse episodes, undetected mental disorders, or domestic 
violence. 
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Advice to the Counselor: The Need to Rescreen 

 

• An offender's motivation and willingness to enter treatment may 
change over time. Those who fear the consequences of self-
disclosing substance abuse in a pretrial setting may be more open 
to discussing their need for treatment while under community 
supervision or in prison. Others who initially appear resistant to 
treatment may later surprise program staff by their progress toward 
recovery. 

• Multiple assessments may uncover an offender's reason to quit 
substance use and identify strengths that can be built on during 
treatment. 

 
 

Timing of Screening and Assessment 

In some criminal justice settings only a single screening is needed, due to limited 
treatment options available or to the fact that assessment will be provided at a 
later stage. This screening is typically focused on issues related to eligibility 
criteria and suitability for treatment. In cases in which several treatment options 
and sufficient time are available, screening is often followed by a more 
comprehensive assessment. 

Although screening is usually conducted as early as possible after the offender's 
entrance into the criminal justice system, assessment may be delayed due to the 
offender's sentence length, anticipated date of enrollment in substance abuse 
treatment services, and other factors. For example, most prison treatment 
programs provide services for inmates who are serving the last 24 months of 
their sentence, and routinely wait to provide a comprehensive assessment until 
the inmate is nearing the enrollment date for treatment services.  

When Is a Formal Diagnosis Necessary? 

When identified with a diagnosis that will follow them throughout the system or 
even their lifetime (if entered into the criminal justice system's computer), people 
sometimes feel labeled and stigmatized. This is particularly true of diagnoses 
related to mental disorders. Because symptoms of mental disorders are often 
mimicked by recent drug or alcohol use, or withdrawal from these substances, it 
is particularly important to defer diagnosis until an adequate assessment period 
is provided under conditions of abstinence. A "people first" description such as 
"offender who uses drugs" is preferable to the label "drug user." Moreover, 
diagnostic classification can sometimes preclude offenders from receiving  
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needed services. For example, a mental disorder diagnosis can preclude access 
to substance abuse services. Likewise, a substance abuse diagnosis can 
preclude access to mental health services, resulting in no services being 
rendered. A substance abuse diagnosis can also limit an offender's access to 
certain work assignments or vocational training. 

To avoid these problems, formal diagnoses should be made based on sound 
clinical practice. A formal diagnosis may be required when 

 Reimbursement for services requires it (e.g., Medicaid or Medicare 
reimbursement is not possible without a DSM-IV-TR code).  

 Pharmacological intervention is suggested (e.g., methadone, Antabuse).  
 Potential psychiatric concerns emerge (e.g., when the counselor is trying 

to rule out substance abuse or when symptoms may be drug induced, 
organic, or psychiatric).  

 The counselor needs to clarify co-occurring disorders that affect treatment 
decisions.  

 The information is for research or evaluation purposes.  

Drug Testing 

Drug testing is frequently used as a screening device in community-based and 
institutional settings. For example, in pretrial settings drug testing is used to 
identify and monitor drug use and to reduce the number of re-arrests among 
defendants (Bureau of Justice Assistance 1999). A major objective of pretrial 
drug testing is to offer courts alternatives to either detention or unsupervised 
release during the pretrial period. In community settings drug testing provides a 
powerful tool for treatment staff, the courts, and community supervision staff to 
monitor and address relapse episodes and treatment progress. In institutional 
settings, drug testing is helpful in monitoring abstinence and can serve as an 
"early warning" device in detecting problems among therapeutic residential 
programs. In all settings, drug testing serves both as a deterrent to use and as a 
strong incentive for offenders to remain abstinent. 

Because of advancements in drug testing technologies, drug testing can easily 
be incorporated into the pretrial risk assessment process. For instance, using 
hand-held devices, commercial laboratories can conduct analyses of urine, 
perspiration, and hair to identify the presence of a variety of drugs. Pretrial 
screening for five drugs can cost anywhere from $5 to $120 (Henry and Clark 
1999). However, protocols for collecting, testing, and disposing of specimens 
must be carefully observed to preserve the chain of evidence in the pretrial 
setting. Counselors should ensure that the rights of detainees and offenders are 
not violated (see the CCJP.com course “Major Treatment Issues for Offenders 
Who Use Substances”).  
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Areas to Address in Screening and Assessment 

This section describes the key areas that are important for effective screening 
and assessment. 

Substance Abuse History 

Major topics covered during screening and assessment include observable signs 
and symptoms of alcohol or drug use, signs of acute drug or alcohol intoxication 
and withdrawal effects, drug tolerance effects, negative consequences 
associated with substance abuse, the self-reported history of substance abuse, 
age and pattern of first substance abuse, recent patterns of use, drug(s) of 
choice, and motivation for using substances. A full examination is made of the 
prior involvement in treatment, both in criminal justice and non-criminal-justice 
settings. Family history of substance abuse is also important, including current 
patterns of abuse by family members who have contact with the offender. 

Screening instruments 

The effectiveness of substance abuse assessment and screening instruments 
may vary according to the criminal justice setting and the goals of gathering 
information in that setting. For example, in one study (Peters et al. 2000), eight 
different substance abuse screening instruments were examined for use among 
male prisoners. Each of the instruments was found to have adequate test-retest 
reliability (the extent to which the scores are the same on two administrations of 
the instrument with the same people), although the validity of the instruments 
varied, as described later in this section. The screening instruments examined in 
the study included the following: 

 Alcohol Dependence Scale (ADS)  
 Addiction Severity Index (ASI)-Alcohol Use subscale (ASI-Alcohol)  
 ASI-Drug Use subscale (ASI-Drug)  
 Drug Abuse Screening Test (DAST-20)  
 Michigan Alcoholism Screening Test (MAST short version)  
 Substance Abuse Subtle Screening Inventory-2 (SASSI-2)  
 Simple Screening Instrument for Substance Abuse (SSI-SA)  
 TCU Drug Screen (TCUDS) (Knight et al. 2002)  

However, these instruments varied considerably in sensitivity, specificity, and 
positive predictive value with different subpopulations (see Appendix B for 
glossary of terms). For example, the SASSI-2 had significantly lower positive 
predictive value for African Americans than for Caucasians and 
Hispanics/Latinos (Peters et al. 2000). Figure 3 lists recommendations for brief 
screening instruments based on this research. 
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Figure 3: Recommended Substance Abuse Screening Instruments 

Instrument Purpose Description 

 
Alcohol Dependence 
Scale (ADS) 

A 25-item instrument developed 
to screen for alcohol 
dependence symptoms; 
performs adequately in 
community and institutional 
settings 

 The ADS (Skinner and Horn 1984) 
can be coupled with the ASI-Drug Use 
section to provide an effective screen 
for alcohol and drug use problems 
among offenders. For more 
information on the ADS, contact the 
Center for Addiction and Mental 
Health (formerly the Addiction 
Research Foundation) at (800) 661-
1111. The ASI is reprinted in TIP 7, 
Screening and Assessment for 
Alcohol and Other Drug Abuse 
Among Adults in the Criminal Justice 
System (CSAT 1994e).  As TIP 7 is 
currently out of print, information on 
ordering copies of the ASI can be 
found in Appendix C.  

 

Simple Screening 
Instrument for 
Substance Abuse 
(SSI-SA) 

A 16-item screening instrument 
that examines symptoms of 
both alcohol and drug 
dependence 

 An expert panel developed the SSI-
SA as a tool for outreach workers. 
The SSI-SA, which can be 
administered without training, includes 
items related to alcohol and drug use, 
preoccupation and loss of control, 
adverse consequences of use, 
problem recognition, and tolerance 
and withdrawal effects. The SSI-SA is 
reproduced along with instructions in 
TIP 42, Substance Abuse Treatment 
for Persons With Co-Occurring 
Disorders (CSAT 2005c ). 

 

TCU Drug Screen 
(TCUDS) 

A 15-item substance abuse 
diagnostic screen 

The TCU Drug Screen is completed by 
the offender and serves to quickly identify 
individuals who report heavy drug use or 
dependency (based on the DSM-IV-TR 
and the National Institute of Mental 
Health Diagnostic Interview Schedule) 
and who therefore might be eligible for 
treatment. For more information regarding 
the TCUDS and other related instruments 
go to www.ibr.tcu.edu.  

Source: Peters et al. 2000. 
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Findings indicated that either the TCUDS or a combination of the ADS and ASI-
Drug screen should be used in situations in which it is important to reduce 
inappropriate referrals to substance abuse treatment. These instruments may be 
particularly useful for treatment programs that have limited "slots" available and 
significant consequences for mismatching offenders to the program (e.g., 
therapeutic communities or other residential programs). The SSI-SA is 
recommended for use in situations in which it is desirable to identify the largest 
number of offenders who need treatment (Peters et al. 2000). Some correctional 
systems have begun to use the SSI-SA for initial screening at the time of prison 
admission, with conducting additional assessment later to verify the need for 
treatment and to determine the specific level of services needed. 

In conducting screening and assessment with female offenders, counselors may 
want to consider use of the Alcohol Use Disorders Identification Test (AUDIT) 
and the Tolerance, Worried, Eye Openers, Amnesia, Kut Down test (TWEAK), 
both of which were developed for women and are more sensitive than the CAGE. 
The AUDIT and TWEAK also provide equivalent sensitivity in African Americans 
and Caucasians. For screening of alcohol problems among female offenders, 
counselors may also want to consider use of the Rapid Alcohol Problems Screen 
(RAPS), which has been shown to be more sensitive than other measures with 
AfricanAmerican, Hispanic, and Caucasian women (Cherpitel 1997).  

Assessment instruments 

A wide variety of substance abuse assessment instruments is available for use in 
the criminal justice system. The most commonly used assessment instrument is 
the ASI (McLellan et al. 1980, 1992), which is used for screening, assessment, 
and treatment planning. The ASI was supported by the National Institute on Drug 
Abuse and is reproduced in TIP 7, Screening and Assessment for Alcohol and 
Other Drug Abuse Among Adults in the Criminal Justice System (CSAT 1994e ), 
and TIP 38, Integrating Substance Abuse Treatment and Vocational Services 
(CSAT 2000c ).  As TIP 7 is currently out of print, I’ve included information on 
ordering copies of the ASI in Appendix C.  The instrument provides a structured 
interview format to examine seven areas of functioning that are commonly 
affected by substance abuse, including drug/alcohol use, family/social 
relationships, employment/support status, and mental health status. Many 
agencies, including those in criminal justice settings, have adapted modified 
versions of the ASI for use as a substance abuse screening instrument. Two 
separate sections of the ASI that examine drug and alcohol use are frequently 
used as screening instruments. 
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A positive feature of the ASI is that it has been validated for use in criminal 
justice populations (McLellan et al. 1985, 1992; Peters et al. 2000). For example, 
the ASI is highly correlated with objective indicators of addiction severity. The 
ASI is also one of the few instruments that measure several different functional 
aspects of psychosocial functioning related to substance abuse and provide a 
concise estimate of the history of substance abuse as well as recent use. The 
instrument provides severity ratings in each functional area assessed, which are 
useful both clinically and for research purposes. In using the ASI for assessment, 
significant training is needed to administer and score the instrument. The 
interview version of the ASI requires 45 - 75 minutes to administer, although the 
alcohol and drug use sections require considerably less time. A self-report 
version of the ASI was developed that has been shown to be a reliable and 
accurate alternative to the counselor administered instrument (Butler et al. 1998, 
2001).  

Detoxification Needs 

Screening should address current evidence of intoxication, dependence, 
overdose, and withdrawal. This is particularly relevant in community corrections 
and jail settings, in which there may be significant periods of substance abuse 
that precede contact with the criminal justice system. Criminal justice and 
treatment staff should be trained to detect signs and symptoms of substance 
abuse and to refer clients to medical staff to assist in cases of acute intoxication. 
Once an individual is referred for detoxification, medical staff should perform a 
comprehensive assessment to determine the level of prior and recent use, and 
the level of substance abuse or dependence. 

Safe withdrawal from substances such as stimulants, cocaine, hallucinogens, 
and inhalants can be achieved with psychological support, symptomatic 
treatment, and periodic reassessments by healthcare providers. Frequent clinical 
assessments, along with appropriate treatment adjustments, are also important 
since the intensity of withdrawal cannot always be predicted accurately (Federal 
Bureau of Prisons 2000). Some substances, such as alcohol, sedative-hypnotics, 
and anxiolytics, can produce dangerous withdrawal syndromes once 
physiological dependence has developed. Offenders who have severe and life-
threatening symptoms of intoxication or withdrawal should be placed immediately 
under medical supervision. The Federal Bureau of Prisons (2000) recommends 
that "inmates presenting with alcohol intoxication should be presumed to have 
alcohol dependence until proven otherwise" (p. 8). 
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Not all substances of abuse produce clinically significant withdrawal syndromes, 
but abstinence generally results in some psychological changes. Offenders 
should thus be reassessed often. Substance abuse may mask co-occurring 
mental disorders, such as depression, or symptoms of mental illness may 
disappear when the offender is not using. In some cases, withdrawal may cause 
symptoms of mental disorders that can be identified and treated. 

For more information on the signs and symptoms of intoxication and withdrawal 
and the treatment of individuals undergoing detoxification, see the forthcoming 
TIP Detoxification and Substance Abuse Treatment (CSAT in development a ). 
The Federal Bureau of Prisons Clinical Practice Guidelines: Detoxification of 
Chemically Dependent Inmates, December, 2000 can be accessed online at 
www.nicic.org/pubs/2000/016554.pdf. 

 

Advice to the Counselor: Screening for Detoxification 

 

• Screening forms should note evidence of intoxication, dependence, 
overdose, and withdrawal. This is particularly important in 
community corrections and jail settings, in which there may be 
significant periods of substance abuse that precede contact with 
the criminal justice system. 

• Besides the potential need for detoxification services, screening 
should address conditions that may affect the offender's 
involvement in treatment, such as physical disabilities. 

• It is helpful to note whether a client is receptive to treatment and 
may be committed to recovery (readiness to change). 

 
 

 
Physical Health Conditions 

Besides the potential need for detoxification services, screening should also 
address significant medical conditions that may affect the offender's involvement 
in treatment, such as physical disabilities, tuberculosis, hepatitis, HIV/AIDS, and 
other debilitating diseases.   
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Readiness for Treatment 

In addition to examining the severity of substance abuse problems, it is helpful to 
know whether a client is receptive to treatment and is committed to recovery 
goals. Readiness for treatment provides an important indicator regarding where 
the substance abuse treatment should begin. 

Readiness for treatment is not always clearly defined or apparent at the onset of 
treatment. Most clients do not volunteer for treatment and experience significant 
ambivalence about the process and level of commitment required. For years, 
treatment professionals and paraprofessionals believed that a person needed to 
"hit bottom" to be ready for change. Today, it is recognized that people can be 
ready for treatment without "hitting bottom" and that many people can receive 
benefits from treatment even if they are not completely ready. For example, 
motivational interviewing (MI) techniques (discussed in detail in the DLCAS.com 
course on Motivational Change in Substance Abuse Treatment) can be used to 
help clients resolve their ambivalence toward treatment and toward making 
changes in their lives. MI provides an empathic, supportive, and directive 
counseling style that attempts to persuade and guide the client toward change 
rather than to create motivation through confrontation of the client's substance 
abuse problems and labeling the client as an "addict." 

Many individuals who successfully recovered from substance abuse problems 
were coerced into treatment, either by family, employers, or the criminal justice 
system. Coerced treatment by the criminal justice system has been shown to be 
at least as effective as non-coerced treatment, when time in treatment is held 
constant (CSAT 1994a ; De Leon 1988; Hubbard et al. 1988). Coercion can 
come from multiple sources. Many offenders reported that pressures from 
"psychological, financial, social, familial, and medical domains" had more 
influence in their decision to enter treatment than did the legal system (Marlowe 
et al. 1996, p. 81). However, their decision to stay in treatment is more often 
based on motivational readiness (Knight et al. 2000) and external leverage. 
Thus, for clients with low internal motivation, coercive interventions may help to 
increase their readiness for treatment. Excluding people as "unready" or 
"unmotivated" would exclude the vast majority of clients and would mean that 
treatment and recovery would never begin for many (CSAT 1994a ). For 
example, Alcoholics Anonymous counsels people who abuse alcohol to "bring 
the body, and the mind will follow," believing that motivational readiness will grow 
as the program takes hold. 

An individual's readiness for change is one of the most important factors that 
substance abuse counselors and clinicians should examine during the screening 
and assessment process, and has been found to be predictive of treatment 
retention and other outcomes. Studies have shown that initial motivation for 
treatment influences enrollment in post-release treatment services (De Leon et  
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al. 2000; Simpson and Joe 1993). Several treatment interventions (e.g., MI, 
motivational enhancement therapy) (Miller and Rollnick 2002) have been 
developed to explore and enhance readiness for treatment. Many substance 
abuse programs in the criminal justice system include a "pretreatment," or 
"readiness" phase designed to address the needs of offenders not yet committed 
to recovery goals and ongoing involvement in treatment. This initial phase of 
treatment addresses offenders' goals, expectations, and motivation for change. 
This intervention helps identify offenders who are ready for more intensive 
treatment services that require full participation in activities designed to 
encourage changes in attitudes and behaviors. 

Assessing readiness includes obtaining information about clients' awareness of a 
substance problem, their ability to acknowledge their need for help, their 
willingness to accept help, their perception of how others feel about their need for 
help, and whether they have taken steps to change on their own (Wanberg and 
Milkman 1998). Generally, clients can be considered "ready" for treatment if they 
want to abstain from substance abuse, see treatment as a means to become 
drug- or alcohol-free, and recognize the difficulty in abstaining from substance 
abuse without professional assistance (CSAT 1994a ). Figure 4 describes 
several brief instruments that can be used to assess readiness for treatment.   

 

Figure 4: Instruments for Evaluating Readiness for Treatment 

 

Instrument  Description  

 
The University of 
Rhode Island 
Change Assessment 
Scale (URICA) 

URICA was developed to assess stage of change. The 
instrument is known to be valid with different populations in a 
variety of settings. El-Bassel and colleagues have determined 
that URICA is useful, reliable, and valid among incarcerated 
women who use drugs (el-Bassel et al. 1998). The URICA and 
other similar instruments are reprinted in TIP 35, Enhancing 
Motivation for Change in Substance Abuse Treatment (CSAT 
1999b ). 

 

The TCU Treatment 
Motivation Scales 

The TCU Treatment Motivation Scales can be used to track the 
stages of change in treatment motivation. For further information, 
go to www.ibr.tcu.edu.  
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The Circumstances, 
Motivation, Readiness, 
and Suitability Scales 
(CMRS) 

The CMRS scales were designed to predict retention based 
on dynamic client factors related to seeking and remaining in 
treatment (DeLeon et al. 1994). The Circumstances scale is 
defined as the external pressure to engage and remain in 
treatment. The Motivation scale is defined as the internal 
pressure to change; the Readiness scale is defined as the 
perceived need for treatment; and the Suitability scale is 
defined as the individual's perception of the treatment 
modality or setting as appropriate for himself. A prison 
version has been developed. A revised version of the CMRS, 
the CMR, is also available. The CMR is copyrighted and can 
be obtained by contacting the National Development and 
Research Institute, Inc., 71 W. 23rd Street, 8th Floor, New 
York, New York 10010, or mail@ndri.org. 

 

Stages of Change, 
Readiness, and 
Treatment Eagerness 
Scale (SOCRATES) 

SOCRATES includes items specifically focused on alcohol 
abuse and can be used as a starting point for discussion. A 
Spanish translation is available. The SOCRATES and other 
similar instruments are reprinted in TIP 35, Enhancing 
Motivation for Change in Substance Abuse Treatment (CSAT 
1999b ). 

 
 

Co-Occurring Disorders 

A substantial percentage of those under criminal justice supervision have one or 
more co-occurring mental disorders in addition to their substance use disorder. 
There were an estimated 283,800 incarcerated individuals in 1998 who had a 
major mental disorder, including 16 percent of State prison inmates, 7 percent of 
Federal prison inmates, and 16 percent of jail inmates (Ditton 1999). Of all of 
these individuals, 49 - 65 percent were under the influence of drugs or alcohol at 
the time of their offense, and 24 - 38 percent had a history of alcohol 
dependence. Because individuals often require therapeutic intervention for co-
occurring disorders, accurate screening and assessment are of particular 
importance. 

Much of the literature related to co-occurring disorders in the criminal justice 
system has focused on the most severe mental disorders (e.g., schizophrenia, 
bipolar disorder, and major depression) (Broner et al. 2002). However, less 
severe disorders (e.g., anxiety, phobia disorders, and posttraumatic stress 
disorder [PTSD], along with less severe depression, attention deficit disorders, 
and various types of personality disorders) are also common among offenders 
with substance use and mental disorders, and can affect treatment outcomes 
(Broner et al. 2002; Haywood et al. 2000; Henderson 1998; Peters and Hills 
1997, 1999; Teplin et al. 1996). 
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An important first step in treating offenders with co-occurring disorders is to 
develop a systematic approach to screen and assess for these disorders. 
Relatively few jurisdictions systematically screen for mental health problems or 
co-occurring disorders upon arrest, prior to or following the arraignment process, 
or upon entrance into the jails. Despite the high prevalence of co-occurring 
disorders, these disorders are not always detected from the individual's arrest 
charge or mental status during booking. Unless the screening process is 
systematic, the target population may not be identified. As a result, many 
individuals are not diverted into specialized programs or provided effective 
discharge planning - strategies that are likely to reduce recidivism (Broner et al. 
2001a). 

Screening and assessment for co-occurring disorders should occur soon after 
entry into involvement in the criminal justice system. Many individuals who are 
screened or assessed in court, community corrections, or jail settings may be 
under the influence of alcohol or drugs and may need to be detoxified before 
determining whether they have co-occurring disorders. Acute symptoms of 
alcohol or drug use and residual effects of detoxification can mimic a wide variety 
of mental disorders, including anxiety, bipolar disorder, depression, and 
schizophrenia. Most prison inmates screened for co-occurring disorders will have 
been detoxified by the time of admission to treatment, although chronic residual 
side effects of drug use may cloud the initial symptom picture. It is therefore 
important to identify patterns of recent substance abuse and to observe mental 
health symptoms over time to see if they resolve as the individual detoxifies. It is 
often useful to defer diagnosis (or to provide a provisional diagnosis, if needed) 
until the interactive effects of co-occurring disorders can be determined. 

Steps for Assessing the Interactive  
Effects of Co-Occurring Disorders 

 
1. Assess the significance of the substance use disorder. Obtain a chronological history 
describing the onset of mental disorder and substance abuse symptoms. 

 Determine whether mental disorder symptoms occur only in the context of substance 
abuse. 

 Determine whether ongoing abstinence leads to rapid and full resolution of mental 
disorder symptoms. 

2. Determine the duration of the current period of abstinence. 

 If there has not been a 4 6 week period of abstinence, repeat assessment and 
diagnosis after such a period, depending on clinical judgment about the particular 
drug abuse history and the offender's physical status. 

3. Reassess mental disorder symptoms at the end of 4 6 weeks of abstinence or at any 
time such symptoms appear or change. 
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4. If mental disorder symptoms are fully resolved, consider referral for traditional 
substance abuse treatment; if not, consider referral for mental health or specialized co-
occurring disorders services. 

5. Provide ongoing reevaluation of the offender's mental disorder symptoms and 
progress in treatment. 

 

No single instrument can adequately screen for all mental and substance use 
disorders, particularly given the constraints of length, cost, and required 
training but a combination of instruments can be used (Peters and Hills 1999). 
The choice of substance abuse screening instruments should be based on the 
purpose of the screening, ethnic or racial characteristics, language spoken, and 
gender (Broner et al. 2002). Figure 5 provides a list and description of 
instruments used to screen and assess for mental disorders. 

Broner and colleagues recommend the Mini-International Neuropsychiatric 
Interview for mental disorder screening in court-based diversion programs 
(without the Antisocial Personality Disorder and Substance and Alcohol Abuse 
modules and with a substance use rule-out question added to reduce false-
dsmpositives). Several sources recommend the TCUDS, SSI, or ADS/ASI 
combination for substance abuse screening among offenders with mental health 
problems (Broner et al. 2001a; Peters and Bartoi 1997). For assessment of 
psychiatric disorders, Broner and colleagues recommend the Structured Clinical 
Interview for DSM-IV (SCID) (Broner et al. 2001a).  

Figure 5: Instruments for Screening and  
Assessing Mental Disorders 

 

Instrument Description 

 
Beck Depression 
Inventory II (BD-III) (Beck 
et al. 1996) 

 A 21 -item self-report of symptoms that screens for 
symptoms of depression. 

  Requires no significant training to administer. 

  Found to be the most effective instrument in detecting 
depression among individuals who abuse alcohol 
(Weiss and Mirin 1989). 

  Should not be used as a sole indicator of depression 
but in conjunction with other instruments (Weiss and 
Mirin 1989; Willenbring 1986). 
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Brief Symptom 
Inventory (BSI) 
(Derogatis 1975a ) 

 A short form of the Symptom Checklist 90 - Revised 
(SCL-90-R). 

  Comprising 53 items, including three global indices of 
psychopathology (General Severity Index, Positive 
Symptom Total, Positive Symptom Distress Index) and 
nine primary psychiatric symptom dimensions. 

  Quick to administer and requires no significant training to 
administer. 

  Only a 6th grade reading level is required. 

  May be most useful as a general indicator of 
psychopathology (Boulet and Boss 1991). 

 

General Behavior 
Inventory (GBI) (Depue 
and Klein 1988) 

 A 73-item self report instrument that examines mood 
disorders. 

  Requires no significant training to administer. 

  Differentiates between unipolar and bipolar depression. 

 

Hamilton Depression 
Scale (HAM-D)  
(Hamilton 1960) 

 A 17-item scale completed by an interviewer based on 
self-report information. 

  Examines several key elements of depression, including 
sleep disturbance, somatization, anxiety-depression, and 
apathy. 

  Requires training to administer. 

 

Mental Health Screening 
Form-III (MHSF-III) 
(Carroll and McGinley 
2001) 

 Eighteen simple questions designed to screen for present 
or past symptoms of most of the main mental disorders. 

  A "rough" screening device and asks only one question 
for each disorder for which it attempts to screen. 

  Reproduced in TIP 42, Substance Abuse Treatment for 
Persons With Co-Occurring Disorders (CSAT 2005c ). 
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Millon Clinical Multiaxial 
Inventory (MCMI-III) (Millon 
1983; Millon et al. 1994) 

 A self report measure with several subscales. 

  Useful in assessing Axis II (personality) disorders that 
may affect involvement in treatment. 

  Includes the Drug Abuse Scale (DAS), an instrument 
designed to measure personality characteristics often 
associated with drug abuse (Calsyn and Saxon 1989). 

 

Minnesota Multiphasic 
Personality Inventory 
(MMPI-2) (Butcher et al. 
2001) 

 A self report measure with 567 items, 10 main clinical 
scales, and 10 supplementary scales. 

  A restandardized version of the MMPI. 

  Frequently used in correctional settings for 
classification and assignment to housing or inmate 
programs, and to predict an inmate's response to 
placement in a correctional setting. 

  Useful in identifying characteristics of antisocial 
personality disorder. 

  Designed to identify psychopathology and not to 
identify substance use disorders. 

 

Personality Assessment 
Inventory (PAI) (Morey 
1991) 

 A self-report measure with 344 items and 22 scales. 

  Eleven clinical scales include separate measures of 
alcohol problems and drug problems. 

  Five treatment scales are also provided in the PAI. 

 

Referral Decision Scale 
(RDS) (Teplin and Swartz 
1989) 

 A 14-item measure of mental disorder symptoms 
developed to identify mental health problems. 

  Developed and validated in a criminal justice setting. 

  Found to be useful in detecting the presence of major 
mental illness among jail inmates. 

  Requires no training to administer. 

  Self administered. 

  Examines only a few mental disorders (depression, 
bipolar disorder, schizophrenia). 
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Symptom Checklist 90 
- Revised (SCL-90-R) 
(Derogatis 1975b) 

 A 90-item, multidimensional self-report inventory designed 
to assess recently experienced physical and psychological 
distress. 

  Requires no training to administer. 

  Self-administered. 

  Short amount of time to administer. 

  Frequently used in criminal justice settings. 

  Covers a wide range of symptom dimensions that include 
somatization, obsessive-compulsive, interpersonal 
sensitivity, depression, anxiety, hostility, phobic anxiety, 
paranoid ideation, and psychoticism. 

 

 

Advice to the Counselor: Screening for  
Co-Occurring Disorders 

 

• Screening and assessment for co-occurring disorders should occur 
on entry into the criminal justice system, given the high prevalence 
of co-occurring disorders in this population. 

• Individuals in community corrections or jail settings may need to be 
detoxified before screening for co-occurring disorders. The acute 
symptoms of alcohol or drug use and the residual effects of 
detoxification can mimic a wide variety of mental disorders, 
including anxiety, bipolar disorder, depression, and schizophrenia. 

 
 

History of Trauma 

Rates of trauma in men and women entering the criminal justice system are 
higher than are rates found in community samples. For example, Teplin et al. 
(1996) found that 34 percent of female jail inmates had PTSD. According to the 
DSM-IV-TR, trauma is defined by two characteristics: 

1. A person experiences, witnesses, or is threatened by physical harm.  
2. The person's response to the event includes "intense fear, helplessness or 

horror" (APA 2000a, p. 463).  

— 55 — CEU MatrixScreening and Assessment of Clients in the Criminal Justice System



© 2006 CEUMatrix  33 

This definition highlights that trauma is not simply an event of a particular type 
but includes a subjective dimension in that the person's response to the event is 
powerfully negative. For example, one person may survive a car accident and not 
react with "fear, helplessness, or horror," while another person does experience 
such feelings. 

Among female State prisoners, 40 80 percent report a history of emotional, 
physical, or sexual abuse (Bloom et al. 1994; Snell 1994). Female prison inmates 
are three times more likely to report a history of any abuse and six times more 
likely to report a history of sexual abuse in comparison to male inmates. A history 
of physical or sexual abuse has been linked to many types of mental disorders, 
including PTSD, depression and suicidal behavior, and borderline personality 
disorder and other personality disorders (Spielvogel and Floyd 1997). 

Despite high rates of physical and sexual abuse among offenders, screening and 
assessment in the criminal justice system has not historically addressed these 
issues, nor have treatment services been provided in jail, prison, or community 
settings. There are many compelling reasons to address abuse and trauma 
issues during screening and assessment in the criminal justice system. For many 
offenders, the guilt, shame, and low self-esteem related to their trauma history 
may lead to social isolation and may reduce participation in treatment activities. 
For example, given the close relationship between past physical or sexual abuse 
and substance abuse, treatment that does not address one of the "root" 
contributors to substance abuse may be perceived as unimportant or irrelevant 
and may not provide sufficient incentives for the offender to change his or her 
attitudes and behavior. The offender's resulting lack of engagement in program 
services may be misinterpreted as resistance to treatment or lack of motivation 
rather than to psychological issues related to abuse and trauma. Forced 
abstinence during jail or prison may also deprive offenders of their primary 
means of coping with negative emotions related to past abuse and trauma (i.e., 
use of drugs and alcohol). When this coping mechanism is no longer available, 
many offenders are left vulnerable and may begin to exhibit symptoms of 
depression and other mental disorders that can interfere with treatment. If 
unaddressed, past trauma can also trigger substance abuse relapse (during or 
after treatment), through emotional, physical, or situational cues associated with 
prior abuse experiences. 

Only trained counselors should inquire about abuse and trauma issues. The 
counselor should be prepared for how to respond to self-disclosed experiences 
related to physical and sexual abuse and how to provide referral for services. In 
most substance abuse settings, the goal of screening or an intake interview is not 
to compile detailed and comprehensive information regarding past trauma, but to 
identify that the offender has a history of trauma for purposes of treatment  
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planning, triage, and referral for more intensive services. As a result, counselors 
should be familiar with and have ready access to resources (e.g., counselors with 
mental health training, liaisons from women's shelters and treatment programs) 
to refer persons who wish to discuss their histories of trauma in more detail. 

Although clinicians are sometimes concerned about addressing material that is 
potentially uncomfortable or even overwhelming for either the client or 
themselves, these adverse consequences are rarely experienced when these 
issues are raised by well-trained staff. In fact, offenders are typically relieved to 
talk frankly about their abuse and trauma experience, albeit in an appropriately 
limited fashion. In-depth discussion of the specific events surrounding traumatic 
experiences is typically conducted in follow-up individual or group treatment 
sessions that specifically address this topic area. Treatment for trauma issues 
progresses in stages, with early treatment goals focused on issues of ensuring 
safety in relationships, the place of residence, and in the workplace. Later work 
explores issues of recovery and reconciliation, if appropriate. This later work is 
frequently conducted by therapists with advanced degrees and in most cases is 
not appropriately addressed by paraprofessional staff. 

Most commonly, assessment of trauma has been conducted through a clinical 
interview. In these settings, it is preferable to use standardized questions that 
avoid the use of terms such as "abuse," "trauma," or "perpetrator" and that 
instead focus on description of specific events or experiences. 

Sample interview questions could include: 

 Were you ever hit or punished in ways that left bruises, burns, or cuts? 
Were you ever threatened with knives or guns? Were you ever made to go 
without eating? Did you ever witness anyone else getting hurt? Did you 
ever have to be taken from your parents' care?  

 As a child, did you have any sexual experiences? With whom and for how 
long did this go on? Were you ever threatened about it? Were any photos 
taken? Did any of these experiences lead to medical or other problems? 
Do you have any recurrent memories of these events now?  

 Are you safe in your current relationship? Has your safety ever been 
threatened in any of your adult relationships? Have you been punched, 
shoved, or hit? Did you ever seek any medical help as a result? Have you 
talked to people about these experiences? (Spielvogel and Floyd 1997).  
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Screening and Assessment of Abuse and Trauma History 

 

Structured interview assessments  

 Trauma Assessment & Treatment Resource Book 

New York State Office of Mental Health's Trauma Initiative 

Design Center 

44 Holland Ave 

Albany, NY 12229 

Fax requests: (518) 473-2684 

 
The Integrated Biopsychosocial Assessment that includes trauma history questions in an 
assessment form appropriate for a mental health or substance abuse setting. Available 
from: 

Colleen Clark, Ph.D. 

Louis de la Parte Florida Mental Health Institute 

13301 Bruce B. Downs Blvd./ MHC 1345 

Tampa, FL 33612-3899 

Requests by e-mail: Cclark@fmhi.usf.edu  

 
Self-report instruments  

The Traumatic Antecedent Questionnaire (TAQ) (van der Kolk 1992). A widely used 
measure of lifetime experiences of trauma in 10 domains, i.e., physical, sexual, 
witnessing trauma, etc. 

  
The Dissociative Experiences Scale (DES) (Bernstein and Putnam 1986). A self-report 
measure examining several domains of dissociative phenomena, often sequelae of 
trauma, i.e., amnesia, identity alterations, spontaneous trance states, etc. 

  
The Clinician Administered PTSD Scale (CAPS) (Blake et al. 1998). A clinician-
administered scale that provides an accurate diagnosis of PTSD. 

  
The Trauma Symptom Inventory (TSI) (Briere 1995). A 100-item self-report instrument 
that evaluates symptoms in adults that may have arisen from childhood or adult 
traumatic experiences. Includes 10 clinical scales and 3 validity scales. An alternate 
version (TSI-A) includes no references to sexual issues. The companion Trauma 
Symptom Checklist 40 (Briere 1995; Briere and Runtz 1989) is a 40-item instrument that 
contains 6 sub-scales. Items are rated on a 4-point scale covering frequency over the 
past 2 months. 

  
Posttraumatic Disorder Scale (PTDS) (Foa et al. 1993). Measures trauma history and 
specific symptoms associated with posttraumatic stress disorder. 
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Advice to the Counselor: Screening for Trauma 

 

• Trained counselors are best equipped to inquire about abuse and 
trauma issues. Offenders who have experienced abuse or trauma 
and who are undergoing forced abstinence while in jail or prison 
may be deprived of their primary means of coping with the negative 
emotions related to past trauma. These offenders may begin to 
exhibit signs of depression or other mental disorders that can 
interfere with treatment. 

• Counselors should be familiar with and have ready access to 
resources to refer persons who wish to discuss their histories of 
trauma in more detail. 

 
 
 

Psychopathy and Risk for Violence and Recidivism 

A number of criminogenic "risk factors" are often assessed in justice settings to 
determine eligibility for admission to substance abuse treatment programs and 
community release (e.g., parole), and for placement in institutional housing or in 
different levels of supervision (Borum 1996; Douglas and Webster 1999; Otto 
2000). This information is particularly helpful to identify offenders likely to be 
disruptive in treatment programs, to be rearrested, or to commit violent crimes 
after release from institutions. Risk factors can be categorized as static or 
dynamic. Static risk factors are those that cannot change, such as gender and 
race, or are relatively enduring traits such as the diagnosis of a mental disorder, 
criminal history, family history, and the characteristics of the offender's victims. 
Dynamic risk factors are those likely to change over time and that change 
according to the client's environment, social situation, or experiences, such as 
drug use or homelessness. Following is a discussion of the risk factors for 
psychopathy and for violence and recidivism. 

Psychopathy 

One stable risk factor often found among offenders with substance use disorders 
is psychopathy and the closely related antisocial personality disorder defined in 
the DSM-IV classification system. Personality disorders are persistent and 
pervasive patterns of maladaptive behavior that are usually exhibited early in life. 
Historically, many terms have been used to describe personality disorders that 
involve criminogenic characteristics. Four closely linked terms are "sociopath" 
(and the trait of sociopathy), "antisocial personality" (and antisocial traits), 
"dissocial personality" (dissocial behavioral traits), and "psychopathic personality  
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disorder" (psychopathy or psychopathic traits). Whereas the first three 
formulations of criminogenic personality types focus on social deficits and mild 
emotional and cognitive problems resulting in impulsivity and poor school 
achievement, psychopathy focuses on primary and severe deficits in attachment 
and interpersonal bonding, lack of empathy for others' experiences, lack of 
remorse, and shallow emotional functioning. These relatively stable traits are 
thought to have a biological basis. As previously indicated, psychopathy is 
related to the DSM-IV antisocial personality disorder but represents a more 
extreme version of that disorder. Some would argue that psychopathy represents 
a distinct diagnostic group. From 40 to 60 percent of male prison inmates meet 
the criteria for antisocial personality disorder, whereas only 10 to 20 percent of 
male prison inmates meet the criteria for psychopathy (Hare et al. 1991). 

Psychopathy is an important predictor of treatment dropout, level of involvement 
in violence, and criminal justice recidivism (Hart et al. 1994; Hemphill et al. 1998; 
Ogloff et al. 1990; Rice et al. 1992). Offenders identified as having a high degree 
of psychopathy may require specialized, more structured treatment approaches, 
although there is not a large body of evidence describing effective therapeutic 
interventions that have been applied to this population. Assessment for 
psychopathy is often used in criminal justice settings to rule out individuals for 
treatment involvement, particularly if there are not sufficiently structured 
treatment programs available. 

Few short screening instruments exist for psychopathy because of the complexity 
of dimensions that need to be examined. The most widely used instrument to 
identify psychopathy is the Hare Psychopathy Checklist-Revised (PCL-R) (Hare 
1998b ; Hare et al. 1991; Hart et al. 1994). The PCL-R is considered the "gold 
standard" for measuring psychopathy. It requires a significant amount of time to 
review archival information and to conduct an interview. A shorter screening 
version of this instrument the PCL-SV has also been developed for use with 
this population and validated in substance abuse treatment settings (Hart et al. 
1995). Another shorter (60-item) measure, the self-report Psychopathy (SRP) 
instrument, has been developed for use in criminal justice settings by the author 
of the PCL-R. 

Several other short self-report screening instruments for psychopathy have been 
developed but have yet to be fully validated with criminal justice populations. 
These include the Psychopathic Personality Inventory (Lilienfeld and Andrews 
1996), the Psychopathy Q-Sort (Reise and Oliver 1994; Reise and Wink 1995), 
and the Levenson Self-Report Psychopathy Scale (Brinkley et al. 2001; 
Levenson et al. 1995). A number of other screening and assessment instruments 
examine personality features related, but not identical, to psychopathy 
(Zimmerman 2000), as described in Figure 6  
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Advice to the Counselor: Screening for Psychopathy 

 

• Psychopathy is an important predictor of treatment dropout, level of 
involvement in violence, and criminal justice recidivism. Offenders 
identified as having a high degree of psychopathy may require 
specialized, more structured treatment approaches, although there 
is not a large body of evidence describing effective therapeutic 
interventions for this population. 

 
 
 

Violence and recidivism 

Although psychopathy may be the single most important risk factor for criminal 
recidivism, other risk factors are important to assess among offenders with 
substance abuse problems. Even offenders determined to have low levels of 
psychopathy may still be at high risk for violence or recidivism due to other risk 
factors. Other major risk factors for violence and criminal recidivism include 

 Antisocial attitudes  
 Criminal peers  
 Prior history of crime and violence, and early age at time of first 

offense/violent act  
 Active symptoms of severe mental illness  
 Impulsivity  
 Environmental stress  
 Treatment nonadherence  
 Personality disorders (generally)  

A number of environmental stressors can lead to renewed substance use and 
risk for recidivism when offenders are released from custody or when their daily 
structure and level of supervision is reduced (Peters 1993; Wanberg and 
Milkman 1998). During these transitions, many offenders face employment and 
financial problems, and few have family or social supports. Meanwhile, there are 
immediate demands to organize daily activities, develop and maintain 
constructive relationships, manage personal or household finances and 
problems, and participate in community supervision. Many offenders involved 
with drugs have never learned the requisite skills to accomplish these tasks, and 
some rapidly return to substance abuse in the absence of opportunities to learn 
and rehearse those skills. 
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Many offenders have long histories of psychosocial problems that have 
contributed to their substance abuse and criminal involvement. These include 
interpersonal difficulties with family members, difficulties in sustaining long-term 
relationships, emotional and psychological difficulties, difficulties in managing 
anger and stress, educational and vocational skills deficits, and employment 
problems (Belenko and Peugh 1998; Peters 1993). Offenders do not typically 
plan or seek out addictive lifestyles or relapse. Rather, it is their lack of planning, 
personal objectives, and self-monitoring that leads to substance abuse or 
dependence or relapse. The lack of basic coping skills to manage life and social 
pressures further contributes to the risk for relapse and recidivism. 

Reunification with family members is often accompanied by stress related to the 
family's distrust and anger over offenders' past drug use, unresolved conflicts 
with the partner or spouse, shifting parental roles, and added financial 
obligations, as well as drug use in the family or neighborhood. Elements of 
community supervision can also increase an offender's stress during re-entry to 
the community. These include drug testing, use of house arrest, and other 
surveillance or reporting activities, as well as the offender's recognition of the 
significant level of effort and adherence required by community supervision 
programs. The community's ongoing leverage to maintain the offender's 
involvement in treatment following release from custody or other secure settings 
can be a further stressor (U.S. Department of Justice 1991). Figure 6 provides 
descriptions of three general assessment instruments related to the risk for 
violence and recidivism. 
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Figure 6: Instruments Examining Psychopathy  
and Risk for Violence and Recidivism 

 

 Instruments Description 

 
Psychopathy 
assessment 
instruments 

Psychopathy 
Checklist - Revised 
(PCL-R) 

 A 20-item assessment measure that 
requires use of a semi-structured 
interview and review of archival records. 

   Requires 90 120 minutes for the 
interview section and 60 minutes for the 
collateral records review. 

   Measures the extent to which individuals 
exhibit psychopathic features on a 40-
point scale, with a cutoff score of 
approximately 30 indicating 
psychopathy. 

   Has considerable validation for use with 
offenders and is highly predictive of 
violence and criminal recidivism. 

   

 Psychopathy 
Checklist - Screening 
Version (PCL-SV) 

 A 12-item measure examining the same 
construct of psychopathy as the PCL-R. 

   Requires 45 minutes for the interview 
section and 30 minutes for the collateral 
records review. 

   Scored on a 24point scale with a cutoff 
of approximately 18 indicating 
psychopathy. 

 

Other instruments 
related to 
psychopathy 

Carlton Psychological 
Survey 

 Used as an intake screening in 
correctional settings. 

   Contains scale scores for five 
categories: antisocial tendencies, 
chemical abuse, self-depreciation, 
thought disturbance, and validity. 

   Especially useful for those with low 
education and literacy as it requires only 
a 4th-grade reading level. 
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 Jesness Inventory  Examines moral development throughout the 
life span. 

   

 Paulus Deception 
Scales 

 Gauges the extent of deception provided 
through offenders' self-report. 

   

 Millon Clinical Multi-
Axial Inventory-III 
(MCMI-III) 

 Provides an assessment of personality 
disorders and psychopathy. 

   Correctional version of the MCMI-III provides 
early identification of substance abuse and 
mental health problems. 

   The 175-question test takes 25 minutes to 
complete. 

   Spanish versions available (Millon et al. 2002). 

   

 Minnesota 
Multiphasic 
Personality Inventory 
(MMPI-2) 

 A self-report objective assessment measure 
with 567 items, 10 main clinical scales, and 10 
supplementary scales (Hathaway and McKinley 
1989). 

   The Psychopathic Deviate Scale on the MMPI 
identifies individuals with psychopathic and 
antisocial features. 

   Frequently used in criminal justice settings 
(particularly in prisons) for classification and 
assignment to housing or offender programs 
and to predict an offender's response to 
placement in prison setting. 

   MMPI subtypes described by Megargee et al. 
(1979) are often used to identify offenders who 
require more intensive supervision and 
structured program activities. 
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 Personality 
Assessment 
Instrument (PAI) 

 Self-report instrument for assessing 
traits associated with psychopathy. 

   Includes 344 items and requires 50 60 
minutes to administer. 

   Contains scales for Negative 
Impression Management, Malingering, 
and Defensiveness     (Morey and 
Lanier 1998). 

   The Antisocial Features (ANT) scale is 
the most highly correlated with 
psychopathy and focuses on antisocial 
behaviors, egocentricity, and 
stimulation-seeking. 

 

General assessment 
instruments related to 
the risk for violence 
and recidivism 

Level of Service 
Inventory (LSI)- 
Revised 

 A 54-point scale used to predict the 
chances of criminal recidivism or 
supervision failure among offenders. 

   Useful for identifying those in need of 
more intensive levels of treatment, 
placement in halfway houses, and level 
of supervision and security 
classification (Andrews and Bonta 
1995). 

   Used by jurisdictions to support an 
increase or decrease in the level of 
community supervision. 

   Includes assessment of drug use and 
is sometimes used in tandem with 
substance abuse treatment decisions. 
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 Historical, Clinical, Risk 
Management (HCR-20) 

Provides a comprehensive risk assessment 
based on historical, clinical, and risk 
management assessments. 

  Composed of static and dynamic factors with 
information derived from clinical interview, 
standardized assessment (e.g., the PCL-R or 
PCL-SV), and collateral sources. 

  Includes three sections 10 historical items, 5 
clinical items, and 5 risk management items
with a final risk rating of low, medium, or high 
(Webster et al. 1997; Webster et al. 2001). 

   

 The Violence Risk 
Appraisal Guide 
(VRAG) (Harris et al. 
1993) 

 An assessment tool for predicting violent 
recidivism. 

   Is an actuarial measure based on 12 
objective variables that are linked to 
recidivism. 

   Requires interview and archival review, and 
incorporates results of diagnostic testing, IQ 
testing, the PCL-R, criminal history, and 
indicators of adult adjustment. 

 

 
 
Selection and Implementation of Instruments 

Using well-accepted and standardized instruments can bring uniformity, quality 
control, and structure to the process. Some instruments may be more 
appropriate than others for particular purposes (CSAT 1994a ), depending on the 
information needed for treatment decisions. For example, some instruments 
focus on drug dependence and not abuse, some identify those for whom specific 
treatment options are appropriate, and some are validated for use with criminal 
justice populations. 

The appropriateness of particular instruments depends on the type of client being 
referred to a specific criminal justice program and the goals related to program 
admission. For instance, drug education programs are generally provided to a 
wide number of offenders, and a substance abuse screen that tends to be overly 
inclusive for this intervention might be preferred to a more exclusive screen. On 
the other hand, because of the limited access to treatment for offenders with co- 
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occurring substance use and mental disorders, screening for mental disorders as 
well as for drug use problems may need to be conservative to avoid referring 
someone who does not need services. Therefore, flexibility in developing 
screening and assessment approaches is needed, depending on specific 
program parameters (e.g., type of staff, client goals and needs). 

This section describes the various factors that are important in the selection of 
screening and assessment instruments, including length, cost, window of 
detection, interview versus self-administered instruments, staff training required, 
literacy, language, and computerization. 

What Guidelines Are Available Regarding the Effectiveness of Instruments? 

Screening and assessment instruments vary considerably in their ability to detect 
substance use disorders and in the coverage of related areas such as mental 
health and other health issues, family and social functioning, and employment. 
Several guidelines should be considered when selecting substance abuse 
instruments for a particular criminal justice setting, in addition to the time and 
cost of administration. These guidelines, also known as "psychometric 
properties," are often described in research reports examining a particular 
instrument or in manuals that accompany the instruments. Five major statistical 
guidelines are used to gauge an instrument's accuracy for use with client 
populations: 

 Overall accuracy the extent to which the instrument classifies 
respondents correctly.  

 Sensitivity the extent to which the instrument accurately identifies those 
with substance use disorders (true positives).  

 Specificity the extent to which the instrument accurately identifies those 
without substance use disorders (true negatives).  

 Positive predictive value the proportion of offenders identified by the 
instrument as having substance abuse problems, compared to the total 
number having substance abuse problems.  

 Negative predictive value the proportion of offenders identified by the 
instrument as not having substance abuse problems, compared to the 
total number not having substance abuse problems.  
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Psychometric information helps counselors decide the usefulness of a screening 
instrument in a specific criminal justice setting. Questions counselors should ask 
include 

• Are there normative scores for the population?  
• Does the research show the instrument is valid for use with 

offenders and for relevant ethnic/cultural groups represented?  
• Is it better to err on the side of false-positive or false-negative 

results? In other words, a decision must be made about whether to 
err on the side of sending someone to treatment who does not 
need it or not sending someone who does need it.  

 
Length 

Another critical factor that enters into the choice of a substance abuse screening 
instrument is how long it takes to administer. Although many drug use 
assessments are well designed and serve as broad sorting tools for treatment 
and intervention, they tend to take longer to administer than correctional 
agencies can afford (Knight et al. 2002). Rather, correctional systems usually 
have a short period of time to determine which of a large number of offenders 
need treatment. For example, the Program and Services Division of the Texas 
Department of Criminal Justice coordinates a drug abuse screening and 
treatment referral process for several hundred inmates monthly. The division 
lacks the staff, time, or financial resources to administer lengthy individual 
interviews for each new admission. Therefore, simple logic dictates that an 
instrument should not be used if it takes longer to administer than the staff time 
available.   

Cost 

The cost of instruments varies according to whether they are publicly or 
commercially available, whether the instrument is computerized, and the unit 
costs per administration that are assigned by the publisher. There are several 
screening and assessment instruments available at no cost in the public domain. 
Other commercially available instruments are available that can often be 
administered for $1 to $5 per unit.   

Window of Detection 

Questions phrased to ask about a relatively short window of detection focusing 
on current rather than lifetime alcohol and drug problems are recommended for 
screening (Cherpitel 1997; Knight et al. 2002) because there is a greater chance 
of obtaining valid responses. However, shorter detection windows could be too 
restrictive, and some who need treatment could be overlooked (e.g., offenders 
who abstained from substances while awaiting trial).  
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Interview Versus Self-Administered Instruments 

The method used to administer an assessment instrument has implications for 
staffing, language, literacy, and reading level. A face-to-face interview can 
ensure that the respondent understands the items and answers them, but it is 
more time consuming and costly. The interview, which may be broken into 
several sessions, might be more appropriate for those with physical or cognitive 
disabilities. If cost is a concern, self-administered instruments could be used. Use 
of small-group interviews is another less costly alternative to individual interviews 
(Broome et al. 1996b ). 

Research suggests that the reliability of the administration method varies by 
setting and the content evaluated (Broner et al. 2002; Broome et al. 1996b ; 
Knight et al. 1998). The method chosen (e.g., interview or self-administered) also 
affects the amount of training required to administer the screening.  

Staff Training Required 

Training will have a major impact on instrument selection. Logically, if resources 
for intensive training are not available, instruments should be selected that do not 
require interpretation. Although most screening instruments do not require 
substantial staff training, some, such as the SASSI, may require more training 
than others. Further, even when little training is required, such as for the CAGE 
or interview-based instruments, the level of training can influence the validity of 
results. For assessment instruments such as the ASI, training may have a 
significant impact on the interpretation of results, administration of the instrument, 
and development of basic counseling techniques related to engaging clients, 
eliciting problems, interviewing strategies, and dealing with resistance. 

Even with qualified staff, extensive training may be difficult to implement. 
Choosing a brief, easily administered screening instrument that requires little 
staff training can solve these difficulties. In some instances, correctional staff 
members who have been trained to administer an instrument can, in turn, train 
others to use it (Knight et al. 2002).  

Literacy 

A brief screening for literacy is recommended if it is suspected that a client may 
not be able to complete a paper-and-pencil test. The Slosson Oral Reading Test-
Revised (www.slosson.com) may be useful if a counselor wants to know whether 
a client can read at a particular grade level. It is important to note, however, that 
a client's inability to read or write does not mean he or she cannot take an active 
part in the assessment. Rather, the counselor can substitute an interview for a 
paper-and-pencil assessment and a thumbprint for a signature.  
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Language 

Optimally, the instrument chosen should be written in the individual's language of 
choice, whether English or another language. However, it should not be assumed 
that individuals who can speak a particular language can also read that 
language, or any other. To that end, the client may need to communicate in 
"street language." In this case, the counselor should mirror and leverage 
whatever vocabulary the client uses. Professional or clinical jargon should be 
avoided (CSAT 1994a). 

Translating an instrument on the fly, such as for the Hispanic/Latino population, 
will greatly reduce the reliability and validity of screening results. Each population 
has different usages of language; misunderstandings and inaccuracies can 
impact engagement in treatment and client motivation for change.   

Computerization 

Some instruments allow screening through computerization (e.g., ASI). 
Computerization can reduce the personnel time needed to conduct screening 
and assessment but can also reduce the comprehensiveness of information 
gathered compared to clinical interviews. Research indicates that a computerized 
version of the ASI provides good reliability and validity for use with substance-
involved clients (Butler et al. 1998, 2001). One report (Budman 2002) concluded 
that the computerized ASI is "more reliable, faster to administer, more accepted 
by patients, and more cost-effective" in comparison to the interview version of the 
ASI. While computerization can decrease the effort and time required for scoring, 
it can be an obstacle for offenders who are unfamiliar with computer technology 
and introduce added up-front and ongoing costs.   

 
Screening and Assessment Considerations for Specific 
Populations 

Within different treatment settings in the criminal justice system, screening and 
assessment instruments and procedures are sometimes altered to address the 
unique needs of specific clinical populations, such as ethnic and cultural 
minorities, women, and offenders with co-occurring disorders. For example, there 
is a growing recognition that instruments vary in their ability to detect substance 
abuse and other problems among these specific populations and that in some 
cases new instruments need to be developed. A related concern is that if a 
screening or assessment instrument is substantially modified for use with specific 
populations, research is needed to validate the effectiveness of the new  
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instrument in that setting. Another concern is that if items are added or deleted, 
this may affect the overall scoring of the instrument. The following section 
presents issues to consider when screening and assessing specific populations 
and suggests strategies for modifications to instruments and procedures. 

Racial and Ethnic Minorities 

When the counselor and the offender are from different racial or ethnic groups, 
the potential for misunderstanding is considerable. These differences can affect 
the staff's ability to assess client needs and/or to recommend culturally 
competent services for clients from other cultures and can jeopardize the client's 
chances for treatment success. The sources of misunderstanding originate in 
culture, socioeconomic class, and language (Sue and Sue 1999), as well as in 
race, gender (Broner et al. 2001a), literacy, and physical or cognitive inability to 
respond to the instrument (CSAT 1994a ). 

A general introduction to a screening or assessment could include statements 
about the effects of substance abuse on society or on the client's culture, along 
with information about the purpose of the process. Counselors should ask clients 
directly about how they view or describe themselves and their preferred usage of 
terms such as black, African American, person of color, Hispanic, Latino, 
Chicana, Pacific Islander, gay, homosexual, or lesbian. Counselors should also 
be aware of general cultural beliefs and expectations. For example, screening 
American-Indian populations can prove difficult because gaining trust is 
sometimes a challenge. Moreover, some tribal cultures dictate silence about 
substance abuse issues. As a result, a screening that detects the need for further 
assessment brings the stigma of losing dignity in the tribe. American-Indian men 
and women may also be the victims of other types of abuse that can impede the 
screening and assessment process. Further barriers of language, literacy, and 
comprehension are also present in this population (Sue and Sue 1999). 

It may be necessary for a counselor to modify screening and assessment 
instruments to be sensitive to cultural differences. Individuals interested in 
modifying instruments should consult the research literature to identify 
adaptations that have already been developed and validated or new scales that 
have been adapted for the instruments. For example, several adaptations of the 
ASI have been developed for use with American Indians (Carise et al. 1998) and 
with women (CSAT 1997c ). Also, new intake and follow-up scales have been 
developed for the ASI (Alterman et al. 1998). Counselors are encouraged to 
determine whether norms for an instrument make sense with the population they 
are testing. If the recognized criterion score results in too many individuals being 
excluded from treatment, perhaps the counselor should consider lowering it.   
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Women 

Counselors also need to be aware of special issues in screening and assessing 
female offenders. Women respond differently to the screening process than men 
(Kassebaum 1999), and a longer, more flexible format is often useful, particularly 
to explore unanticipated areas that may arise. Females are more likely than 
males to have a co-occurring mental disorder and trauma-related problems. In 
addition, they are more likely to be affected by poverty, abuse histories, unstable 
social supports, and medical problems (el-Bassel et al. 1996; Fullilove et al. 
1993; Haywood et al. 2000; Henderson 1998; Jacobson and Herald 1990; Jordan 
et al. 1996; Richie and Johnsen 1996; Teplin et al. 1996). In addition, many have 
lost custody of their children as a result of incarceration.  

Most substance abuse screening and assessment instruments were developed 
and tested in male populations. Those working with female offenders should 
carefully review screening and assessment instruments to examine whether they 
have included content that is relevant to female offenders, such as information 
related to custody of children and parenting, history of physical and sexual 
abuse, and symptoms of trauma. Test instruments should be examined to 
determine if they were developed and normed using female populations, and if 
not, whether there are other instruments that may be more suitable for this 
population. One example of an instrument that has been tested with both male 
and female populations is the TCUDS II, which has been found to have good 
reliability for both genders (Knight 2001). Other screening instruments such as 
TWEAK have been developed specifically for women.  

Offenders with Co-Occurring Mental Disorders 

As noted previously, specialized screening and assessment approaches are 
needed for offenders with co-occurring disorders. Integrated screening and 
assessment approaches should be used to determine the scope, symptoms, and 
consequences (e.g., level of cognitive and intellectual functioning) of mental and 
substance use disorders and to examine the relationship between these 
disorders and criminal behavior. Because of the high rates of co-occurring 
disorders among offenders in criminal justice settings, identification of a single 
disorder (i.e., either mental health or substance use) should immediately trigger 
screening for the other type of disorder. Somewhat longer periods of screening 
and assessment may be needed for offenders with cognitive deficits (e.g., limited 
attention span) related to their mental disorders. Counselors may need to allow 
breaks during interview sessions, move at a slower pace during the interview, 
and obtain collateral information to verify key information related to mental 
disorder symptoms, treatment and medication use, and interactive effects of co-
occurring disorders. 
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Depending on the criminal justice setting, screening may include a brief 
interview, use of self-report instruments, and review of archival records. A 
number of short self-report instruments are also available to examine the 
presence of mental disorder symptoms (Peters and Bartoi 1997). A mental status 
examination is also provided during many screenings for co-occurring disorders. 
In addition to examining key symptoms, mental health treatment history, and 
family history of mental disorder, it is helpful to assess the interactive effects of 
both disorders to determine whether there is an independent mental disorder, or 
if mental disorder symptoms are present only when the offender uses drugs or 
alcohol. 

Screening for suicidal thoughts and behavior should occur on an ongoing basis 
for all offenders with co-occurring disorders in the criminal justice system. This 
screening is particularly important for offenders with severe depression or 
schizophrenia and individuals who are experiencing stimulant withdrawal. Suicide 
screening should be conducted at the time of transfer to new institutions, or at 
different stages in the justice system (e.g., arrest, pretrial diversion, probation). 
All suicidal behavior should be taken seriously and assessed promptly to identify 
the types of services needed.   

Advice to the Counselor: Screening Specific Populations 

 

• It may be necessary for a counselor to modify screening and 
assessment instruments to be sensitive to cultural and other 
differences. 

• Women respond differently to the screening process than men, and 
a longer, more flexible form is often useful to explore unanticipated 
areas that may arise. 

• Many adaptations have already been developed and validated. For 
instance, new versions of the ASI have been developed for use 
among American Indians and with women. 

• Counselors interested in modifying instruments should consult the 
research literature to identify new adaptations or scales for existing 
instruments. 
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Integrated Screening and Assessment Sample Approaches 

Programs often integrate a variety of screening and assessment instruments to 
place clients in the most appropriate treatment program. Several sample models 
of integrated screening and assessment implementations are described below. 

Colorado Department of Corrections (CDOC) 

Colorado has a unique screening and assessment approach applied to offenders 
in both prison and community settings. All inmates transferred to CDOC for 
supervision receive a comprehensive screening and assessment for substance 
abuse problems, including the Alcohol and Substance Use Screening and the 
Level of Service Inventory-Revised (LSI-R). Based on the instruments, an 
extensive treatment matching approach places offenders in correctional settings 
where intensity varies from no treatment to therapeutic communities. The 
treatment matching approach defines key criteria for admission to each level of 
correctional treatment services based on the history of involvement in 
correctional treatment, individual motivation, social support, living arrangements 
(if in non-institutional settings), level of mental disorder and substance abuse 
symptoms, substance dependence symptoms, and other factors (O'Keefe 2000).   

Florida Department of Corrections (FDOC) 

Florida has developed an integrated screening and assessment system for all 
inmates entering its reception centers. The system uses the SSISA coupled with 
a records review (e.g., referrals from drug courts, history of DUI or drug offenses, 
FDOC treatment history) and a self-report gathered from interviews during the 
reception process. Responses from the various sources are weighted and then 
used to determine the offender's needed intensity of treatment and placement. 
Those inmates placed in services are administered a further assessment on 
transfer to a permanent institution, including the ASI and other psychosocial 
information. Key screening and assessment information is computerized and 
available to treatment, classification, and probation and parole staff (U.S. 
Department of Justice 1991).   

Jacksonville, Florida, Adult Drug Court Programs 

This jurisdiction takes an integrated approach to screening and assessment that 
blends information from screening instruments, interviews, and archived records. 
For example, in the Jacksonville Adult Drug Court program, offenders are first 
interviewed and offered treatment by their attorneys and the public defender. 
After that, several steps are followed: 

— 74 — CEU MatrixScreening and Assessment of Clients in the Criminal Justice System



Screening and Assessment of Clients in the Criminal Justice System 

52 

1. Treatment Accountability for Safer Communities (TASC) screens every 
offender in the program (either in jail or in the TASC office) for the 
likelihood of substance abuse or dependency, using the agency's 
screening form, coupled with a commercially available screen.  

2. For offenders with substance use disorders, the need for treatment is 
evaluated using section 1 of the American Society of Addiction Medicine 
(ASAM) Patient Placement Criteria, Second Edition, Revised (PPC-2R) 
(ASAM 2001).  

3. For offenders who need treatment, placement criteria are assessed with 
the other sections of the ASAM PPC-2R, which include prior treatment 
history; biomedical, emotional, and behavioral conditions and 
complications; treatment acceptance/resistance; relapse and continued 
use potential, and recovery environment.  

4. For offenders placed in treatment, a DSM-IV diagnosis is provided.  

All screening and assessment information, the offender's treatment progress, and 
program evaluation and monitoring data are stored in an MIS that is available to 
drug court staff, including the drug court judge who can access key information 
such as recent drug test results during drug court status hearings. The MIS was 
developed by the drug court staff, court technology staff, and the City of 
Jacksonville. A juvenile MIS is being developed (Cooper 2002).   

Orange County, California, Drug Court Program 

Orange County targets nonviolent offenders charged with possession or being 
under the influence of illicit drugs, first determining the offender's eligibility and 
suitability for the Drug Court Program. To determine eligibility for the Drug Court 
Program, the district attorney's office flags offenders charged with possession or 
being under the influence. Then, probation staff reviews prior arrest history and 
interviews the offender about substance abuse history and willingness and ability 
to comply with program requirements. Finally, clinical staff from the program’s 
treatment providers completes a screening interview. 

Eligible candidates are given a predetermined period of time in which to either 
plead guilty or opt into the treatment program. When candidates opt for 
treatment, suitability is then determined. This entails a full assessment, including 
a complete review of criminal history, the circumstances surrounding the charged 
offense, the results of any prior interactions with the criminal justice system, and 
a risk/needs assessment (with the National Institute of Corrections' version of the 
LSI) to assess treatment needs and risk of reoffense. Finally, clinical staff 
conducts an ASI and a full psychosocial history to determine the offender's 
motivation for treatment, desire for change, emotional stability, and ability to  
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comply with program requirements. The program runs for 18 months, with 
reassessments every 6 months to re-evaluate risk/needs scores (again using the 
LSI). The new scores are then used by the Drug Court Team (e.g., clinical staff, 
judge) to adjust supervision and treatment strategies.   

 

Conclusions and Recommendations 

The following are important points and recommendations about screening and 
assessment for criminal justice populations: 

 An effective screening and assessment approach will encourage 
appropriate referral of offenders to different levels of treatment and will 
reduce the likelihood that offenders are released to the community without 
treatment.  

 Appropriate assessment for substance abuse treatment in criminal justice 
settings examines the substance abuse history, psychopathy and related 
risk factors, history of mental health problems, and other psychosocial 
areas that are affected by substance abuse.  

 Intensive treatment should clearly be reserved for offenders who have at 
least moderate substance abuse problems and at least moderate risk for 
criminal recidivism. Intensive treatment for low-risk offenders will have 
only a minor impact on reincarceration rates. However, there is still 
considerable work to be done to determine the most effective procedures 
for treatment matching with offenders.  

 Failure to identify incarcerated offenders who need postrelease treatment 
reduces the impact of positive change that occurred during correctional 
treatment.  

 Improved instruments and procedures for substance abuse screening and 
assessment will assist in matching offenders to appropriate postrelease 
treatment services.  

 Matching has not been consistently demonstrated to be effective, and only 
limited alternative approaches are available.  

 Because reports of offenders' drug problems are incomplete or contain 
contradictory information, other collateral sources of information need to 
be obtained (e.g., drug test results, correctional records) that can be 
combined with self-report information to make referral decisions. For 
example, in many correctional facilities, drug tests are used to flag the 
need for treatment even when an offender denies recent substance 
abuse. Similarly, criminal records may indicate substance abuse 
problems, based on a history of drug-related or DUI/DWI arrests, or 
presentence investigation results.  
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 While most staff may conduct screenings, staff with appropriate training 
should provide assessments and related diagnoses and treatment plan 
recommendations.  

 Screening and assessment instruments vary considerably in their ability to 
detect substance use disorders and to provide information regarding other 
areas related to substance abuse. A range of substance abuse screening 
and assessment instruments have been validated for use with offenders, 
and some are available at relatively little expense.  

 The psychometric properties of screening and assessment instruments 
should be carefully reviewed, and choice of instruments based on 
demonstrated reliability and validity within substance abuse populations, 
and optimally, the utility of instruments in criminal justice settings.  

 A tiered screening and assessment approach could be developed in 
settings in which several types of treatment services are available. The 
initial screening includes a broad filter to detect those who have substance 
abuse problems, while the more intensive assessment reviews specific 
treatment needs and risk levels so that the offender can be assigned to an 
appropriate level of treatment.  

 Screening and assessment information should be obtained at each major 
point of transition within the criminal justice system (e.g., booking to jail, 
placement on probation). In some cases, relevant information can be 
obtained from previous stages in the system, for example through transfer 
of records from probation to institutional settings.  

 Offenders initially assessed with symptoms of co-occurring disorders 
should be evaluated over an extended period of time to examine whether 
these symptoms resolve in the absence of substance abuse. This 
reassessment should be conducted by staff members who understand 
patterns of symptom interaction among co-occurring disorders.  

 Screening and assessment for a prior history of physical and sexual abuse 
should be conducted routinely, particularly in settings that include large 
numbers of female offenders. Staff training is needed to develop effective 
interviewing approaches related to the prior history of abuse, counseling 
approaches in dealing with abuse and trauma issues, and in making 
referral to mental health services.  

 Memoranda of understanding and other formal agreements can be 
developed across different agencies working within the criminal justice 
system to promote sharing of screening and assessment information. Key 
information related to treatment progress, outcomes, diagnoses, and 
ancillary services needs should be communicated across different points 
in the criminal justice system.  
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Appendix A: Screening and  
Assessment Instruments 
 

Addiction Severity Index (ASI) 

Purpose: The ASI is most useful as a general intake screening tool. It effectively 
assesses a client's status in several areas, and the composite score measures 
how a client's need for treatment changes over time. 

Clinical utility: The ASI has been used extensively for treatment planning and 
outcome evaluation. Outcome evaluation packages for individual programs or for 
treatment systems are available. 

Groups with whom this instrument has been used: Designed for adults of 
both sexes who are not intoxicated (drugs or alcohol) when interviewed. Also 
available in Spanish. 

Norms: The ASI has been used with males and females with drug and alcohol 
disorders in both inpatient and outpatient settings. 

Format: Structured interview. 

Administration time: 50 minutes to 1 hour. 

Scoring time: 5 minutes for severity rating. 

Computer scoring? Yes. 

Administrator training and qualifications: A self-training packet is available as 
well as onsite training by experienced trainers. 

Fee for use: No cost; minimal charges for photocopying and mailing may apply. 

 
Available from:  
A. Thomas McLellan, Ph.D.  
Building 7  
PVAMC  
University Avenue  
Philadelphia, PA 19104  
Ph: (800) 238-2433  
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The Alcohol Use Disorders Identification Test (AUDIT) 

Purpose: The purpose of the AUDIT is to identify persons whose alcohol 
consumption has become hazardous or harmful to their health. 

Clinical utility: The AUDIT screening procedure is linked to a decision process 
that includes brief intervention with heavy drinkers or referral to specialized 
treatment for patients who show evidence of more serious alcohol involvement. 

Groups with whom this instrument has been used: Adults, particularly 
primary care, emergency room, surgery, and psychiatric patients; DWI offenders, 
criminals in court, jail, and prison; enlisted men in the armed forces; workers in 
employee assistance programs and industrial settings. 

Norms: Yes, heavy drinkers and people with alcohol use disorders. 

Format: A 10-item screening questionnaire with 3 questions on the amount and 
frequency of drinking, 3 questions on alcohol dependence, and 4 questions on 
problems caused by alcohol. 

Administration time: 2 minutes. 

Scoring time: 1 minute. 

Computer scoring? No. 

Administrator training and qualifications: The AUDIT is administered by a 
health professional or paraprofessional. Training is required for administration. A 
detailed user's manual and a videotape training module explain proper 
administration, procedures, scoring, interpretation, and clinical management. 

Fee for use: No. 

Available from: Can be downloaded from Project Cork Web site: 

www.projectcork.org   
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Beck Depression Inventory-II (BDI-II) 

Purpose: To screen for the presence and rate the severity of depression symptoms. 

Clinical utility: Like its predecessor, the BDI-II consists of 21 items to assess the 
intensity of depression. The BDI-II can also be used as a screening device to 
determine the need for a referral for further evaluation. Each item is a list of four 
statements arranged in increasing severity about a particular symptom of 
depression. These new items bring the BDI-II into alignment with Diagnostic and 
Statistical Manual for Mental Disorders, 4th edition (DSM-IV) criteria. 

Items on the new scale replace items that dealt with symptoms of weight loss, 
changes in body image, and somatic preoccupation. Another item on the BDI that 
tapped work difficulty was revised to examine loss of energy. Also, sleep loss and 
appetite loss items were revised to assess both increases and decreases in sleep 
and appetite. The BDI-II shows improved clinical sensitivity and higher reliability than 
the BDI. 

Groups with whom this instrument has been used: All clients aged 13 through 80 
who can read and understand the instructions and clients who cannot read (requires 
reading the statements to them). 

Norms: The BDI has been used with people with substance use disorders, 
psychiatric patients, medical inpatients, and many other populations. 

Format: Paper-and-pencil self-administered test. 

Administration time: 5 minutes, either self-administered or administered verbally by 
a trained administrator. 

Scoring time: N/A. 

Computer scoring? No. Any staff member can perform the simple scoring. 

Administrator training and qualifications: Doctoral-level training or masters-level 
training with supervision by a doctoral-level clinician are required to interpret test 
results. 

Fee for use: $66 for manual and package of 25 record forms. 

Available from:  
The Psychological Corporation  
19500 Bulderve  
San Antonio, TX 78259  
Ph: (800) 872-1726  
www.psychcorp.com  
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CAGE Questionnaire 

Purpose: The purpose of the CAGE Questionnaire is to detect alcoholism. 

Clinical utility: The CAGE Questionnaire is a very useful bedside, clinical desk 
instrument and has become the favorite of many family practice and general 
internists also very popular in nursing. 

Groups with whom this instrument has been used: Adults, adolescents (over 
16 years). 

Norms: Yes. 

Format: Very brief, relatively nonconfrontational questionnaire for detection of 
alcoholism, usually beginning "have you ever" but which can be phrased to refer 
to past month or current behavior. 

Administration time: Less than 1 minute. 

Scoring time: Instantaneous. 

Computer scoring? No. 

Administrator training and qualifications: No training required for 
administration; it is easy to learn, easy to remember, and easy to replicate. 

Fee for use: No. 

Available from: May be downloaded from the Project Cork Web site 

www.projectcork.org  
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Circumstances, Motivation, and Readiness Scales (CMR Scales) 

Purpose: The instrument is designed to predict retention in treatment and is 
applicable to both residential and outpatient treatment modalities. 

Clinical utility: The instrument consists of four derived scales measuring 
external pressure to enter treatment, external pressure to leave treatment, 
motivation to change, and readiness for treatment. Items were developed from 
focus groups of recovering staff and clients and retain much of the original 
language. Clients entering substance abuse treatment perceive the items as 
relevant to their experience. 

Groups with whom this instrument has been used: Adults. 

Norms: Norms are available from a large secondary analysis of more than 
10,000 clients in referral agencies, methadone maintenance, drug-free outpatient 
and residential treatment. Norms are also available for specific populations, such 
as clients with COD, prison-based programs, and women's programs. 

Format: 18 items at approximately a third-grade reading level. Responses to the 
items consist of a 5-point Likert scale on which the individual rates each item on 
a scale from Strongly Disagree to Strongly Agree. Versions are also available in 
Spanish and Norwegian. 

Administration time: 5 to 10 minutes. 

Scoring time: Can be easily scored by reversing negatively worded items and 
summing the item values. 

Computer scoring? No. 

Administrator training and qualifications: Self-administered; no training 
required for administration. 

Fee for use: N/A. 

Available from:  
George De Leon, Ph.D., or Gerald Melnick, Ph.D.  
National Development and Research Institutes, Inc.  
71 West 23rd Street  
8th Floor  
New York, NY 10010  
Ph: (212) 845-4400  
Fax: (917) 438-0894  
E-mail: gerry.melnick@ndri.org  
www.ndri.org  
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The Drug Abuse Screening Test (DAST) 

Purpose: The purpose of the DAST is (1) to provide a brief, simple, practical, but 
valid method for identifying individuals who are abusing psychoactive drugs; and 
(2) to yield a quantitative index score of the degree of problems related to drug 
use and misuse. 

Clinical utility: Screening and case finding; level of treatment and 
treatment/goal planning. 

Groups with whom this instrument has been used: Individuals with at least a 
sixth grade reading level. 

Norms: Yes. A normative sample consisting of 501 patients, representative of 
those applying for treatment in Toronto, Canada. 

Format: A 20-item instrument that may be given in either a self-report or in a 
structured interview format; a "yes" or "no" response is requested from each of 
20 questions. 

Administration time: 5 minutes. 

Scoring time: N/A. 

Computer scoring? No. The DAST is planned to yield only one total or 
summary score ranging from 0 to 20, which is computed by summing all items 
that are endorsed in the direction of increased drug problems. 

Administrator training and qualifications: For a qualified drug counselor, only 
a careful reading and adherence to the instructions in the "DAST Guidelines for 
Administration and Scoring," which is provided, is required. No other training is 
required. 

Fee for use: The DAST form and scoring key are available either without cost or 
at nominal cost. 

 
Available from:  
Centre for Addiction and Mental Health  
Marketing and Sales Services  
33 Russell Street  
Toronto, Ontario, Canada M5S 2Sl  
Ph: (800) 661-1111 (Continental North America)  
International and Toronto area: (416) 595-6059  
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Michigan Alcoholism Screening Test (MAST) 

Purpose: Used to screen for alcoholism with a variety of populations. 

Clinical utility: A 25-item questionnaire designed to provide a rapid and effective 
screen for lifetime alcohol-related problems and alcoholism. 

Groups with whom this instrument has been used: Adults. 

Norms: N/A. 

Format: Consists of 25 questions. 

Administration time: 10 minutes. 

Scoring time: 5 minutes. 

Computer scoring? No. 

Administrator training and qualifications: No training required. 

Fee for use: Fee for a copy, no fee for use. 

 
Available from:  
Melvin L. Selzer, M.D.  
6967 Paseo Laredo  
La Jolla, CA 92037-6425  
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Structured Clinical Interview for DSM-IV Disorders (SCID) 

Purpose: Obtains Axis I and II diagnoses using the DSM-IV diagnostic criteria 
for enabling the interviewer to either rule out or to establish a diagnosis of "drug 
abuse" or "drug dependence" and/or "alcohol abuse" or "alcohol dependence." 

Clinical utility: A psychiatric interview. 

Groups with whom this instrument has been used: Psychiatric, medical, or 
community-based normal adults. 

Norms: No. 

Format: A psychiatric interview form in which diagnosis can be made by the 
examiner asking a series of approximately 10 questions of a client. 

Administration time: Administration of Axis I and Axis II batteries may require 
more than 2 hours each for patients with multiple diagnoses. The Psychoactive 
Substance Use Disorders module may be administered by itself in 30 to 60 
minutes. 

Scoring time: Approximately 10 minutes. 

Computer scoring? No. 

Administrator training and qualifications: Designed for use by a trained 
clinical evaluator at the master's or doctoral level, although in research settings it 
has been used by bachelor's-level technicians with extensive training. 

Fee for use: Yes. 

 
Available from:  
American Psychiatric Publishing, Inc.  
1400 K Street, N.W.  
Washington, DC 20005  
www.appi.org/  
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University of Rhode Island Change Assessment (URICA) 

Purpose: The URICA operationally defines four theoretical stages of change
precontemplation, contemplation, action, and maintenance relevant to change 
of a "problem" determined by the subjects, each assessed by eight items. For an 
alcohol problem population, a 28-item version with 7 items per subscale is 
available. 

Clinical utility: Assessment of stages of change/readiness construct can be 
used as a predictor of treatment and outcome variables. 

Groups with whom this instrument has been used: Both inpatient and 
outpatient adults. 

Norms: Yes, for outpatient alcoholism treatment population. 

Format: The URICA is a 32-item inventory designed to assess an individual's 
stage of change, located along a continuum of change, in people who abuse 
alcohol or drugs. 

Administration time: 5 to 10 minutes to complete. 

Scoring time: 4 to 5 minutes. 

Computer scoring? Yes, computer-scannable forms. 

Administrator training and qualifications: N/A. 

Fee for use: No; instrument is in the public domain. Available from author. 

Available from:  
Carlo C. DiClemente  
University of Maryland  
Psychology Department  
1000 Hilltop Circle Baltimore, MD 21250 Ph: (410) 455-2415 
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Appendix B: Glossary of Terms 

Acquittal: Judicial deliverance from a criminal charge on a verdict or finding of 
not guilty. 

ADAM: Arrestee Drug Abuse Monitoring Program; a program sponsored by the 
National Institute of Justice that periodically administers drug tests and short 
research interviews to samples of new arrestees in selected cities. 

Addiction: Drug craving accompanied by physical dependence that motivates 
continuing use, resulting in a tolerance to the drug's effects and a syndrome of 
identifiable symptoms. 

Addiction Severity Index (ASI): A standardized assessment tool used to 
conduct a comprehensive drug evaluation and to match offenders' drug problems 
with treatment approaches. (See also Offender Profile Index.) 

Adjudication (for adults): The process of resolving a criminal case through the 
determination of guilt or innocence and determining a sentence if the person is 
convicted of the crime. 

Adult offender: In most States people 18 or older are considered adult offenders 
and processed through the adult criminal justice system, but in three States 
people 16 or older are processed as adults and in some other States it is 17 or 
older. 

Aftercare: Treatment that occurs after completion of inpatient or residential 
treatment. 

Alcoholics Anonymous: The best known of self-help support groups, which 
serves as an important adjunct to treatment. 

Ancillary treatment services: These include education about substance abuse, 
self-help groups (Alcoholics Anonymous, Narcotics Anonymous), and skills 
training. 

Arrest: The physical taking of a person into custody on the grounds that there is 
probable cause to believe he or she has committed a criminal offense. An arrest 
may follow an investigation by law enforcement and is authorized by a warrant 
issued by a court. 
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Assessment: Evaluation or appraisal of a candidate's suitability for substance 
abuse treatment and placement in a specific treatment modality/setting. This 
evaluation includes information on current and past use/abuse of drugs; justice 
system involvement; medical, familial, social, educational, military, employment, 
and treatment histories; and risk for infectious diseases (e.g., sexually 
transmitted diseases, tuberculosis, HIV/AIDS, and hepatitis). (See also 
Screening.) 

Bail: Security (usually financial) provided as a guarantee that an arrested person 
will appear for trial; release from imprisonment based on that security. (See also 
Financial bail and Nonfinancial conditions.) 

Behavior contracts: An agreement between counselor and client about the 
sanctions and incentives that are to be applied when specified when the client 
performs specified behaviors. 

Bond hearing: Proceeding before a judge to determine what (if any) conditions 
to set for a detainee's release pending trial. 

Booking facility: A secure lockup usually operated by the local police or sheriff's 
department. New arrestees are taken to and held in booking facilities for paper 
processing, fingerprinting, criminal records, and warrant checks, pending the 
initial appearance before a judge. 

Boot camp: Typically, a sentence to a boot camp (also called shock 
incarceration) is for a relatively short time (3 6 months). These camps are 
characterized by intense regimentation, physical conditioning, manual labor, drill 
and ceremony, and military-style obedience. 

Boundary-spanner: An individual with knowledge of both substance abuse 
treatment and criminal justice systems who can facilitate the interaction of the 
two for the purpose of obtaining substance abuse treatment for offenders under 
criminal justice supervision. 

Center for Substance Abuse Treatment: CSAT is a Federal agency within the 
Substance Abuse and Mental Health Services Administration (SAMHSA). 
SAMHSA is part of the Public Health Service, under the Cabinet-level 
Department of Health and Human Services. 

Classification: The process by which a jail, prison, probation office, parole, or 
other criminal justice agency assesses the security risk of an individual offender 
and the individual's need for social services. 

Clinical formulation: The process of integrating information obtained through 
assessment into larger patterns or processes. 
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Clinicians: (See Counselors and clinicians.) 

Coercion: The use of incentives and sanctions to encourage participation in 
substance abuse treatment. 

Cognitive-behavioral therapy: Treatment that focuses on learning and 
practicing coping skills, some of which are cognitive in nature. 

Community corrections: A model of corrections that has a primary goal of 
reintegrating the offender into the community. Typically will consist of judicial 
dispositions that involve alternatives to incarceration, such as diversion program, 
house arrest, electronic monitoring, probation, and parole. 

Community notification laws: Laws that allow law enforcement to inform the 
public of the whereabouts (in some jurisdictions the specific home address) of 
offenders. The laws generally apply to sex offenders and typically include the 
"risk" level of the offender. Community notification laws are in effect in 50 States 
and the District of Columbia. 

Community reintegration planning: Preparation and strategy for each 
prisoner's release from custody. The plan prepares for the prisoner's return to the 
community in a law-abiding role after release. 

Community supervision or Community-supervised activities: These are 
outside the formal criminal justice system. Such activities include, for example, 
drug testing, programs to promote sobriety and prevent relapses, and day 
reporting centers. 

Community treatment: This is a program outside the formal criminal justice 
setting. It may be run by public or private organizations (nonprofit or profit-
making). Treatment may take place in a residential group (e.g., a halfway house) 
or a nonresidential activity (e.g., required attendance at Alcoholics Anonymous 
meetings). Treatment methods may vary. Both community treatment and 
community supervision are usually mandated by a court. An active partnership 
between these two should be built into planning activities for both. 

Conditional release: Release from custody under specified conditions. 

Confidentiality: The right of privacy for a client's/offender's personal information, 
except in certain law-enforcement situations. 

Continual interagency communication: The ongoing cooperative effort among 
treatment/criminal justice/public health personnel needed to successfully treat 
and supervise offenders involved with drugs. Communication among these 
systems facilitates a united approach. 
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Co-occurring disorders: The co-occurrence of a mental disorder and a 
substance use disorder. Other uses of the term include substance abuse 
accompanied by one or more physical or psychological conditions. Sometimes 
referred to as dual disorders. 

Corrections system: Includes jails and detention centers, prisons, and 
community supervised settings. 

Counselors and clinicians: Treatment professionals serving clients who abuse 
substances and are involved in the criminal justice system. 

Court-mandated treatment: A court order to participate in treatment as part of a 
sentence or in lieu of some aspect of the judicial process. 

Cultural competence: A set of academic and interpersonal skills that helps 
individuals increase their understanding and appreciation of cultural differences 
and similarities within, among, and between groups. It requires a willingness and 
ability to draw on community-based values, traditions, and customs and to work 
with knowledgeable people from the community in developing focused 
interventions, communication, and support.  

Curfew: In the criminal justice context, a rule or condition applied to individuals 
on probation or parole, requiring them to be in their residence and remain there 
by a specific time. An individual sentenced to house arrest will have a curfew. 

Day reporting center: An intermediate sanction, this is a place where offenders 
on probation or parole must report to receive supervision for a certain number of 
hours each day. These centers may include educational services, vocational or 
skills training, and other service delivery. Offenders may also report by phone 
from a job or treatment site during the day. 

Denial breaking: An intervention strategy designed to confront thought 
processes that prevent the individual from acknowledging problems related to his 
or her use of alcohol or illicit substances. 

Detention: Holding a defendant in jail or other facility pending trial or 
determination of guilt. 

Detention center: For adults, a holding facility such as a jail. 

Determinate sentence: A sentence in which the length of incarceration is fixed 
by the court. 

Deterrence: Being deterred from criminal activity because of fear of involvement 
in the criminal justice system or other punishment. 
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Detoxification: A structured medical or social milieu in which an individual is 
monitored for withdrawal from the acute physical and psychological effects of 
addiction. 

Developmental interagency coordination: Collaboration among personnel 
from criminal justice, treatment, and public health to form expert 
justice/treatment/public health systems. For example, developmental interagency 
coordination is essential in the assessment of the drug-involved offender and in 
the development of referral procedures and reporting policies, as well as in 
understanding each system's definition of success and failure. 

Disposition: The final resolution of a criminal case (e.g., in a case in which an 
individual is found not guilty, the disposition is an acquittal and release). 

Diversion: The process whereby a defendant's prosecution is deferred or 
dropped if certain conditions are met. Diversion also is the judicial option to refer 
prison-bound cases to a review board, which in turn may recommend that the 
original sentence be modified or suspended and that the offender be placed in a 
residential or nonresidential program. 

Drug courts/Drug treatment courts: Specialized courts commonly designed to 
handle only felony drug cases, usually involving adult nonviolent offenders. Drug 
courts can involve intensive monitoring, drug testing, outpatient treatment, and 
support services. They often operate with probation supervision and services. 

Drug testing: Technical examination of urine samples to determine the presence 
or absence of specified drugs or their metabolized traces. 

Drug use forecasting: Arrestee urinalysis data based on studies conducted 
under the Drug Use Forecasting (DUF) System of the National Institute of 
Justice. 

DSM-IV: Diagnostic and Statistical Manual, 4th edition, published by the 
American Psychiatric Association, a standard manual used to categorize 
psychological or psychiatric conditions. 

Due Process (of Law): Legal proceedings established to protect individual rights 
and liberties. 

DUI, DWI: Driving under the influence or driving while intoxicated. 

Duty to warn: A treatment professional's duty to report a patient's threat to harm 
another or to commit a crime (does not apply to knowledge of a client's past 
offenses). 
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Electronic monitoring: A sanction in which an electronic device is worn by an 
offender that can alert corrections officials to the unauthorized absence from the 
house of a person under curfew/house arrest. (See also House arrest.) 

Financial bail: An amount of money, set by a judge, that is used to ensure the 
defendant's appearance at court. (See also Bail and Nonfinancial conditions.) 

Habilitation: Training in social problemsolving skills for people with mental 
illness requiring the client to: (1) define the problem; (2) generate alternative 
solutions; (3) choose the best solution, (4) make a plan, and execute it; and (5) 
evaluate the outcome. 

Halfway house: A transitional facility where a client is involved in school, work, 
training, etc. The client lives onsite while either stabilizing or reentering society 
drug free. The client usually receives individual counseling, as well as 
group/family/marital therapy. He or she may leave the site only for work, school, 
or treatment. This facility can be in the community or attached to a jail or similar 
institution. (See also Work release .) 

House arrest: The restriction of offenders to their homes for various periods of 
time. (See also Electronic monitoring .) 

Incarceration: Holding a person in a detention center, jail, or prison (State or 
Federal) because of suspected or actual involvement in criminal activity. 

Indeterminate sentence: A prison sentence in which the amount of time to be 
served is indeterminate and is usually determined by a Parole Board after a 
minimum period of incarceration. Judges generally impose a minimum and 
maximum incarceration term in indeterminate sentences. 

Infectious diseases risk assessment: Evaluation of a person's risk for sexually 
transmitted diseases, tuberculosis, HIV/AIDS, and other infectious diseases, 
including information regarding current and past history, screening, and 
treatment of such diseases. Testing and referral for treatment are recommended 
for those with substance use disorders who are assessed as at high risk for such 
diseases. Those with substance use disorders who are assessed as at low risk 
should be reassessed intermittently. Thus, collaboration between criminal justice 
personnel, treatment personnel, and public health personnel must be developed 
in order to ensure interagency coordination in the assessment and treatment of 
the drug-involved offender at various stages throughout the criminal justice 
continuum and in the development of referral procedures and reporting policies, 
as well as in understanding each system's definitions of success and failure. 
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Intermediate sanctions: Community-based programs providing increased 
surveillance, tighter controls on movement, more intense treatment for a wider 
assortment of maladies or deficiencies, increased offender accountability, and 
greater emphasis on payments to victims and/or corrections authorities. 
Intermediate sanctions are less punitive than incarceration but more punitive than 
simple probation. (See also Sanctions.) 

Interpersonal issues: Those between the client and counselor in the therapeutic 
relationship. Includes boundaries, training, the need for peer role models and 
cultural sensitivity, respect for confidentiality and privacy, and the counselor's 
duty to report certain client crimes. 

Intrapersonal issues: Those stemming from an individual's psychological 
makeup and/or physical conditions (including co-occurring disorders), as well as 
one's social skills, educational status, and personal support system. 

Jail: A place for holding a person in lawful custody, usually while he or she is 
awaiting trial. In some jurisdictions, jails are used punitively for offenders serving 
short-term sentences or those involving work release or weekends in 
incarceration. Jails range in size from small rural ones with a dozen or so cells to 
urban settings with thousands of cells. Jails usually are operated by cities or 
counties. 

Linkages: The provider establishes working relationships with various agencies 
and facilities in order to refer clients with multiple life problems to accessible, 
appropriate vocational training, medical, assisted living, and legal assistance 
services. 

Management Information System (MIS): A computer system that assists in 
organizing information for the purposes of planning and maintaining a business 
or other organization. 

Mandatory release: Required release of an inmate from incarceration upon the 
expiration of a certain period, as stipulated by a determinate sentencing law or by 
parole guidelines. 

Memorandum of understanding (MOU): A written but noncontractual 
agreement between two or more agencies or other parties to take a certain 
course of action. 

Methadone treatment: Medically supervised outpatient treatment that provides 
counseling while maintaining a client on the drug methadone (used mainly for 
heroin or other opioid addiction). 
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Monitoring for compliance: Surveillance of an offender to ensure that the 
conditions imposed on an individual are being adhered to. 

Narcotics Anonymous: A self-help and support group similar to Alcoholics 
Anonymous. 

National Treatment Plan Initiative: Developed by CSAT, this initiative is a 
blueprint for improving substance abuse treatment. 

Negative predictive value: The proportion of offenders identified by a screening 
or assessment instrument as not having substance abuse problems, compared 
to the total number not having substance abuse problems. 

Nonfinancial conditions: Release requirements set by a judge that do not 
include monetary payment (e.g., required participation in supporting services, 
such as substance abuse treatment). (See also Bail and Financial bail.) 

Nonresidential treatment of incarcerated people: In this form of treatment, 
prisoners receive treatment either through day care programs, regularly 
scheduled therapeutic groups, or other nonresidential programs. 

"No Wrong Door": This key component of CSAT's National Treatment Initiative 
indicates that no matter where they enter the health or social service system, 
people should be able to get treatment for substance abuse, either directly or 
through appropriate referral. 

Offender Profile Index: A standardized assessment tool used to conduct a 
comprehensive drug evaluation and to match offenders' drug problems with 
treatment approaches. (See also Addiction Severity Index.) 

On recognizance: Release on one's own responsibility (e.g., with an obligation 
to appear in court, but the release is not secured by financial bail). 

Overall accuracy: The extent to which a screening or assessment instrument 
classifies respondents correctly. 

Parole: The conditional release of an inmate from prison under supervision after 
part of a sentence has been served. The inmate is subject to specific terms and 
conditions which are monitored by an officer/agent. 

Peer staff: Individuals in recovery from substance abuse disorders who have 
been trained for work in the treatment or criminal justice areas. 

Personal bond: Release from court on one's own promise to appear in court, 
without financial conditions. Similar to release on recognizance. 
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Pharmacotherapies: Treatment of disease with drugs. In substance abuse 
treatment, these include methadone, naltrexone, and buprenorphine. 

Placement: Assigning substance abuse treatment program participants with 
appropriate community substance abuse treatment facilities when such 
individuals leave the correctional facility at the end of a sentence or on parole. 

Plea bargain: An agreement by a defendant to plead guilty to a criminal charge 
with the expectation of receiving some consideration from the prosecution for 
doing so. Typically the consideration is a reduction of the charge. The 
defendant's goal is a penalty lighter than the one warranted by the charged 
offense. 

Positive predictive value: The proportion of offenders identified by a screening 
or assessment instrument as having substance abuse problems, compared to 
the total number having substance abuse problems. 

Preliminary hearing: A court hearing in which initial information about the case 
is presented. This hearing usually is used to determine if there is sufficient 
evidence of guilt to continue the case, resolve evidentiary issues, or make initial 
case decisions. 

Prerelease assessment: This information on an individual's situation/condition, 
as provided by treatment professionals, should be available to the judge, 
prosecutor, and other participants at the time of a presentence hearing or 
trial/sentencing. If an individual is paroled, the information should be conveyed to 
the parole officer for follow-up and evaluation. Recommendations for referral for 
treatment can be made at this time. 

Presentence hearing: An event at which the prosecutor, defense attorney, and 
judge meet before a trial to establish parameters for that trial. A plea bargain is 
often negotiated at this point. 

Presentence investigation: An investigation into the background and character 
of a defendant that assists the court in determining the most appropriate 
sentence in a case. Typically occurs after the person has been convicted, but 
prior to sentencing. 

Pretrial hearing: Appearance in court before a magistrate, at which time bond is 
set or a determination is made to retain a person in jail or release him or her. 

Pretrial stage: Activities in the criminal justice process that occur between arrest 
and trial. 
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Prison: A secured institution (Federal or State) in which convicted felons are 
confined after sentencing for crimes. Prisons are classified as minimum-, 
medium-, or maximum-security facilities, based on the need for internal 
institutional fortification. Inmates are similarly classified, according to severity of 
offense and/or other behavior and are usually assigned to prisons having a 
corresponding level of security. 

Probation: A sentence in which the offender is allowed to remain in the 
community in lieu of incarceration. The individual is supervised and is ordered to 
comply with specific terms and conditions. 

Problem-solving courts: These specialized court settings include drug courts, 
family courts, jail courts, and mental health courts. 

Process evaluation: Determination of whether individuals actually received the 
treatment as it was intended to be delivered; examines implementation and 
operation of a program in comparison with the stated intent. 

Protocol: Consists of guidelines and procedures for dealing with a particular 
issue or activity. 

Psychopharmacology: The science dealing with the effect of medications in 
treating psychiatric conditions. 

Recidivism: The commission of crime after an offender has been sentenced 
and/or released. 

Re-entry formulation: The process of providing counseling and community-
based supports to ex-offenders who abused substances and who are returning to 
society. 

Relapse prevention: Strategy to train people with substance use disorders to 
cope more effectively and to overcome the stressors/triggers in their 
environments that may lead them back into drug use and dependency. 

Reparation: (See Restoration.) 

Residential treatment: Inpatient treatment, in which the client spends 24 hours 
a day in the treatment environment. 

Restoration: Sometimes referred to as reparation, its aim is to restore the 
community to its state before a crime was committed. It does this in part by 
preventing the offender from reoffending through rehabilitation, incapacitation, or 
deterrence. 
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Restitution: Payment by an offender of the costs of a victim's losses or injuries 
and/or damages to the victim. Payment can be made to a general victim 
compensation fund or to the community as a whole (with the payment going to 
the municipal or State treasury). 

Risk/needs assessment: A comprehensive report that includes a client's social, 
criminal, and other history. The report usually includes a recommendation for 
sentencing if the client is found guilty. 

Sanctions: Legally binding orders of a court or paroling authority that deprive or 
restrict offender liberty or property. An intermediate sanction (see above) is 
more rigorous than traditional probation but less so than total incarceration. 

Screening: Gathering and sorting of information used to determine if an 
individual has a problem with substance abuse and, if so, whether a detailed 
clinical assessment is appropriate. (See also Assessment.) 

Security classification (in criminal justice): The process of assigning an 
inmate to a category based on the perceived likelihood of an offender's attempt 
at escape, propensity for violence, or management concerns. 

Sensitivity: The extent to which a screening or assessment instrument 
accurately identifies those with substance use disorders (true positives). 

Sentencing: The disposition of a case where penalties are imposed. 

Skills training: This includes job and vocational skills, life skills (budgeting, 
leisure, etc.), literacy and GED classes, anger management, general coping 
skills, communication skills, parenting classes, building families and 
relationships, and social skills. 

Sobering station: A 24-hour facility where individuals can be housed and 
monitored while under the influence of mood-altering substances. 

Sobriety maintenance: The last step in recovery when the client has achieved 
stable sobriety and efforts are directed toward maintaining that stability. 

Special-needs probation programs or caseloads: In these approaches to 
intermediate sanctions, officers with special training carry a restricted caseload. 
Typically, these approaches are used with offenders who have committed certain 
categories of domestic violence, sex offenses, and DUI, and with offenders who 
are mentally ill, developmentally disabled, or abuse substances. This situation 
can mean more intensive or intrusive supervision than in routine caseloads; 
enhanced social and psychological services; and/or specific training or group 
activities, such as anger management classes. 
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Specific populations: These include a wide range of people facing a wide range 
of issues for example, racial/ethnic/sexual minorities and women, people with 
disabilities, older people, and those who are underserved or underrepresented in 
treatment. This term can also include violent offenders, sexual offenders, victims 
or perpetrators of domestic abuse, psychopaths, and offenders with life 
sentences. 

Specificity: The extent to which a screening or assessment instrument 
accurately identifies those without substance use disorders (true negatives). 

Split sentence: A sentence involving a short period of incarceration followed by 
probation or some other form of community supervision. 

Stakeholders: Those who have a key interest/investment in an issue or 
activity includes clients, treatment and criminal justice personnel, and 
policymakers. 

Test-retest reliability: This quality of a screening or assessment instrument, 
expressed as a coefficient, is "obtained by administering the same test a second 
time to the same group after a time interval and correlating the two sets of 
scores" (American Educational Research Association 1999, p. 183). 

Therapeutic community: Traditionally, this is a long-term (up to 24 months) 
rehabilitative model that relies mainly on peer staff and on work as education and 
therapy. Other staff include treatment and mental health professionals and 
vocational and educational counselors. The aim here is a global change in a 
person's lifestyle, focused on developing vocational, educational, and social 
skills. Most residents have been involved with the criminal justice system. 

Treatment: Refers to the broad range of primary and supportive services - 
including identification, brief intervention, assessment, diagnosis, counseling, 
medical services, psychological services, and follow-up - provided for people with 
alcohol and illicit drug problems. The overall goal of treatment is to eliminate the 
use of alcohol and illicit drugs as a contributing factor to physical, psychological, 
and social dysfunction and to arrest, retard, or reverse progress of associated 
problems. 

Treatment matching: Pairing clients with treatments and services that reflect 
their particular traits and needs in order to enhance the potential for better 
outcomes. 

Treatment planning: The process of planning a client's total course of 
treatment, based on the findings of assessment procedures. 
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Treatment progress assessment: A process that determines the value of the 
chosen course of treatment, its suitability for the client, and how it should be 
extended or adjusted if necessary. 

Triage: A process for sorting injured people into groups based on their need for 
medical treatment in short, immediate attention and first-stage treatment for 
people with substance abuse disorders and others. 

Trial: A court hearing at which a prosecutor presents a case against a defendant 
to show that he or she is guilty of a crime. The defendant presents information to 
support the plea that he or she is not guilty. The judge or jury decides the verdict. 

Unbroken contact: Early, thorough, and substantial substance abuse treatment 
delivered in an unbroken manner throughout the entire criminal case-handling 
process, from arrest through the completion of the sentence. The components of 
the system must transfer not only the offender but also the cumulative record of 
what the system has learned and what it has done. 

Urinalysis: The testing of a urine sample for the presence of drugs. 

Waiver: A court action in which the defendant agrees to forgo certain legal rights, 
such as the right to a grand jury hearing or the right to a speedy trial. The term is 
also used to indicate the transfer of a juvenile offender to the adult criminal 
justice system when he or she has been accused of committing certain serious 
crimes. 

Work release: An alternative to total incarceration, whereby inmates are 
permitted to work for pay in the free community but must return to a secure 
facility during their nonworking hours. (See also Halfway House.)  
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Appendix D: Post Test and Evaluation  for 
Screening and Assessment of Clients in the 
Criminal Justice System 

Directions:  To receive credits for this course, you are required to take a post 
test and receive a passing score.  We have set a minimum standard of 80% as 
the passing score to assure the highest standard of knowledge retention and 
understanding.  The test is comprised of multiple choice and/or true/false 
questions that will investigate your knowledge and understanding of the materials 
found in this CEU Matrix – The Institute for Addiction and Criminal Justice 
distance learning course.   

After you complete your reading and review of this material, you will need to 
answer each of the test questions. Then, submit your test to us for processing. 
This can be done in the following manner: 

Submit your test via the Internet. All of our tests are posted electronically,
allowing immediate test results and quicker processing. First, you may want
to answer your post test questions found at the end of this appendix. Then,
return to your browser and go to the Student Center located at:

http://www.ceumatrix.com/studentcenter 

Once there, log in as a Returning Customer using your Email 
Address and Password. Then click on ‘View Lesson Quiz’ and you 
will be presented with the electronic exam.

To take the exam, simply select from the choices of "a" through "e" 
for each multiple choice question. For true/false questions, select 
either "a" for true, or "b" for false. Once you are done, simply click 
on the submit button at the bottom of the page. Your exam will be 
graded and you will receive your results immediately. If your score is 
80% or greater, you will receive a link to the course evaluation. You 
will also receive a link to the Certificate of Completion. This is the 
final step in the process, and you may save and / or print your 
Certificate of Completion.

If, however, you do not achieve a passing score of at least 80%, you 
will need to review the course material and return to the Student 
Center to resubmit your answers.

NOTE: THE EXAM QUESTIONS AND /OR ANSWERS MAY BE IN A
DIFFERENT ORDER IN THE ONLINE EXAM 
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Answer the following questions by selecting the most appropriate 
response.   

1. Screening is the evaluation or appraisal of a candidate’s suitability for
substance abuse treatment and placement in a specific treatment modality.

a. True
b. False

2. A basic assessment consists of gathering key information to understand the
client’s:

a. readiness for change.
b. problem areas, including any diagnoses.
c. strengths and disabilities.
d. Both A and B are correct responses
e. All of the above are correct responses

3. Screening typically includes assignment of DSM-IV-TR diagnoses of alcohol
or drug abuse or dependence.

a. True
b. False

4. In cases when the court may want the greatest amount of information
available about an offender, the assessment should also include which of the
following?

a. Administration of at least three diverse instruments
b. Historical information from family and other collateral sources
c. Hypnosis
d. Obtaining all medical and employment records

5. Research shows significant variability in the reliability and validity of different
assessment instruments with different populations.

a. True
b. False
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6. Key issues related to screening and assessment include all but which of the
following?

a. System-wide information sharing
b. Accuracy of information
c. Continuity of information
d. Comprehensiveness of information

7. The acronym ASI stands for “Alcohol Screening Instrument.”

a. True
b. False

8. It is critical to administer screening and assessment instruments in a way that
encourages:

a. emotional expression.
b. honesty.
c. personal growth.
d. historical perspective.
e. All of the above

9. Collateral sources such as friends and family can improve the reliability of the
information gathered by the offender’s self-report.

a. True
b. False

10. Counselors working the criminal justice settings should be aware of issues
related to confidentiality and informed consent in the context of screening
and assessment.

a. True
b. False

11. Peters found that the SASSI-2 had significantly lower positive predictive
value for:

a. Hispanics/Latinos.
b. African Americans.
c. Caucasians.
d. American Indians.
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12. Cross-training between the treatment and criminal justice systems can
promote the use of screening and assessment results, as well as reduce
duplication of efforts.

a. True
b. False

13. A 16-item screening instrument that examines symptoms of both alcohol
and drug dependence is the:

a. SASSI-2.
b. ASI.
c. SSI-SA.
d. MAST short version.
e. DAST-16.

14. For screening of alcohol problems among female offenders, counselors may
want to consider use of the:

a. Alcohol Dependence Scale (ADS).
b. Rapid Alcohol Problems Screen (RAPS).
c. Michigan Alcoholism Screening Test (MAST short version).
d. CAGE.
e. None of the above

15. New versions of which instrument have been developed and validated for
use with American Indians and with women?

a. ASI
b. MAST
c. SASSI
d. MMPI
e. SOCRATES

16. Which of the following is NOT used to examine psychopathy and risk for
violence and recidivism?

a. MMPI-2
b. Psychopathy Checklist-Revised (PCL-R)
c. Personality Assessment Instrument (PAI)
d. Clinical Deception Inventory (CDI-2)
e. Level of Service Inventory (LSI)-Revised
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17. Screening should address evidence of:

a. intoxication.
b. dependence.
c. overdose.
d. withdrawal.
e. All of the above

18. When treatment is held constant, coerced treatment by the criminal justice
system has been shown to be at least as effective as non-coerced
treatment.

a. True
b. False

19. Of the instruments described to evaluate readiness for treatment, only the
__________ has a Spanish language version.

SOCRATES 
TCE Treatment Motivation Scales 
CMRS-Sp 
URICA 
ASI 

20. The choice of substance abuse screening instruments should be based on
all of the following EXCEPT:

a. Gender.
b. ethnic or racial characteristics.
c. language spoken.
d. Age.
e. purpose of the screening.

21. The _____________ is a 73-item self-report instrument that examines mood
disorders.

a. Hamilton Depression Scale
b. Beck Depression Inventory
c. Mental Health Screening Form
d. General Behavior Inventory
e. None of the above
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22. Because acute symptoms of alcohol or drug use can mimic a wide variety of
mental disorders, it is recommended that assessment and diagnosis be
repeated after ____ weeks of abstinence or at any time symptoms appear
or change.

a. 2-4
b. 4-6
c. 6-8
d. 10-12

23. Rates of trauma in men and women entering the criminal justice system are
comparable to rates found in community samples.

a. True
b. False

24. Only trained counselors should inquire about abuse and trauma issues.

a. True
b. False

25. A history of trauma has been linked to many types of mental disorders
including:

a. PTSD.
b. depression.
c. suicidal behavior.
d. borderline and other personality disorders.
e. All of the above

26. Forced abstinence during incarceration may deprive offenders who have
experienced physical or sexual abuse of their major coping mechanism.

a. True
b. False

27. Of the four terms used to describe personality disorders that involve
criminogenic characteristics, _________ is the most severe, and is present
in 10-20% of male prison inmates.

a. sociopathy
b. antisocial personality
c. disocial personality
d. psychopathy
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28. Most substance abuse screening and assessment instruments were
developed and tested in female populations.

a. True
b. False

29. Important recidivism and violence risk factors to assess include all but which
of the following?

a. Criminal peers
b. School failure, drop-out
c. Treatment non-adherence
d. Environmental stress
e. Personality disorders

30. ______________ is an important predictor of treatment dropout, level of
involvement in violence, and criminal justice recidivism.

a. Disocial personality
b. Psychopathy
c. Sociopathy
d. Antisocial personality
e. All of the above

31. One example of an instrument that has been tested with both male and
female populations, and found to have good reliability, is the:

a. TWEAK.
b. ASI.
c. TCUDS II.
d. AUDIT.
e. Beck Depression Inventory-II.

32. Counselors should ask clients directly about how they view or describe
themselves, and their preferred usage of terms such as black, African
American, person of color, Hispanic, Latin, Pacific Islander, gay,
homosexual or lesbian.

a. True
b. False
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33. The extent to which an assessment instrument accurately identifies those
with substance use disorders (true positives) is called:

a. overall accuracy.
b. sensitivity.
c. specificity.
d. positive predictive value.
e. negative predictive value.

34. The extent to which the instrument classifies respondents correctly is called:

a. overall accuracy.
b. sensitivity.
c. specificity.
d. positive predictive value.
e. negative predictive value.

35. The Minnesota Multiphasic Personality Inventory (MMPI-2) is rarely used in
a prison setting because of its length (567 items) and complexity of scoring.

a. True
b. False

36. Screening for suicidal thoughts and behavior should occur on an ongoing
basis for all offenders:

a. with a history of violence.
b. with co-occurring disorders.
c. who are experiencing stimulant withdrawal.
d. Both a and b
e. Both b and c

37. Assessment and evaluation should be obtained:

a. at each major point of transition with the criminal justice system.
b. regularly for persons with a history of physical and sexual abuse.
c. on an ongoing basis for offenders with symptoms of co-occurring

disorders.
d. using instruments that are designed for the appropriate sub-

populations.
e. All of the above
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38. Collateral sources of information in the assessment process include:

a. family members.
b. drug test results.
c. pre-sentence investigations.
d. drug- or DWI-related arrests.
e. All of the above

39. One of the factors in the assessment process is the prohibitive cost of
assessment instruments.

a. True
b. False

40. Women respond differently to the screening process than men, and a
longer, more flexible form is often useful to explore unanticipated areas that
may arise.

a. True
b. False
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