
Effectiveness Standards for the
Treatment of Chemical Dependency in

Juvenile Offenders:
A Review of the Literature

Megan Rutherford, Ph.D.
Caleb Banta-Green, M.P.H., M.S.W.

Report to the Governor’s Office
and Legislature of Washington State

Alcohol and Drug Abuse Institute
University of Washington

Seattle, Washington 98105-6696

  Technical Report 98-01 January 1998



TABLE OF CONTENTS

ACKNOWLEDGEMENTS................................................................................................ ii

EXECUTIVE SUMMARY ............................................................................................... iii

INTRODUCTION ............................................................................................................. ix

BACKGROUND ................................................................................................................ x

METHODOLOGICAL ISSUES....................................................................................... xii

REPORT ............................................................................................................................. 1
I.  Chemical Dependency Treatment for Adolescents ........................................................ 1
              A.  Current Treatment Modalities ......................................................................... 1
              B.  Continuing Care and Aftercare ....................................................................... 3
              C.  Placement Decisions ....................................................................................... 4
              D.  Treatment Outcomes Studies .......................................................................... 6
              E.  Elements of Effective Treatment ................................................................... 11
              F.  Factors Effecting Treatment Response .......................................................... 12
              G.  Elements of Program Effectiveness .............................................................. 15

II.  Predictors of Alcohol and Other Drug Use ................................................................. 16
              A.  Internal Factors ............................................................................................. 16
              B.  External Factors ............................................................................................ 25
              C.  Effectiveness Standards -- Changes in Adolescent Behavior ....................... 27

III.  Screening and Assessment of Alcohol and Other Drug Use ..................................... 28
              A.  Screening ...................................................................................................... 29
              B.  Comprehensive Assessment Battery ............................................................. 30

IV.  Evaluation of CDDA Treatment Programs ................................................................ 34
              A.  Process Evaluation ........................................................................................ 35
              B.  CDDA Outcome Evaluation ......................................................................... 35
              C.  Corroboration of Substance Use and Recidivism ......................................... 36
              D.  Data Sources ................................................................................................. 36
              E.  Data Collection Techniques .......................................................................... 37
              F.  Statistical Issues ............................................................................................. 37

BIBLIOGRAPHY ............................................................................................................. 38

i



ACKNOWLEDGMENTS

This research is funded by the Washington State Department of Social and Health Services. This
review of the literature on adolescent chemical dependency treatment would not have been possible

without the help of Mark Wirschem of the Juvenile Rehabilitation Administration, Antoinette
Krupski, Ph.D., of the Division of Alcohol and Substance Abuse, Dennis Donovan, Ph.D, Peggy
Peterson, Ph.D., Nancy Sutherland, Brenda Stuvek, and Ellen Downey of the Alcohol and Drug

Abuse Institute.
Inquiries should be directed to: Dr. Megan Rutherford, Alcohol and Drug Abuse Institute, Box

351415, University of Washington, Seattle, WA 98195, ph. (206) 616-6813.

ii



EXECUTIVE SUMMARY

I. BACKGROUND

House Bill 3900 (Sec 26-28) requires the development, implementation, and evaluation of the
Chemical Dependency Disposition Alternative (CDDA) program, which provides local juvenile
courts with a sentencing alternative for chemically dependent youth. Following an assessment to
determine that the juvenile is chemically dependent,

...the court shall then consider whether the offender and the community will benefit from use
of this chemical dependency disposition alternative. If the court determines that this chemical
dependency disposition alternative is appropriate, then the court shall impose the standard
range for the offense, suspend execution of the disposition, and place the offender on com-
munity supervision for up to one year. As a condition of the suspended disposition, the court
shall require the offender to undergo available outpatient drug/alcohol treatment and/or
inpatient drug/alcohol treatment (RCW 13.40.165 5a, 5b).

The University of Washington was mandated by this statute to develop standards for measuring the
effectiveness of chemical dependency treatment programs for CDDA youth. These standards must
include methods for measuring success following treatment of CDDA youth. The following report
responds to the statute and describes the scientific basis for the chemical dependency programs for
CDDA youth.

The CDDA legislation provides an opportunity for the Juvenile Rehabilitation Administration (JRA),
in conjunction with the Division of Alcohol and Substance Abuse (DASA) and local juvenile courts,
to strengthen existing chemical dependency programs for youth involved with the juvenile justice
system. This will be accomplished by providing CDDA youth with additional elements of treatment
that research has demonstrated to be effective in reducing substance use. Treatment of CDDA youth
will emphasize enhancing linkages with community based services in order to provide a
comprehensive continuum of care. Effectiveness of CDDA treatment programs can be assessed using
changes in variables which research has demonstrated to be critical in the development and
maintenance of adolescent substance use problems (such as school performance and emotional
distress).

II. EFFECTIVENESS STANDARDS

Effectiveness standards for treatment programs should address three factors: changes in adolescent
behaviors with regards to substance use, criminal activity, and overall adjustment; program
implementation and integrity; and, compliance with reporting requirements of the Juvenile
Rehabilitation Administration, as well as the Division of Alcohol and Substance Abuse assessments
and treatment standards for State-approved programs under WAC 440-22, and other involved
agencies.

A. Changes in Adolescent Behavior
It is impossible to require that chemical dependency programs reduce substance use or criminal
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activity by a specific amount as each individual will have varying degrees of substance use, criminal
involvement, and other problems at entry to treatment. Although an adolescent may not demonstrate
a substantial decrease in substance use after treatment he may show improvement in other areas such
as family and school functioning. It is important, therefore, to look at overall improvements in
functioning after treatment and not solely at substance use or recidivism. Ideally, an effective
treatment program will reduce an adolescent’s involvement in substance use and or criminal activity,
effectively treat psychopathology (if present), and will increase the level of family and social
adjustment, and school/vocational performance. Some effective programs may not, however, be
successful in modifying all problematic behavior in every individual treated.

1. Reductions in substance use will be assessed by:
• the frequency of substance use; the primary measure will be a reduction in the total number

of days of use over the intervening period
• the intensity of substance use; the primary measure will be a reduction in the number of times

a day a drug is used
• the number of substances an individual currently uses
• the proportion of positive urinalyses collected over the intervening period
• the number of re-convictions for alcohol or drug related offenses in the intervening period
• re-admission to a chemical dependency treatment program (detox, inpatient, or outpatient)

over the intervening period
• the number of emergency room visits
• the number of inpatient medical hospitalizations
•

2. Reductions in recidivism will be assessed by:
• the number of subsequent convictions incurred over the intervening period
• a subsequent conviction is any court legal action including a conviction, deferred disposition

or diversion agreement in a Washington State court for an offense committed following the
initial action that made the youth eligible for the CDDA program

• felonies and misdemeanors, including gross misdemeanors, will be reported separately
• the number of violations of the terms of community supervision
• violations are usually not criminal actions
• probation officers vary greatly in their reporting of violations
• this is a difficult area to measure as violations typically increase as the level of supervision

becomes more intense resulting in a potentially ambiguous and misleading measure of
program effectiveness

• completion of any restitution to victims ordered by the court
• the amount of the restitution will vary
• measures will include whether a youth is failing, successfully completing, or has fully

completed restitution
The number of arrests incurred over the follow-up periods will not be used as a measure of criminal
recidivism in evaluation of the CDDA programs. Arrest data are difficult and costly to reliably obtain
because there is no statewide database for arrests. Therefore, until there is a statewide database for
arrests, arrests will not be used in determining effectiveness of chemical dependency treatment
programs for CDDA youth.

3. Improvements in other areas such as:
• Improved school performance over the intervening period as evidenced by:
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• an improvement in grades
• a decrease in truancy or drop-out
• a decrease in the number of disciplinary actions
• Improved family functioning over the intervening period as evidenced by:
• fewer conflicts with family members
• greater parental satisfaction with adolescent’s behavior
• decreased runaway episodes
• Improved social functioning over the intervening period as evidenced by:
• less time spent with substance-using and/or delinquent peers
• increased friendships with prosocial peers
• decreased feelings of alienation
• fewer incidences of unprotected sexual activity
• Improved psychological functioning over the intervening period as evidenced by:
• fewer days of self reported mood disorders
• fewer days of aggressive or hostile acts towards family, peers or others
• fewer days of antisocial behaviors
• greater ability to concentrate on tasks
• fewer admissions for psychiatric treatment, either inpatient or outpatient
• decreased use of psychiatric medications
• Improved vocational functioning (if applicable) over the intervening period as evidenced by:
• fewer absences from work
• fewer days of late attendance or leaving early
• fewer disciplinary actions
• more positive relationship with co-workers

B. Program Implementation and Integrity
If a program is not actually delivering the services contracted for by CDDA, it may be wrongfully
evaluated as being ineffective. If the proposed services actually were provided by the treatment
program, the program may have been effective in treating adolescent chemical dependency problems.
For example, family involvement in treatment has been shown to be related to positive treatment
outcomes. If a treatment program for CDDA youth does not actually provide family therapy as
recommended, adolescents in that program may not reduce their substance use to the same degree as
adolescents treated in a program that did include family therapy. Therefore, in order to determine
program effectiveness and success in delivering proposed services the following factors will be
assessed:

• the level of service adherence to treatment guidelines for chemical dependency treatment
programs for CDDA youth

• the number of direct treatment hours provided
• the overall program completion and drop-out rates
• the degree to which adolescents and their families are satisfied with the treatment program
• the degree to which the CDDA programs are successful in linking JRA supervision services,

community-based services, and families (or family substitute) in treatment of the youth
C. Reporting Compliance
The agency’s ability to meet regular deadlines will have a bearing on the evaluation of its
effectiveness. Regular reporting to the Juvenile Rehabilitation Association, the Division of Alcohol
and Substance Abuse, and the University of Washington research team will be considered an
essential element of a successful treatment program.
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III. CHEMICAL DEPENDENCY TREATMENT FOR ADOLESCENTS
Based on a review of the literature provided in the report, the ideal chemical dependency treatment
program for CDDA youth would include the following:

A. Assessment
• a structured clinical interview to determine DSM-IV diagnoses of substance dependence,

abuse or use
• a comprehensive evaluation addressing the following areas:

•     substance use history
• medical health
• developmental issues
• school and vocational history
• strengths or resiliency factors
• conduct disorder behaviors
• criminal involvement
• psychopathology, such as depression and hostility
• familial relationships
• history of physical, sexual, or emotional abuse
• peer relationships
• current living conditions
• sexual activity
• leisure activities

Treatment placement decisions should be made based on findings from these evaluations.

B. Elements of Effective Treatment
Based on a review of the literature it is recommended that all CDDA treatment programs, regardless
of modality, should, ideally, include the following elements:

• treatment should be delivered in the least restrictive setting, while considering issues of
community safety

• treatment should be comprehensive and address the problems identified by the evaluation
process (e.g., psychiatric disturbance, sexual abuse)

• treatment must involve the family, or a family substitute, in all aspects of treatment planing,
discharge recommendations, and continuing care

• family therapy an cognitive-behavioral therapy should be primary therapeutic techniques
• general life skills, decision-making, and coping skills education and training should be

provided
• relapse prevention should be stressed
• treatment should be a continuum of care, meaning upon discharge from a program additional

services are provided, in decreasing frequency, so that each adolescent will have services
available for at least 12 months

It is recommended that the treatment fidelity of the chemical dependency programs for CDDA youth
be evaluated at six month intervals, at least initially, to determine whether similar services are being
delivered by different chemical dependency treatment programs (e.g., all outpatient programs all
provide the same type and intensity of services).
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C. Continuum of Care
Reported relapse rates as high as 71% for adolescents 3-6 months following treatment indicate the
need to provide additional support if abstinence is to be maintained. Although results regarding
aftercare are inconsistent, the most promising treatment approaches for substance abuse treatment of
juvenile offenders include a continuum of care for 12 months. Therefore, it is recommended that all
CDDA youth be provided a continuum of care, ideally over a 12 month period. The intensity of
treatment should vary over the 12 months based on the adolescent’s needs and treatment plan. A 12
month continuum of care would enable practice and monitoring of new prosocial skills acquired in
the primary treatment assignment. It is recommended that treatment services provided in the
continuum of care utilize familial and community resources. Ideally, this would mean that:

• a team of individuals, including substance abuse treatment specialists, teachers, parents,
probation officers and social service agency case managers, work in cooperation to provide a
continuum of care

• a proportion of the services be delivered in the home at the convenience of the family
• strengths of the family and adolescent are stressed
• a flexible approach involving numerous therapy techniques is taken in treating the family and

adolescent
• prosocial behaviors are reinforced
• relapse prevention is stressed
• formation of a pro-social peer group is strongly encouraged
• urine drug screens are randomly taken on adolescents. If results are positive, the frequency of

treatment is increased
• frequency of therapy slowly decreases over time, allowing for practice and monitoring of

treatment gains and the success to which those gains are integrated into daily community life

IV. EVALUATION OF CDDA TREATMENT PROGRAMS

The CDDA legislation provides an opportunity for the Juvenile Rehabilitation Administration (JRA),
in conjunction with the Division of Alcohol and Substance Abuse (DASA) and local juvenile courts,
to strengthen existing chemical dependency programs for youth involved with the juvenile justice
system. This will be accomplished by providing CDDA youth with additional elements of treatment
that research has demonstrated to be effective in reducing substance use. Enhanced linkages with
community based services in order to provide a comprehensive continuum of care will be
emphasized. The CDDA program provides an opportunity to evaluate the process, and any
difficulties that may arise, in implementation of the CDDA legislation. Effectiveness of these
treatment programs can be assessed using changes in variables which research has demonstrated to
be critical in the development and maintenance of adolescent substance use problems (such as school
performance and emotional distress).

Furthermore, the CDDA program provides the opportunity to evaluate the short term (6 month) and
long term (18 month) effectiveness of this sentencing alternative in reducing substance use and
recidivism in juvenile justice involved youth.
To determine whether the chemical dependency programs for CDDA youth are successful in
decreasing substance use and delinquency, it is recommended that evaluations of outcome measures
for CDDA treated adolescents, and the comparison groups be performed at several time points
including:

• at baseline, the date of the court-ordered CDDA disposition
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• upon discharge from the initial treatment placement (e.g., detention based treatment, inpatient
treatment); this evaluation will provide data on the decrease in substance use achieved during
the initial treatment and act as a baseline measure of substance use and general functioning
for the continuing care component of CDDA treatment

• at 6,12, and 18 months following the date of the court-ordered CDDA disposition.

Data regarding substance use and criminal activity will be corroborated at each evaluation through
the use of urinalysis, criminal histories, and whenever possible by interviews with parents, probation
officers and other individuals involved in the adolescent’s treatment .

A. Measurement Timeframe
Several time frames will be utilized in measuring substance use, criminal activity, and other problem
area outcomes:

• measures will focus on the 30 days prior to each evaluation
• measures will focus on the six month follow-up periods (i.e. 6, 12 and 18 months)
• measures will focus on the entire 18 month follow-up period

At least initially, a few treatment programs with a large census should be utilized. This procedure
will provide large enough sample sizes that statistically significant differences are more likely to be
revealed by data analyses if they exist. By utilizing fewer programs and appropriate comparison
groups, one can be more confident in concluding that any outcome differences are truly an effect of
the program intervention and not due to some other factor.

A detailed description of the proposed CDDA evaluation is provided on pages 53-56 of the full
report.
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INTRODUCTION

House Bill 3900 (Sec 26-28) requires the development, implementation, and evaluation of the
Chemical Dependency Disposition Alternative (CDDA), which provides local juvenile courts with a
sentencing option for chemically dependent youth. Following an assessment to determine whether
the juvenile is chemically dependent,

...the court shall then consider whether the offender and the community will benefit from use
of this chemical dependency disposition alternative. If the court determines that this chemical
dependency disposition alternative is appropriate, then the court shall impose the standard
range for the offense, suspend execution of the disposition, and place the offender on
community supervision for up to one year. As a condition of the suspended disposition, the
court shall require the offender to undergo available outpatient drug/alcohol treatment and/or
inpatient drug/alcohol treatment (RCW 13.40.165 5a, 5b).

The University of Washington was mandated by this statute to develop standards for measuring the
effectiveness of chemical dependency treatment programs for CDDA youth. These standards must
include methods for measuring success following the youths’ treatment. The following report
responds to the statute and describes the scientific basis for the CDDA intervention programs.

The key components of this report include:
• a review of chemical dependency treatment outcome research for adolescents generally and

juvenile offenders specifically
• an overview of factors that predict substance use problems and positive chemical dependency

treatment outcomes in adolescents
• a review of assessment procedures and instruments currently in use for screening, and

comprehensive evaluation of adolescents with chemical dependency problems.

Based on information contained in this literature review, essential components for effective treatment
programs and effectiveness standards to evaluate treatment efficacy are proposed.
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BACKGROUND

Substance abuse and criminal involvement are two of the most serious problems among today’s
youth. Substance abuse is common among juvenile offenders with an estimated 82% of youth
committed to the Juvenile Rehabilitation Association (JRA) in Washington defined as being either
dependent on, or abusing, alcohol or other drugs (JRA, 1997). A recent report prepared for the
Washington State Division of Alcohol and Substance Abuse on adolescent drug treatment reported
that following treatment 36% of treated youth had remained abstinent for six months (New Standards
Inc., 1995). Similar post-treatment relapse rates for adolescents have been noted elsewhere (Brown,
1990). In order to better meet the needs of juvenile offenders by providing interventions which
research has demonstrated to be effective in reducing substance use and criminal behavior, the
legislature approved HB 3900 (Sec 26-28) which requires the development, implementation, and
evaluation of the CDDA program.

While drug treatment is at the core of CDDA, it is essential that other issues which contribute to the
problems these adolescents face, and in turn the crimes they commit, be addressed concurrent with
treatment for chemical dependency. Mental health problems, for instance, are extremely common
among adolescents who abuse drugs. A study of 192 adolescents who received inpatient chemical
dependency treatment in Washington during 1996 found that 65% of the youth had received mental
health services and 45% were taking prescription medication for mental health problems (Peterson,
1997).

A. Adults Versus Adolescents
Prior to 1985 most substance abuse treatment programs for adolescents were the same or very similar
to those for adults. In fact, adolescents were frequently treated in the same physical settings as adults
(Brown, 1990). Research has since demonstrated that it can not be assumed that salient factors in the
establishment, maintenance, and treatment of substance abuse and to a lesser degree, delinquency,
are the same for adults and adolescents. Compared to adults, adolescents have shorter periods of
substance abuse, greater involvement with alcohol and marijuana, are more likely to be poly-drug
abusers, and have shorter criminal histories. The need for family support and educational assistance
is more significant for adolescents in substance abuse treatment compared to adults (Friedman,
1986).

A recent study by Martin (1995) reveals further differences between adults and adolescents. In this
study of 181 adolescent drinkers, half of whom were males, Martin found that the severity and
pattern of alcohol use differed for adults and adolescents. Adolescents had fewer formal symptoms
of alcohol abuse or dependence as measured by the Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition (DSM-IV), than did adults, as well as fewer difficulties in occupational
functioning. Adolescents had more difficulties in meeting obligations in the home, family, and
school domains compared to adults, and were half as likely to report alcohol withdrawal symptoms.
With respect to gender differences, adolescent males with alcohol abuse or dependence reported
more legal problems, physical fights, and hazardous use of alcohol compared to females with alcohol
abuse or dependence. Compared to males, females reported more difficulty maintaining their grades,
more impact on their involvement in social activities and more continued alcohol use despite
psychological problems as a result of drinking. No racial differences were revealed in the symptom
patterns related to alcohol abuse or dependence. It is worth noting, however, that there were a
disproportionate number of African Americans who received no diagnosis of alcohol abuse or
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dependence.

B. Substance Use, Abuse or Dependence
In the majority of research studies no distinction between dependency, abuse, and misuse, of alcohol
or drugs is made. To avoid confusion, throughout this report we will refer to adolescents who are
reported to have a substance use problem or be a substance abuser as adolescents with substance use
problems. If the reviewed study did indicate a formal diagnosis of chemical abuse or dependency,
those terms will be used. It should be kept in mind that the CDDA program proposes to treat
chemically dependent youth who may have more severe substance use histories than adolescents
included in many of the reviewed studies.
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METHODOLOGICAL ISSUES

Research on the efficacy of treatment programs for juvenile delinquents whether focused on reducing
criminal activity, substance abuse, or both is still a relatively new endeavor.  Prior to discussing
outcome evaluations of various forms of treatment, predictors of treatment outcome, and
instrumentation issues, it is important that the reader be aware of several methodological issues
relevant to research on adolescent chemical dependence treatment.

First, as mentioned previously, no distinction between use, abuse and dependency of alcohol or drug
use is made in the majority of research studies. When a distinction is made, it is typically not based
on results from a structured clinical interview. The severity of drug or alcohol use can have a
profound effect on the evaluation of program efficacy. If program A is treating individuals who are
chemically dependent and has poorer overall outcomes compared to program B which treats
primarily adolescents who are substance users or abusers, but not substance dependent, it cannot
truly be said that program A is less effective than program B. Furthermore, there is no consensus as
to what constitutes ‘substance abuse’ in adolescents (e.g., any use, any regular use, use that causes
problems). Attempts to formalize this distinction using criteria from the Diagnostic and Statistical
Manual of Mental Disorders -Fourth Edition (DSM-IV; American Psychiatric Association, 1994) are
becoming more common. However, this distinction is generally not accomplished using reliable
structured clinical interviews. More frequently diagnoses are based on unstructured clinical
interviews.

Second, most studies lack an appropriate control group and seldom use randomization procedures
when comparing treatment conditions. Use of random assignment is not always possible, however,
and in some cases means withholding treatment which is not an acceptable procedure. Use of an
appropriate comparison group is usually possible. Without appropriate comparison groups it can be
difficult to assess whether treatment outcomes are the result of components of treatment or are due to
a normal progression of behaviors such as maturation (Brown, 1993).

Third, the majority of research studies lack measures of treatment fidelity. Without such a measure it
is difficult to determine what services were actually provided to the adolescent compared to those
that were contracted to be provided. In turn it then becomes difficult to ascertain what specific
elements of treatment are most beneficial.

Fourth, there is no consensus as to which are the most appropriate instruments to use in evaluation of
adolescent problems and treatment outcomes in general. The reliability and validity of most
instruments for adolescents have not been established with juvenile offenders specifically. The
majority of studies with information on the reliability and validity of instruments included mainly
Caucasian, high school students. It can not be assumed that these instrument will also be reliable
with juvenile delinquents.

Fifth, there is no set of consistently used guidelines for making treatment placement decisions. This
creates difficulties when attempting to determine program efficacy since similar programs may in
fact be treating quite different adolescents (e.g. one program excludes violent chronic offenders, the
next program will include such adolescents).
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Sixth, treatment dropout rates are often as high as 50%. Measurement of treatment effectiveness and
outcome can be biased by differential dropout rates if there are significant differences between those
who did and did not complete the treatment program.

Seventh, follow-up rates of treated individuals are frequently well below 80% in outcome studies.
Lasting effects from treatment can not be determined unless the majority of treated individual can be
asked about their post-treatment functioning. Individuals who are not available for follow-up may or
may not have more problems than those who can be reached for follow-up; low follow-up rates can,
therefore, substantially bias outcome results.

Eighth, although there is a consensus that there are multiple determinants of substance use and
delinquency, most research studies focus on only one or two risk factors.
Finally, only a few studies have evaluated gender and racial differences in the etiology and treatment
of juvenile delinquency and substance abuse. Furthermore, the majority of studies have focused on
predominately Caucasian populations.
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ADOLESCENT SUBSTANCE ABUSE TREATMENT:

A REVIEW OF THE LITERATURE

To meet its legislative mandate, the CDDA program will need to be based upon sound scientific
evidence. To this end a thorough review of the literature has been conducted. Many of the essential
components of adolescent chemical dependency treatment have been researched and there are
numerous programs which can provide insight and direction in the creation of an effective chemical
dependency treatment program. This report will focus on research findings relevant to the
establishment of the CDDA program and will discuss findings, where they exist, regarding gender
and racial differences.

I. CHEMICAL DEPENDENCY TREATMENT FOR ADOLESCENTS

The heterogeneity of substance use is such that it is impossible at this time to recommend one
specific treatment modality likely to be effective for all adolescent patients (Henggeler, 1997; Babor,
1991; Hawkins, 1995). What is recommended is the inclusion of specific treatment elements and a
continuum of care in all treatment modalities. Substance use and abuse during adolescence is
strongly associated with other problem behaviors such as delinquency, precocious sexual behavior,
deviant attitudes, and school dropout (Hawkins, 1995; Newcomb, 1989). Substance use should,
therefore, not be the only focus of chemical dependency treatment (Newcomb, 1989). The Office of
Juvenile Justice and Delinquency Prevention (OJJDP; Henggeler, 1997) recommends that substance
abuse treatment programs assist adolescents in acquiring prosocial decision-making and problem-
solving skills and provide recognition for demonstration of prosocial behaviors. Additionally, it is
recommended that substance abuse treatment programs encourage adolescents to form attachments,
whether to parents, teachers, or the community at large, and assist them in finding leadership
opportunities that enable them to contribute to their community.

A. Current Treatment Modalities
Several treatment modalities are currently utilized in treatment of adolescent chemical dependency.
Most adolescent chemical dependency treatment programs are based on adult treatment models,
however, with modifications to address the special needs of adolescents. Brief descriptions of
treatment modalities from most restrictive to least restrictive setting are described below.

1. Therapeutic communities (TCs)
Therapeutic communities are drug-free residential programs that view both drug abuse and drug
treatment as social, not medical, in nature. TCs are not as common in the 1990s as they were in the
1980s as treatments for adolescent or adult chemical dependency. This is primarily due to the fiscal
restriction of today’s health care system. Treatment in TC programs typically ranges from 3-15
months or longer. Treatment completion rates for TCs are reported as being only 10-18% in
adolescent populations (Henggeler, 1996).
Elements of TCs treatment include (DeLeon, 1986):

• removing the adolescent from family, peers, and community for lengthy periods of time in
hopes of establishing new behavioral patterns

• intensive supervision to prevent flight, antisocial behavior, and negative interpersonal
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behaviors
• the milieu itself is an important aspect of treatment
• focus on academic functioning to establish age appropriate grade level
• provide a combination of group and individual therapy
• extensive recreational activities to promote group cooperation and constructive use of leisure

time
• aftercare recommended following discharge to assist in the transition from a very structured

living situation to a family environment or alternative placement, as well as to promote
maintenance of gains made in treatment

• the family is involved in the adolescent’s treatment in varying degrees

Washington State currently has no TCs for the treatment of adolescent substance use.

2. Residential settings
Residential settings range from medically monitored hospital based placements to boarding schools
for high risk youth. The most commonly utilized residential placement for chemically dependent
adolescents is an inpatient non-hospital based treatment program. Adolescents with high levels of
substance abuse and co-existing psychiatric problems are frequently treated in an inpatient hospital-
based setting. Inpatient treatment typically ranges in length from 7-90 days depending on the
program philosophy (e.g., AA based, behavioral, multidimensional) and services provided.
Residential training schools have also been utilized for treatment of substance use and behavioral
problems. These out-of-home placement programs focus primarily on teaching a trade or vocation
that the individual can utilize in becoming a productive member of society, but also provide therapy
for co-existing problems. More recently there has been the establishment of ‘Boot Camps’ for
troubled adolescents with behavioral and substance use problems.
Residential programs share some features similar to the TCs and include the following elements
(Jainchill, 1995):

• an initial short period (few days) of restricted contact with outside environment (“blackout”)
to enable detoxification from substances and outside stressors

• may or may not include medical monitoring
• a focus on educational needs and often assessment for academic difficulties such as learning

disorders or attention deficit hyperactivity disorder
• a combination of group and individual therapy, usually cognitive-behavioral or supportive in

nature
• stresses family involvement in treatment to varying degrees
• relapse prevention is a critical treatment component
• may recommend aftercare treatment, but typically does not provide this service
• stresses involvement in community self-help groups upon treatment completion

The most commonly utilized residential treatment for youth in Washington State is non-hospital
based residential treatment. Programs contracted with the Division of Alcohol and Substance Abuse
(DASA) are designated as “Level I” or “Level II”, depending upon the program’s ability to address
co-existing mental health, psychiatric, and behavioral problems.

3. Outpatient treatment
Outpatient treatment, one of the least restrictive forms of treatment, is utilized extensively in treating
adolescents with substance use problems. Outpatient treatment allows the adolescent to remain in his

2



community providing him immediate opportunity to practice newly acquired skills or behavioral
changes learned in treatment. In some cases, outpatient treatment may be preceded by an inpatient or
detox treatment program, in other cases it stands alone as a treatment. Considerable variation in
outpatient programs exists, but outpatient programs all share some common elements:

• outpatient therapy can be one of many modalities such as, AA based, cognitive-behavioral,
supportive, insight oriented, family therapy or a combination of therapies

• there is no standard recommended length for outpatient treatment; length of treatment
depends on the level of problem severity, referral and funding source

• intensity of treatment varies; some outpatient treatment, such as day hospitals, may meet five
days a week; others may only meet one time a week

• relapse prevention is stressed
• involvement in community self-help groups during and after treatment is typically

encouraged

In Washington State, the most common form of outpatient treatment for youth is an intensive
outpatient program, which requires DASA certification for seventy-two hours of treatment services
within a maximum of sixteen weeks.

4. Community monitoring
If substance use is present, but not yet problematic, substance use may be monitored through regular
urinalyses, meetings with a parole or probation officer, or a case worker. In cases where criminal
activity or flight is a concern, individuals may also be placed under house arrest, have a curfew, or be
electronically monitored.

5. Self-help and other community based groups
Most forms of treatment include participation in a community based support group. Attendance in
such self-help groups is often considered a form of aftercare. Self-help groups, such as Alcoholics
Anonymous, provide a safe forum to discuss problems with other recovering adolescents. These
programs also provide positive role models and emotional support. Programs such as the Big
Brothers and Sisters programs can also provide an adolescent with emotional support and a positive
role model.

B. Continuing Care and Aftercare
Adolescents appear to be at particularly high risk for relapse after treatment, especially during the
first 3-6 months following treatment. In a study of 75 adolescents (average age 15.6 years) treated in
an inpatient chemical dependency program, 64% of the adolescents had relapsed by the third month
following treatment and an additional 7% relapsed during the 4th - 6th month following treatment
(Brown, 1989). Another study of 54 adolescents compared the percentage of adolescents who
remained drug free 6 months following inpatient substance abuse treatment (abstainers) to
adolescents who had minor relapses (no more than 30 days of substance use in the last 6 months) and
those who had major relapses (regular heavy substance use). Of those who completed treatment, only
30% were classified as abstainers for the entire 6 month period following treatment (Brown, 1990).
Moreover, a recent study of 139 adolescents who completed an inpatient program reported that 86%
of the youth had at least one episode of substance use during the year following treatment (Myers,
1995).
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Continued involvement in substance use and illegal activity are thought to be the result of an
individual’s failure to make a successful transition from the treatment setting to independent living.
It is relatively easy for people to temporarily change undesired behaviors; however, it is much harder
to maintain those behavioral changes. Individuals may make a serious commitment to abstinence and
no involvement in illegal activity, but may not have the ability to fulfill that commitment without
additional assistance (Peters, 1992; Beck, 1993). Gradually decreasing the frequency of treatment, or
providing additional aftercare, is thought by some to be essential if an individual is to be successful
in maintaining abstinence (Baskin, 1983; Brown, 1990; Brownell, 1986; Henggeler, 1991).
Aftercare, or continuing care, services, however, should consist of more than just self-help activities
(Leukefeld, 1993).

In addition to strengthening skills acquired during treatment, aftercare, or a gradual decrease in
primary care, should further assist in the development and maintenance of relapse prevention skills
as well as in enhancing the adolescents ability to cope with family, social, and academic and/or
occupational difficulties (Peters, 1992). Aftercare programs, and continuing care, should expand
positive coping skills and understanding of motivation for drug use that was gained during treatment,
while allowing the adolescent opportunity to practice these skills in their own environment (Bry,
1992; Sontheimer, 1993). Such skills and knowledge can greatly enhance the ability to remain
abstinent, overcome cravings and urges to use drugs and decrease involvement in illegal activity
(Beck, 1993). Therefore, it is recommended that CDDA youth be provided with a comprehensive
continuum of care that stresses relapse prevention, positive coping skills, and continuation of gains
made during treatment. This should greatly increase the chances for successful treatment outcomes
for CDDA youth.

C. Placement Decisions
Appropriate treatment referral is a complex issue and should be based on a comprehensive
assessment of needs. It is generally recommended that an adolescent be treated in the least restrictive
setting possible (Gartner, 1995; Greenwood, 1993). In treating adolescents who have criminal
involvement, however, issues of community safety must also be considered when making placement
decisions.
It is not uncommon for a clinician to determine treatment placement based on their own personal
experience of who does and does not do well in a particular form of treatment, or on the basis of
what services are currently available. In general, treatment placement decisions are made considering
the individual’s status in several areas of functioning in addition to their substance use problems.
Examples of areas of functioning usually considered when determining treatment placement are:

• severity of criminal history
• severity of psychiatric problems
• family situation
• developmental level
• academic or vocational functioning
• presence of physical, sexual, or emotional abuse
• physical health
• interpersonal functioning
• self esteem
• socialization skills
• empathy  skills
• community environment
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Severe problems in multiple areas (e.g., intravenous drug use, suicidal ideation, and homelessness)
typically warrant a residential treatment setting such as an inpatient hospital based program. If an
adolescent has few problems other than substance use (e.g., minor mood disturbance, slipping
grades, minimally involved in criminal activity) an outpatient program is usually recommended.

There has been only one study, to our knowledge, that attempted to ‘match’ individuals to a specific
form of treatment based on individual characteristics or problem severity profiles. This study of 296
adolescents treated in four outpatient programs and 157 adolescents treated in two inpatient
programs across the U.S. found that those with more severe employment, social, family, and to a
lesser extent, more psychological problems responded more positively to a longer term outpatient
treatment program than a shorter term inpatient treatment. Furthermore, there was a greater reduction
in post-treatment substance use for adolescents who were ‘matched’ to treatment condition using
these variables compared to those that were not matched using these variables (Friedman, 1993).
These results were only true for adolescents who did not require inpatient treatment for an initial
detoxification, protection from overdose, or because they were at high risk for suicide. The authors
caution readers that this was an exploratory study that had several methodological problems and
further studies are required to determine the usefulness of these variables as treatment matching
criteria.

To date, there are no standardized guidelines that are consistently used in making treatment
placement decisions. The American Society for Addiction Medicine (ASAM) has proposed a set of
detailed criteria for use in determining the most appropriate level of care along a continuum
encompassing four levels: outpatient treatment, intensive outpatient/partial hospitalization, medically
monitored intensive inpatient, and medically managed intensive inpatient. These criteria are not
meant to be treatment/service matching criteria, which would address a broad range of individual
needs, but to provide guidelines for placing adolescents with specific combinations of substance use
related problems in appropriate levels of safe and cost-effective care (Gartner, 1995).

The ASAM criteria assist practitioners in determining the need for specific intensities of treatment
through the use of markers relating to the need for detoxification, treatment resistance, comorbid
disorders and relapse potential, as well as safety issues (Gartner, 1995). Although the ASAM criteria
were established by a consensus panel of workers in the field and are widely circulated, there are
several problems with ASAM criteria (Gartner, 1995). Categorizing levels of care can discourage
individualized treatment plans. Also problematic is the treatment framework which does not allow
for a gradual reduction in treatment intensity. The ASAM system can be difficult to use if a clinician
does not have extensive experience with substance abuse patients. Furthermore, recommended
treatment modalities are not always available, especially when inpatient treatment is recommended.
Most problematic, however, is the fact that there are currently no reliable ways to measure the
dimensions of functioning in adolescents assessed by ASAM criteria (Gartner, 1995). Nevertheless,
ASAM criteria are still the most comprehensive and widely used placement criteria for determining
chemical dependency treatment modality.

The ASAM criteria are currently used by many Washington Division of Alcohol and Substance
Abuse treatment programs to determine level of care. For the most part, decisions regarding
placement of CDDA youth will be determined by juvenile courts who will not be utilizing the
ASAM criteria. Since juvenile courts are typically in need of clinical input and guidance, it is
recommended that DASA, in conjunction with JRA, provide juvenile courts a set of uniform
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guidelines regarding problem severity that can assist them in making appropriate CDDA treatment
placement decisions.

Cultural factors should also be considered in treatment placement decisions. For some adolescents an
out of home placement can severely disrupt family bonds. For some Native Americans and Pacific
Northwest Indians it has been found that removing youth from their family can cause intense
emotional strain, which can become counterproductive to treatment (Dinges, 1993). Therefore, it
may be advantageous to place such adolescents in a more intensive outpatient setting even when
inpatient treatment may seem more appropriate, or to make sure that if the adolescent is in an
inpatient setting that there is frequent family contact.

D. Treatment Outcome Studies
1. Studies prior to 1990
There is a scarcity of outcome studies on adolescent chemical dependency treatment. Prior to the
1990s most studies of adolescent chemical dependency treatment lacked scientific rigor and were
mainly descriptive in nature. Overall, the treatment programs evaluated appeared to reduce so-called
hard drug use in adolescents, but were not always successful in reducing use of alcohol and
marijuana.

For example, data from the Drug Abuse Reporting Program (DARP) evaluated drug use in 5,406
adolescents who completed inpatient or outpatient treatment compared to those who did not
complete treatment. The DARP treatment programs were aimed primarily at treating adult opioid
abusers and were not specifically addressing adolescent alcohol and other drug use. Although there
was a reduction in opioid use and criminal activity in treated adolescents, the majority of adolescents
still used alcohol and marijuana extensively a year after treatment. Use of alcohol actually increased
for treated African American adolescents (Sells, 1979).

In the Treatment Outcome Prospective Study (TOPS), 240 adolescents were evaluated one year after
attending at least three months of either an inpatient or outpatient program. Adolescents treated in
inpatient programs had more positive outcomes than those treated in outpatient programs. For
inpatients, daily marijuana use decreased from 79% at treatment entry to 12% at the follow-up.
Heavy alcohol use decreased from 54% to 41%, and criminal activity decreased from 53% to 36%
over the follow-up period. For outpatients, there was a similar decrease in rates of criminal activity
and alcohol use, but marijuana use increased from 48% to 58% during the follow-up period
(Hubbard, 1983).

Early research did demonstrate the importance of length of time in treatment with outcome status.
Using data from the Pennsylvania Data Collection System for 4,738 adolescents, discharge status of
individuals treated in residential therapeutic communities (TCs) was compared to that of individuals
treated in drug-free outpatient programs. Results indicated that for the TC subjects, length of time in
treatment was the greatest predictor of improvement. The longer the length of stay, the more positive
was the treatment outcome. For outpatient programs, length of time in treatment, however, was
negatively related to outcome status (Rush, 1979). The authors concluded that adolescents who
received inpatient care typically had more severe problems than those receiving outpatient treatment
and therefore, required a longer period of time in order to successfully address their problems. Those
adolescents who remained in outpatient treatment longest tended to have more severe problems
compared to those who left outpatient treatment earlier. It was hypothesized that adolescents who
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remained in outpatient treatment the longest were generally less capable of achieving gains
compared to those who completed treatment earlier. A 1986 study of client characteristics associated
with positive substance abuse treatment outcome evaluated 5,000 adolescents treated in outpatient
programs. Length of time in treatment, fewer previous admissions, being Caucasian, and having a
primary drug problem other than marijuana were found to predict the greatest reductions in drug use
(Friedman, 1986). These studies indicate that adolescents who are able to function in the community
while receiving treatment have a better chance of doing well in outpatient treatment compared to
those who require a more insulated environment to work on their problems.

Reviews (meta-analyses) of numerous studies of residential and outpatient programs for adolescents
prior to the 1990s suggest that although the setting for treatment is important, the specific elements
of treatment may actually be more meaningful (Anglin, 1990; Garrett, 1985). Cognitive-behavioral
therapies, life skills training, family therapies, multimodal treatments that address numerous problem
areas, and aftercare appeared to be the most effective approaches in reducing substance use in
adolescents. Findings from more recent studies appear to confirm these early observations.

2. Studies since 1990
Studies of substance abuse treatment for adolescents since 1990 are still relatively limited in number.
Research, for the most part, has focused primarily on more traditional inpatient and outpatient
substance abuse treatments. With a few exceptions, research results have found negative or
inconsistent results regarding efficacy of single modality substance abuse treatment programs. Some
of the more promising approaches combine multiple modalities of treatment, e.g. inpatient followed
by intensive outpatient followed by aftercare.

a. Inpatient programs
Findings from studies of inpatient treatment have shown some encouraging results. For example, a
1991 study of 98 males and 59 females in an inpatient treatment program based on AA philosophy
revealed that although there was some continued substance use, treated adolescents demonstrated
improved social functioning, and higher abstinence rates compared to noncompleters at a 6 month
follow-up (Alford 1991). Most interestingly were the differences in reductions of drug use for males
and females. For males, abstinence rates for completers dropped from 71% at the 6 month follow-up
to 48% at the one year follow-up, but increased from 27% to 44% for noncompleters. At the 2 year
follow-up there was no difference in abstinence rates between male completers and noncompleters.
For females, however, differences in abstinence rates between completers and noncompleters were
maintained at the 6 month (79% versus 30%), one year (70% versus 28%), and two year follow-up
(61% versus 27%; Alford 1991). Results also demonstrated that regardless of being a treatment
completer or not, those who attended AA at least weekly were significantly more likely to be
abstinent at the 2 year follow-up compared to those who did not attend AA regularly (84% vs. 50%).

A 1997 unpublished report of 366 adolescents who completed inpatient substance abuse treatment in
Washington State reported that 14% remained abstinent for the full 18 months following treatment
and 41% had been abstinent for the 6 months preceding the 18 month follow-up (New Standards
Inc., 1997). Considerable improvements in academic, psychiatric, family/social and legal functioning
were also observed. Moreover, abstinence rates for those who completed aftercare were twice as
great (66% versus 30% were abstinent for at least 15 months of the 18 month followup period) as for
those who were still in or did not attend aftercare. Similar to previous findings, a longer inpatient
stay was associated with a more positive treatment outcome.
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Another 1997 study compared chemical dependency treatment outcomes of 249 male and female
juvenile delinquents assigned to 2 months of residential treatment to outcomes of 222 delinquents
assigned to standard supervision with a probation officer. After two months of residential treatment
130 adolescents were then assigned, based on location of their residence, to receive 4 months of
aftercare. Results indicated that those in the residential setting reported significant decreases in self-
reported drug use and had a longer time to re-arrest compared to those in standard supervision. The
aftercare component, however, appeared to have little benefit. In fact those in aftercare reported more
delinquent behaviors and drug related crime compared to those not in aftercare. The authors
suggested that the aftercare program may not have been comprehensive enough to meet the complex
needs of these adolescents. Furthermore, the increased monitoring of substance use in the aftercare
group provided greater opportunity for detection of technical violations of supervision and hence a
greater likelihood of re-incarceration (Sealock, 1997).

b. Outpatient programs
An unpublished evaluation of 105 adolescents who completed outpatient substance abuse treatment
in Washington State reported an 18 month post-treatment abstinence rate of 23% and an abstinence
rate of 51% for the 6 month period preceding the 18 month follow-up. As found for inpatients, there
was also an overall improvement in all areas of functioning following treatment. In this study,
participation in aftercare was also associated with greater reductions in drug use than non-
participation in aftercare (New Standards Inc., 1997).

This report did not focus on the therapeutic techniques used in the outpatient treatment programs, but
most published studies of outpatient therapy typically compare various therapeutic interventions.
Two types of treatment have demonstrated relatively consistent positive results: family therapies and
cognitive-behavioral therapies (Henggeler, 1995; Sealock, 1997). For example, a 1992 controlled
study evaluated three forms of adolescent outpatient therapy. Adolescents and their families were
randomly assigned to either family systems therapy (FST, n = 31), adolescent group therapy (AGT,
n= 23), or family drug education (FDE, n= 28). Controlling for time in treatment, FST appeared to be
more effective in reducing drug use (54% abstinent) compared to the AGT (16% abstinent) or FDE
(28% abstinent) over the course of treatment. FST also improved overall family functioning and
other problem behaviors more than the other treatments (Joanning, 1992). Families and the
adolescents were not, however, evaluated at a later date to determine post-treatment effects.

A study comparing 15 adolescents who received 6 months of outpatient behavioral treatment with 11
adolescents receiving 6 months of outpatient supportive therapy found positive effects for behavioral
therapy. For those in supportive therapy 91% continued to use drugs in all but one month of the 6
month study. For adolescents in behavioral therapy, 73% used alcohol or other drugs during the first
month, but this rate decreased to 27% by the sixth month. Frequency of alcohol or other drug use
increased to about 9 days a month from 7 days initially for the supportive group, but decreased from
9 days to approximately 2 days a month for the behavioral group over the six months of treatment.
Relative to pre-treatment use, alcohol use in the behavioral group decreased about 50% over the
study period, while increasing about 50% for the supportive group. Additionally, there was a
significant decrease in self-reported levels of depression for the behavioral group, but a slight
decrease for the supportive group. Parental satisfaction with their adolescent’s behavior also
increased during treatment from 42% to 72% in the behavioral group, but remained around 50% for
the supportive group (Azrin, 1994).
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Results from the aforementioned inpatient and outpatient studies point to the importance of
evaluating more than just substance use outcomes in assessing the efficacy of chemical dependency
treatment programs. Following substance abuse treatment an adolescent may still demonstrate some
substance use, but significant gains in other areas of functioning such as mental health, family
relations, and criminal activity may have occurred, resulting in an improvement in overall
functioning.

c. Multidimensional programs
Substance abuse treatment programs that address multiple problem areas are becoming more
common and represent some of the most promising approaches for treatment of adolescent chemical
dependency.

1. The Nokomis challenge program
Recently a sentencing alternative program for juvenile offenders with substance use problems,
similar to the proposed CDDA project, was evaluated in Michigan. The Nokomis Challenge Program
was a joint venture between public and private sector agencies and the Michigan Department of
Social Services for adjudicated male juvenile felony offenders ages 14-18. The program was 12
months in duration with an 84 day residential component, as well as a 24 day experiential wilderness
element. The program was modeled after a medium security training school which utilizes a reward
system for appropriate behavioral changes. The residential component was followed by 9 months of
community surveillance and continuing treatment. All components of treatment used similar
elements such as cognitive-behavioral therapy, experiential education, prosocial skill development,
group work, behavior modification, family therapy, and intensive supervision/probation, tracking and
electronic monitoring.

Relapse prevention was a key in treatment and included four aspects: (1) identification of problem
situations, (2) acquisition of a new skill set, (3) an opportunity to practice and reinforce the new
skills, and (4) support in a community setting for integrating these skills into daily living. The
residential component focused on the first three elements and the community surveillance focused on
the fourth. Families were asked to assist in the treatment planning for their adolescent and were
expected to attended biweekly meetings. Failure to do so resulted in the adolescent being returned to
the detention center. Community surveillance was intense. Two case workers were generally
assigned to each case (Castle, 1996).

A 2 year follow-up of 199 adolescents in a control group and 199 in the Nokomis group revealed that
the program was no more effective than incarceration and standard probation in reducing drug use
and delinquency, but actually cost $20,000 less per adolescent than incarceration and standard
probation (Castle, 1996). Further evaluation of the Nokomis Challenge Program found that
compared to a control group, the Nokomis youth had significantly more felony arrests after
treatment. However, it was found that the Nokomis program was not properly implemented. For
example, many of the required aftercare services were not provided and the control group actually
received more family counseling than the Nokomis youth (Deschenes, 1996). The program may have
in fact been effective if properly implemented. Results suggest that treatment is effective in reducing
recidivism since those receiving the most services, the control group, had a lower arrest rate than
those receiving fewer services. This study also indicates the importance of determining that a new
program is properly implemented and delivers the proposed services.
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2. Multisystemic therapy (MST)
MST is to date the only approach with published results demonstrating short and long term efficacy
in reducing substance use and criminal activity in juvenile offenders (Henggeler, 1991). MST is a
comprehensive approach to treating delinquency and drug abuse. The goal of MST is to provide a
cost-effective family based treatment for antisocial youth. MST is a child focused, family centered
intervention directed at solving multiple family problems across settings. It focuses on improving
psychological functioning of youth and their families in order to reduce or eliminate the need for out
of home placements. MST also focuses on removing the individual from delinquent peer groups and
facilitating development of prosocial peer groups, viewing the parents as the key to accomplishing
this task. School and vocational interventions seek to improve the individual’s capacity for future
employment and financial success. A commitment to ensuring that behavioral changes are made in
the naturally occurring environment is central to the program.

MST is not a unique therapy but a collection of promising techniques such as strategic and structural
family therapy, cognitive-behavioral therapy, and problem-solving and skills training. Therapists
must be skilled with all these techniques and have extensive experience in treating adolescents.
Therapy is delivered over 2-6 months with decreasing intensity. Many of the services are provided in
the home and community settings to enhance family cooperation and increase treatment completion
rates. The majority of interventions are done by therapists or by parents with a therapist’s guidance.
Therapy is directed by a set of intervention principles and change strategies which assume that there
are different paths to the same behavior, therefore, treatment plans can be flexible.

Outcome studies of MST have been very promising. A study in South Carolina of 28 families in
MST and 19 in usual services found a significant decrease in the use of alcohol and marijuana in the
MST group compared to the usual treatment group (Henggeler, 1991). MST has also been found to
be substantially less costly than traditional inpatient programs or incarceration (Tate, 1995). In a
study of 96 adolescents at risk for an out-of-home placement, MST treated youths had half as many
arrests as those receiving usual services a year after treatment. Furthermore, at a four year post-
treatment follow-up only 4% of those in MST had a substance related arrest compared to 16% for
those in individual counseling (IC). Even when those who dropped out or received very little MST or
IC are included in the outcome evaluation the same reductions in drug related arrests were revealed
(3% vs. 15%; Tate, 1995).

3. Other promising treatment approaches
In a December 5th 1997 Satellite Conference, the Office of Juvenile Justice and Delinquency
Prevention (OJJDP) discussed 3 other promising approaches to chemical dependency treatment for
juvenile offenders. The programs discussed were the Escambia County Drug Court in Pensacola, the
Denver Integrated Treatment Network program, and the South Carolina Bridge Program. These three
programs share similar features:

• results from a comprehensive assessment procedure drive the treatment plan
• treatment is tailored to meet the individual’s needs, providing therapeutic, academic, and

medical services
• a team approach to treatment is taken
• individuals on the treatment team are all experienced in adolescent substance abuse treatment

and are enthusiastic about the program
• treatment is at least a year in duration with frequency of contact decreasing over time
• family involvement is stressed
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• there is extensive linking of community agencies and support groups in treatment
• relapse prevention is stressed
• there are frequent home visits for therapy and monitoring of progress
• therapy is strength based and utilizes a variety of techniques including individual and group

therapy, cognitive-behavioral interventions, supportive therapy, and even inpatient treatment
if warranted

MST also incorporates the features outlined above, with the exception of program length. There are,
to date, no published outcome studies on these programs, but a 74% abstinent rate for treatment
completers was reported in the conference for the Bridge Program. Re-arrest rates of 5% 18 months
after treatment were reported for the Escambia Drug Court participants. The Denver Integrated
Treatment Network reported a 19% reduction in recidivism rates over 1 year for treatment
completers.

Summary
In conclusion, there are limited studies concerning the outcome of adolescent chemical dependency
treatment programs. Results of existing studies indicate that adolescent substance abuse appears to
be a complex, but treatable problem. Although there is evidence for the efficacy of both inpatient and
outpatient substance abuse treatment, no one specific modality of treatment has demonstrated
consistent efficacy in promoting lasting long term decreases in adolescent substance use. Rather than
advocating for a specific modality of treatment, research findings suggest that the inclusion of
specific elements of treatment are essential for positive treatment outcomes. Several promising
approaches to adolescent chemical dependency treatment currently exist. Regardless of the setting,
inpatient or outpatient, programs that use comprehensive assessment procedures, address multiple
problems using a team case management approach, stress family involvement, use cognitive-
behavioral techniques, deliver services in the home, and provide continuing care appear to be the
most effective in treating substance abuse.
Using a comprehensive assessment procedure to formulate individualized treatment plans, the
CDDA program will offer four different treatment options to chemically dependent juveniles. These
programs will be: detention based outpatient, inpatient treatment, comprehensive outpatient, or
standard outpatient. Based on results of the previously mentioned research studies, each of these
alternatives should include family, social-cognitive interventions and address problems in multiple
areas of functioning. The programs should also provide a continuum of care with services available
to CDDA adolescents for a 12 month period.

E. Elements Of Effective Treatment
Based on a review of the literature it is recommended that all CDDA treatment programs, regardless
of modality, should, ideally, include the following elements:

• treatment should be delivered in the least restrictive setting, while considering issues of
community safety

• treatment should be comprehensive and address the problems identified by the evaluation
process (e.g., psychiatric disturbance, sexual abuse)

• treatment must involve the family, or a family substitute, in all aspects of treatment planning,
discharge, and continuing care recommendations

• family therapy and cognitive-behavioral therapy should be utilized
• general life skills, decision making, and coping skills education and training should be

provided
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• relapse prevention should be stressed
• treatment should be a continuum of care, meaning upon discharge from a program additional

services are provided, in decreasing frequency, so that each adolescent will have services
available for at least 12 months

1. Continuum of care
Reported relapse rates as high as 71% for adolescents 3-6 months following treatment indicate the
need to provide additional support if abstinence is to be successfully maintained. Although results
regarding aftercare have been inconsistent, the most promising recent treatment approaches for
chemical dependency treatment of juvenile offenders include a continuum of care. It is recommended
that all CDDA youth be provided with a 12 month treatment regimen since the most promising
treatment programs provided a 12 month continuum of care. This 12 month period would include
time spent in the primary treatment assignment (e.g., 30 days in detention based treatment, 90 days in
inpatient treatment) and a continuum of care for the remaining 9-11 months. The intensity of
treatment should vary over the 12 months based on the adolescent’s individual needs and treatment
plan. It is recommended that treatment services provided in the continuum of care utilize familial and
community resources. Ideally, this would mean that:

• a team of individuals, including substance abuse treatment specialists, teachers, parents,
probation officers and social service agency case managers, work in cooperation to provide a
continuum of a care

• a proportion of the services be delivered in the home at the convenience of the family
• strengths of the family and adolescent are stressed in treatment
• a flexible approach involving numerous therapy techniques is taken in treating the family and

adolescent
• prosocial behaviors are reinforced
• relapse prevention is stressed
• formation of a prosocial peer group is strongly encouraged
• urine drug screens are randomly taken on adolescents and if results are positive, the

frequency of treatment is increased
• frequency of therapy slowly decreases over time, allowing for practice and monitoring of

treatment gains and the degree to which those gains are integrated into daily community life

F. Factors Effecting Treatment Response
Even if all elements believed essential for a positive treatment outcome are included in a chemical
dependency treatment program there are several other factors that can effect results of outcome
studies of substance abuse treatment. The motivation of adolescents treated can effect the overall
outcome of the treatment program. Despite being placed in the most appropriate treatment regimen,
if an adolescent is not motivated, or ready to change, treatment may have little effect on an
adolescent’s substance use. Furthermore, if the adolescent is not engaged in treatment and leaves
treatment prematurely, he is more likely to continue substance use.

Two additional factors that may effect outcomes are methodological in nature. First, it is important
that all individuals who entered the treatment program be contacted for follow-up evaluations. If
only subjects who benefited from treatment are available for follow-up it may be incorrectly
concluded that the treatment is generally effective. Treatment completion and dropout rates should
be considered when interpreting outcome evaluation results. The follow-up rates of an outcome
study should, ideally, be above 80%. Second, treatment programs must also actually deliver the
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services that they propose to provide. This is frequently referred to as treatment fidelity. If a program
can not be successfully implemented it may demonstrate a negative outcome, but if the program had
been successfully implemented it may have produced positive results. Many studies of chemical
dependency treatment fail to evaluate what services were actually provided to patients.

1. Motivation for treatment and stages of change
The Transtheoretical Model of Change (TTM) states that individuals progress through five stages of
change when altering behaviors: precontemplation, contemplation, preparation, action, and
maintenance (Migneault, 1997). In this model of change it is also assumed that when acquiring a
new behavior one increases the positive ratings of that behavior while decreasing the negative views
of it. In ceasing a behavior one tends to increases the negative views of the behavior while
decreasing the positive aspects. This balancing of the pros and cons of a behavior is referred to as
using a decisional balance (Migneault, 1997). The TTM has been used to investigate many behaviors
in adults, but has been used in few studies of behavior change in adolescents.

Only three studies to date have found that motivation level was useful in predicting treatment
outcome for adolescents. Two studies done by Friedman and colleagues (1986, 1994) found, based
on a few questions regarding the perceived importance of getting help for substance use problems,
that greater motivation was associated with more positive outcomes and generally less treatment
dropout. Interestingly, adolescents who were highly motivated to obtain employment reduced their
levels of drug use less than those who were not interested in obtaining employment. It could be that
these adolescents had more stressors and were self medicating or that they had more money for drugs
and, therefore, had developed more severe substance use problems that were harder to treat
(Friedman, 1994). A study of 234 adolescents revealed that a stronger desire for treatment was
moderately associated with a lower frequency of drug use from intake to a 6 month follow-up and a
higher likelihood of abstinence over the 6 month follow-up. When the sample was divided into high,
medium and low levels of motivation/problem recognition, those with low levels of motivation were
found to be more likely to use drugs during the follow-up period compared to those with high levels
of motivation (54 vs. 29%). Being prepared to make changes at treatment intake was one of the best
predictors of treatment progress (Cady, 1996). No relationship, however, was revealed between level
of motivation and the number of days spent in treatment or the likelihood of completing treatment.

Assessing adolescents’ level and nature of motivation and readiness for change for chemical
dependency treatment is a complicated issue. Adolescents usually enter treatment under pressure
from parents or an involved agency, such as JRA and frequently under-estimate the need for
treatment and severity of their substance use at treatment entry. Furthermore, there are few
established, reliable and valid instruments available for the assessment of motivation or readiness for
change in adolescents. The two questionnaires that do exist for assessment of motivation in
adolescents specifically, the Problem Recognition Questionnaire (Cady, 1996) and the Decisional
Balance Inventory (Migneault, 1997) demonstrate some promise, but have been used only in limited
populations. Further evaluation of these instruments is required in order to determine their usefulness
in populations of chemically dependent juvenile offenders.

In adults there is an established relationship between intake level of motivation, readiness for change
and treatment outcome. Some researchers believe that motivation should be assessed at intake and
treatment should be tailored to the individual’s readiness for change and motivation (Friedman,
1994). As can been seen from the research studies discussed above, results indicate that there is a
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moderate association between level of motivation and the degree of post-treatment drug use.
Therefore, the adolescent’s motivation is not the sole factor in determining outcome. An adolescent
may have a desire to change their substance use, but not have the capacity or opportunity to make
those changes (Friedman, 1994). The behavior of the therapist early on in treatment can also have a
profound effect on the subsequent behaviors of the adolescent in treatment (Friedman, 1994;
Kaminer, 1992). Therefore, it is not recommended by researchers that treatment be denied to
individuals based on their level of motivation or readiness for change, but rather that this factor be
considered when evaluating the adolescent’s treatment outcome (Cady, 1996; Friedman, 1994;
Migneault, 1997).

Given the paucity of research on adolescent motivation for chemical dependency treatment,
especially with juvenile offenders, and the lack of established means to evaluate motivation, it is not
recommended that assessment of motivation be required for the CDDA youth at this time. Currently
WAC 440-22 requires the assessment of motivation for adolescents entering chemical dependency
treatment programs. This measure of motivation can be utilized in an exploratory analysis of the
relationship between motivation and treatment outcome of CDDA youth attending DASA approved
programs which must comply with these standards.

2. Treatment completion and dropout
High dropout rates are a serious problem in chemical dependency treatment research. If an
adolescent drops out of treatment they are more likely to return to their pre-treatment level of
substance use than if they remain in treatment (Stinchfield, 1994). Treatment dropout can be viewed
as a lack of motivation to change or possibly as a sign that treatment is not providing the adolescent
with appropriate services (Henggeler, 1996). Typically, individuals who remain in treatment are
easier to locate for follow-up evaluations, are more motivated to reduce their substance use and have
better outcomes than those who fail to complete treatment (Stinchfield, 1994). Outcome results from
extant studies with a significant number of non-contacted subjects (usually treatment dropouts) may
over-estimate outcome and not be generalizable to the non-contacted group.

Research findings regarding the importance of specific factors in predicting adolescent treatment
dropout are generally inconclusive, but do suggest that adolescents with moderate to severe levels of
psychopathology are less likely to complete treatment compared to those with low levels of
psychopathology (Feigelman, 1987; Stewart, 1994). Only one study has examined gender differences
in dropout rates. A study of 93 males and 49 females in drug treatment, average age 16.4, found that
for males five variables predicted treatment dropout; heavy alcohol and polydrug use, more self
esteem problems, more peer problems, and less use of substances other than alcohol, tobacco, and
marijuana were associated with high dropout rates. For females, less poly drug use, and greater self
esteem problems were the primary factors associated with high dropout rates (Blood, 1994).

In order to decrease dropout rates several strategies have been attempted. Successful techniques
include decreasing the waiting time to enter treatment, providing more frequent treatment contacts,
utilizing therapists with high levels of commitment, and provision of concrete services and home
visits. Multisystemic Therapy (MST), which is typically delivered in the home has reported
completion rates as high as 98% for a 130 day treatment regimen (Henggeler, 1996). Other
promising forms of treatment discussed in a recent OJJDP conference also make use of home visits
to increase rates of treatment completion. Treatment retention and completion rates for adolescents
with less severe substance use problems have been found to be highest for those treated in outpatient
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drug free settings. This is especially true for Caucasians (Friedman, 1986). A Washington State
evaluation, however, found that treatment completion rates for youth treated in an intensive inpatient
program (n=139) were higher (52%) than those for youth treated in a standard outpatient program
(n= 435; 27%), or an intensive outpatient program (n= 525; 7%; Wickizer, 1992).

3. Treatment adherence
It can not necessarily be assumed that the services proposed to be delivered to adolescents in a
treatment or intervention program are actually delivered. The level of compliance with program
objectives is an essential component which can have an impact on the effectiveness of the program.
For example, without evaluating treatment fidelity, an evaluation of the Child Developmental Project
(CDP), an elementary school based intervention, found only limited evidence that the program
reduced rates of alcohol and drug use. When treatment fidelity was considered results indicated that
youth in programs with strong or moderate levels of program implementation demonstrated a greater
decrease in alcohol and marijuana use compared to youth in the control programs (Battistich, 1996).
This program would have been determined to be ineffective if treatment fidelity was not taken into
consideration. The evaluation of the Nokomis Challenge Program discussed earlier, provides another
example of the importance of assessing treatment fidelity. In that case, the proposed treatment
services were not provided as assumed, resulting in the erroneous conclusion that the program was
ineffective in treating substance abuse. Furthermore, the control group actually received more
services than those in the Nokomis program (Deschenes, 1996).

Summary
Research indicates that in evaluating the efficacy of substance abuse treatment programs it is
important to consider the degree to which the proposed services are actually delivered and treatment
dropout/completion rates. Each of these factors can have an impact on treatment outcome.
Information regarding motivation for change and readiness for treatment for adolescents entering
chemical dependency treatment is relatively limited at this time and it is, therefore, not
recommended that an evaluation of motivation be performed on CDDA youth.

G. Elements of Program Effectiveness- Program Implementation and Integrity
It is recommended, based on this literature review, that treatment fidelity of the CDDA programs be
evaluated at six month intervals, at least initially, to ensure that similar services are being delivered
across programs (e.g., outpatient programs all provide the same type and intensity of services).
Program implementation and integrity can be assessed by:

• the level of service adherence to treatment guidelines for chemical dependency treatment
programs for CDDA youth

• the number of direct treatment hours provided
• the overall program completion and dropout rates
• the degree to which adolescents and their families are satisfied with the treatment program
• the degree to which the CDDA programs are successful in linking JRA supervision services,

community-based services, and families (or family substitutes) in treatment of the youth

The agency’s ability to meet regular deadlines will also have a bearing on the evaluation of its
effectiveness. Regular reporting to Juvenile Rehabilitation Association, Division of Alcohol and
Substance Abuse, and the University of Washington research team will be considered an essential
element of a successful treatment program.
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II. PREDICTORS OF ALCOHOL AND OTHER DRUG USE

Although treatment programs for adolescent substance abuse have proliferated over the last 10 years,
there have been relatively few treatment efficacy studies of these programs. Results from the studies
that do exist, provide little evidence as to the efficacy of any single approach for treatment of
adolescent substance use problems. Across studies there is, however, consistent support for the view
that individual characteristics, family, peer, and school variables contribute directly or indirectly to
variance in chemical dependency treatment outcomes. The greater the number of risk factors the
greater the risk for development of substance abuse and delinquency (Battistich, 1996; Hawkins,
1995). In general, factors influencing treatment outcome can be divided into two groups which are
discussed in detail below. These two groups of variables are internal, or personal, variables related to
the individual’s functioning in a variety of domains (e.g. psychological, academic, interpersonal),
and external, or environmental variables (e.g. family situation, peers, community setting).

A. Internal Factors
1. Developmental aspects
Substance use does not invariably lead to a diagnosis of substance abuse or dependence.
In a study of 49 males and 52 females followed from age 3-18, adolescents who had experimented
with drugs and alcohol were found to be psychologically better adjusted (less anxious, greater social
skills, more flexible) than adolescents who had never tried drugs or alcohol, and better adjusted than
adolescents who became heavy users of alcohol and drugs (Shedler & Block, 1990). Research has
demonstrated that there is a group of adolescents who try minor delinquent behaviors, such as
shoplifting and drug use as part of normal rebelliousness during the maturational process. Among
these ‘normal’ adolescents delinquent behavior typically peaks between 15-17, while drug
involvement increases during the teen years and peaks in the early twenties. There is, however,
another group of adolescents that becomes seriously involved in substance use and criminal activity
during their youth and continues that involvement into adulthood. It is likely that there are different
etiologies involved in the development of ‘experimental substance use’ and the more ‘life persistent
substance use’ (Hawkins, 1995; Moffitt, 1993). It is also likely that the majority of JRA adolescents
are not merely experimenting with substance use and criminal behavior as part of normal
rebelliousness and development, but that these adolescents constitute the group at high risk for
ongoing, or life persistent, involvement in substance use and criminal activity as adults.

For those adolescents that are at highest risk for on-going problematic substance use and criminal
activity it has been found that the greater the variety, frequency, and seriousness of childhood
delinquency prior to age 10, the greater the risk that substance use problems and delinquency will
continue into adulthood (Dobkin, 1995; Hawkins, 1995). For females, delinquency often takes the
form of truancy, sexual acting out, and prostitution. For males it is more likely to be stealing,
aggressive or noncompliant behavior toward authority, sexual and criminal offenses, and academic
problems (Moran, 1994).

2. Substance use history
The most important predictor of chemical dependency treatment outcome in adolescents is the
severity of prior substance use (Dembo, 1994c, Braukmann, 1985). Early onset of substance use has
been associated with more severe psychiatric disorders, more family problems, more academic and
occupational problems, greater health problems, and heavier substance use in mid-adolescence
(Mezzich, 1992). An earlier age of onset of substance use, greater frequency of recent substance use,
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and use of drugs other than alcohol or marijuana have all been associated with negative treatment
outcomes regardless of the treatment modality (Hawkins, 1995). Adolescents who begin drinking at
a younger age (9 years old) report more days of binge drinking and more drinking in the month
preceding incarceration than adolescents who began drinking at a later age (Morris, 1995).
Adolescents with severe substance use problems tend to be older, and have used drugs for a longer
time than those without substance use problems and this is especially true for males (King, 1996).
Somewhat surprising is the finding that younger adolescents (12-14 years old) report more LSD and
PCP use compared to older adolescents (15-17). Younger adolescents have also been found to be
more likely to receive a DSM-III-R (an earlier version of the Diagnostic and Statistical Manual of
Mental Disorders) polydrug abuse or dependence diagnosis compared to older counterparts
(Westermeyer, 1994). Certainly young adolescents with substance use problems are at very high risk
for exacerbation of drug use and its concomitant problems.

It has been well documented that alcohol is the drug most frequently involved in violent offenses
such as assault and murder (U.S. Department of Justice, 1996). As many as 50% of adolescent and
young adult murderers report that they were involved with alcohol at the time of their crime and that
alcohol use had effected their impulse control (Fendrich, 1995). Recently a connection between
marijuana use and delinquency has been reported. A study of juvenile detainees found that
individuals whose urine drug screens were positive for marijuana at the time of arrest had twice as
many prior non-drug felony arrests compared to juveniles whose drug screens were negative for
marijuana. The authors of this study suggest that for adolescents entering the juvenile justice system,
heavy marijuana/hashish use may be a marker for serious future delinquency and deepening drug use
(Dembo, 1991).

One consistent finding in research on adolescents is that although females typically begin drinking at
a later age than males, drinking patterns of males and females do not differ significantly (Morris,
1995; Opland, 1995; Mezzich, 1994). It has also been found in an evaluation of 40 females and 42
males with substance abuse or dependence and conduct disorder diagnoses, recruited from drug
treatment and juvenile detention centers, that there were no gender differences in rates of substance
use disorder diagnoses or patterns of marijuana use. Results also indicated that generally the first
drug used by females is tobacco, while for males it is alcohol (Mezzich, 1994). Gender differences in
the use of drugs other than alcohol and marijuana have been reported in the literature.

A study of 1,574 male and 219 female incarcerated adolescents (mean age 15) found that females
reported more use of cocaine (42% vs. 30%), crack (9.6% vs. 3.3%), LSD and sedatives (25.6% vs.
13.1% ) compared to males. Females also reported beginning use of these drugs at an earlier age than
the males (Morris, 1995). For 820 females and 1,461 males with a diagnosis of substance abuse,
however, males reported more use of LSD, other psychedelics, and marijuana compared to females
(Opland, 1995). Males in this study also reported using marijuana at a significantly earlier age
compared to females. Females reported using drugs for emotional escape more than males.
Generally, fewer gender differences in substance use patterns are found in adolescents in chemical
dependency treatment than those found in high school populations.

A recent study in Washington State of adolescents treated in residential treatment facilities found that
the two most commonly used drugs were marijuana (92%) and alcohol (78%), followed by
hallucinogens (20%), methamphetamine (11%), and cocaine/crack (11%) (Peterson, 1997). A
significantly larger proportion of females than males reported using methamphetamine (22% vs.
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5%). Significant gender differences also existed for the primary drug of choice with males more
likely to report marijuana as their primary drug of choice (79% vs. 48%) and females more likely to
report that alcohol was their primary drug of choice (31% vs. 12%).

A contradiction appears to exist in the literature concerning adolescent substance use problems.
Although African Americans are described as suffering most from substance use problems, they
appear to have lower rates of substance use relative to other racial groups (Morris, 1995; Van
Hasselt, 1993). Generally, the highest rates of substance use problems are reported by Caucasians
and Native Americans, and the lowest by African Americans (Morris, 1995; Van Hasselt, 1993). Yet
in a study of 1,801 adolescents, relative to Caucasians, African American adolescents were more
likely to have been arrested for drunkenness, be victims of alcohol related homicide, and have been
incarcerated for alcohol and drug related crimes (Morris, 1995). Adolescent drug use is perhaps the
issue of most concern to African Americans (Van Hasselt, 1993). The finding that African American
youth have lower rates of substance use is most likely due to the fact that most surveys of adolescent
substance use are done in middle class high schools. African Americans are not well represented in
these samples due to their higher school dropout rates and lower economic resources (Van Hasselt,
1993). African Americans who are in school are likely to be better functioning and less drug
involved than those who have dropped out of school.

The aforementioned studies point to the importance of a detailed assessment of substance use in
adolescents. The number of substances used, the frequency (e.g., number of days), and the intensity
(amount of a substance used per episode of use) should all be assessed in the CDDA youth at entry to
treatment and at each follow-up evaluation. Other indicators of substance use problems that should
be measured are the number of convictions for drug related crimes and the number of additional
admissions to a substance abuse treatment program following treatment. The proportion of positive
urinalysis results for an adolescent can also be used as a measure of substance use severity.

a. Substance Use Relapse
There has been limited evaluation of the cyclical nature of relapse in teenagers (Brown, 1990; Myers,
1993). Although the goal of drug treatment is abstinence the majority of adolescents will have some
continued use of alcohol or drugs before obtaining total abstinence. A recent study of 139
adolescents who completed an inpatient substance abuse treatment program found that 86% of the
youth experienced at least one relapse during the year following treatment (Myers, 1996). Given that
most adolescents in the CDDA program will not be entering treatment of their own free will, it is
important to realize that not all adolescents will have total abstinence as a treatment goal.

The cognitive-behavioral model of relapse is based on social learning theory. This model states that
certain stressful situations in which an individual has inadequate resources to cope will increase the
probability of relapse. Additionally, an individual’s response to an episode of occasional use or a
lapse will influence subsequent relapse. The model proposes that attributing a lapse to personal
failure or a lack of control leads to the expectation of unsuccessful coping in the future, making
further use more likely. An emotional reaction of guilt or self-blame also promotes continued use
following a lapse. A larger repertoire of problem-and-emotion focused coping skills should,
therefore, enable an individual to cope more effectively with stressful situations and avoid relapses
(Myers, 1993). It is important to measure more than simply whether or not a youth has remained
abstinent. Relapse to any drug or alcohol use is not necessarily the same as a return to problematic
use. As described below some studies have made distinctions regarding gradations of relapse.

18



A study of factors related to relapse was done with 25 females and 32 males 6 months after they had
completed an alcohol treatment program. In this study a lapse was considered to be any substance
use as long as it did not occur for four or more consecutive days and amounted to less than a total of
30 days over a 6 month follow-up. A relapse was defined as at least 4 consecutive days of use with a
brief relapse consisting of 14 or fewer days of consecutive use, and a severe relapse defined as 30
days of consecutive use. Extended abstinence was defined as 30 days of non-use. Social support was
the biggest influence on the initial length of abstinence obtained. Abstainers had the fewest peers
who continued to use drugs or alcohol, while the relapsers had the highest rates (Brown, 1993).
Contradicting the idea that relapsers are exposed to more stressful situations, results found that
adolescents who abstained from substance use for 6 months following treatment actually reported
more stressful life events compared to those who had major relapses (Brown, 1993). There was a
significant relationship between type of coping and total days of alcohol or other drug use, but the
type of coping used did not predict categories of use such as minor relapser, major relapser. Use of
wishful thinking (e.g., Wish I were a stronger person, Wish I could change what happened) was
associated with more total days of use during the 6 month follow-up. Self blame was not found to be
an important factor in relapses (Brown, 1993).

3. Academic and vocational functioning
Truancy and school dropout are associated with delinquency and substance use problems (Dembo,
1996; Hawkins, 1995; Ingersoll, 1997; Eggert, 1994). Youths who experience academic success are
less likely to be involved in substance use and delinquent behaviors than those with poor academic
performance. A study of 2,104 adolescents, average age 15, entering the Juvenile Assessment Center
(JAC) in Tampa, Florida (Dembo, 1996) found that although 72% of the sample were still attending
school, only 14% were at the age appropriate grade. It is estimated that the rate of substance abuse
and corresponding need for treatment is 50% higher in school dropouts than among high school
students (Joanning, 1992). A study of 1,000 high school students revealed that risk factors for
truancy include low levels of self esteem and personal satisfaction, parental strain such as divorce or
separation, and strong bonds with deviant peers (Eggert, 1994). Additionally, academic and
behavioral problems at the end of elementary school, but not in grades 1-3, have been found to
predict academic and behavioral problems such as substance abuse and delinquency in adolescence.

It is believed by some that adolescents turn to crime and selling drugs as a means of employment not
enjoyment (Bradley, 1996). For students with academic under-performance school-to-work
programs, which provide academic and job training or career academy programs have demonstrated
some success in reducing delinquency and substance use problems. These programs allow the youth
to focus efforts on getting a job in a particular area such as nursing or emergency service rather than
going to college. Successful school-to-work programs also supply mentoring, intensive counseling,
and a curriculum based on real life learning (Ingersoll, 1997). Unemployment and/or a lack of self
sufficiency reduces an individual’s self esteem. Therefore, new drug treatment programs need to
address occupational issues whether using mentoring, tutoring, or some other program to enhance
the employability of youth (Bradley, 1996).
While impairment in school performance has been found to differentiate substance abusing females
from non-substance abusing females, this is not true for males (King, 1996). With regard to racial
differences in academic performance, over a third of African Americans 18-19 years old have
dropped out of school. African American’s lower perceived benefit of education may be, in part,
responsible for poor academic performance (Van Hasselt, 1993).
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Clearly there is a strong association between academic performance and substance use. An important
outcome of CDDA treatment programs should, therefore, be improved academic performance.
Important variables to evaluate include changes in treated adolescents’ truancy rates (including
skipping classes and the general patterns of school attendance), the number of disciplinary problems
incurred, as well as grades. If an adolescent is employed it is expected that effective treatment should
also improve vocational functioning. Measures of vocational functioning which should be evaluated
include fewer absences (including arriving late or leaving early) from work related to substance use,
fewer disciplinary actions, and a more positive relationship with co-workers.

4. Sexual/Physical/Emotional Abuse
Higher rates of substance abuse are reported by teenagers who were abused compared to non-abused
teenagers. Roughly a third of female and 17% of male adolescents in substance abuse treatment
report some form of sexual or physical abuse (Moran, 1994). Females are more likely to respond to
abuse with depression or somatization while males respond with hostility and acting out behaviors.
In other words females turn negative feelings inward while males are more likely to externalize their
negative feelings (Moran, 1994). These differences are probably a factor of socialization differences
that intensify during puberty. Abused female adolescents are also more likely to run away, spend
time in detention, and be heavy drug users compared to non-maltreated females. Males who report
sexual abuse have significantly higher levels of hostility, interpersonal sensitivity, behavioral
problems, and obsessive compulsiveness, but not more drug use, compared to college aged peers
with no history of abuse (Moran, 1994).

5. Interpersonal relationships
A 15 year study of youth in San Francisco reported that frequent substance users were more
interpersonally alienated, emotionally withdrawn, and manifestly unhappy compared to non-drug
users (Moran, 1994). It has also been found that interpersonal alienation at an early age predicts
frequent use of marijuana at age 18 (Shedler, 1990). For females, earlier involvement with males can
also be a risk factor for development of substance abuse and delinquency (King, 1996). Females with
substance use problems are found to be more involved with opposite sex partners compared to non-
substance using females, but this is not the case for male adolescents. It has been proposed that
females who mature earlier (earlier age of menarche and development of secondary sexual
characteristics) are more likely to be assimilated into older opposite sex peer groups. Since these
older age peers are more likely to be involved with substance use this association places the
adolescent female at greater risk for early substance use (Moffitt, 1993). A study of 28 females,
average age 16, recruited from inpatient and outpatient drug clinics, however, found no significant
relationship between the age of menarche with age of onset of drug use, frequency of alcohol use, or
severity of substance use (Mezzich, 1992).

Studies have also demonstrated that those adolescents who are able to maintain abstinence after
treatment tend to have the least exposure to peers who continue to use drugs or alcohol, while those
that relapsed had the highest number of peers who continued to use drugs (Brown, 1990;1993).

Studies to date have not addressed racial differences in regard to the significance of interpersonal
relationships in the development of substance use problems and/or delinquency.

Decreased feelings of interpersonal alienation should be considered a goal of chemical dependency
programs for CDDA youth, since individuals who are less interpersonally alienated appear to be less
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likely to be substance users. It will also be important to evaluate the relative amount of time that an
adolescent spends with substance abusing peers, as this increases the likelihood of relapse.
Establishing relationships with prosocial non-substance peers could also be considered a result of an
effective treatment program.

6. Sexual activity
Most youth in a juvenile justice setting are sexually active, have had multiple partners, and have
engaged in unprotected sex. In 1990 the Juvenile Court Health Services in Los Angeles County
surveyed 1,754 newly admitted juvenile detainees, 14.3% female, and found that 97% of males and
94% of females were sexually active and reported an average of 15 different prior sexual partners
(Morris, 1992). Two-thirds of these youths reported never having used condoms. A 1991 survey
studied AIDS awareness and knowledge among 219 females and 1,574 males (average age 15)
incarcerated in either a short term (less than 3 months, n=451) or a long term facility (n=1,350).
Knowledge of AIDS was poor; 15% reported that you could get AIDS from a mosquito, 21.3% were
unsure if that was true, and 8.3% believed that you could get AIDS from a drinking glass (Morris,
1995). This was despite the fact that 86.4% of the facilities surveyed provided comprehensive AIDS
education. In a 1995 study of 171 juveniles entering a detention center in Virginia, rates of sexually
transmitted diseases were significantly higher in females compared to males (65-75% of females
tested positive for a sexually transmitted disease compared to 9% of males). Since there was no
significant difference in the rates of sexual activity between males and females (76% and 60%
respectively), it was hypothesized that differences were due to the fact that females tended to have
older age sex partners. These differences may also be because females appear to have greater
physiological susceptibility to sexually transmitted diseases compared to males. Female gang
members are an especially high risk group as they report high rates of sexual activity and little use of
protection in sexual intercourse (Bjerregaard, 1993). Detained youths appear to begin involvement in
risky behaviors early on and require early prevention programs regarding the risks for contracting
sexually transmitted diseases.

Health care issues, in general, are more prominent for female juvenile delinquents than for males.
Female juvenile delinquents use the health care system more than males and used more ‘sick calls’
compared to males. This is most probably a result of higher rates of somatization in the females
while males have higher rates of acting out behaviors (Juvenile Justice Programs and Trends, 1996).

A goal of chemical dependency programs for CDDA youth should be to reduce the frequency of
unprotected sexual activity in treated adolescents. Given the serious, and potentially life threatening,
risks associated with unprotected sexual behavior, discouraging unprotected sexual activity could not
only save the adolescent’s life, but also could substantially reduce future health care costs.

7. Psychopathology
In the general adolescent population a strong correlation between substance use and other psychiatric
problems is found. Substance use problems in ‘normal’ adolescents have been associated with high
rates of antisocial behavior, depressive disorders, attention deficit hyperactivity disorder (ADHD),
risk taking and sensation seeking behavior, borderline personality disorder, and suicide (Hawkins,
1995; Grilo, 1995; Neighbors, 1992). A 1997 evaluation of 192 youth served by residential chemical
treatment facilities in Washington State found that 65% had received mental health services prior to
treatment and that 45% were on some type of prescription medicine for mental health problems
(Peterson, 1997).
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Treatment outcome studies of adolescents in chemical dependence treatment have found that
problems such as mood disorders, conduct disorder, paranoid ideation, and hostility are related to
treatment outcome. Results are inconsistent; however, some studies report that adolescents with
moderate to high levels of psychiatric severity have more positive treatment outcomes compared to
those with low levels of psychiatric problems (Friedman, 1987), while other studies find that more
psychiatric problems are related to poorer treatment outcome (Friedman, 1996).

Two pathways in the development of substance use problems have been proposed. The first,
‘negative affect alcoholism/substance abuse’ proposes that psychiatric symptoms, such as
depression, precede substance use. Substance use may occur as a means of relieving or ‘medicating’
those symptoms. Substance use, however, usually exacerbates these symptoms and ultimately results
in greater emotional distress and more overall problems. It has been suggested that this may be the
more common pathway for female adolescents (Mezzich, 1992).

The second theory, ‘antisocial substance abuse’ or ‘general deviance syndrome’ proposes that
substance use is just one of multiple deviant behaviors that are manifest in childhood and
adolescence. Substance use, in this theory, is viewed as preceding the onset of psychiatric symptoms.
Psychiatric symptoms develop as a result of substance use and other deviant behaviors. This may be
the more common pathway to substance use problems and delinquency for males (Mezzich, 1992;
Thomas, 1996).

It should be noted that females in the general population have rates of depressive disorders 2-3 times
higher than those found in males, but males’ rates of delinquency are 5-6 times those found in
females. In the general population and in treatment settings, African Americans are less likely to
meet criteria for psychiatric diagnoses compared to other racial groups. It appears that although
African Americans are faced with greater stress and more risk factors for the development of
substance abuse and delinquency (e.g. lower economic resources, more violence and drug use in
community), they appear to be more resilient to the cumulative effects of those stressors compared to
other racial groups (Vega, 1993).

a. Mood disorders
In chemical dependency treatment programs rates of major depression range from 25-50% (Dembo,
1994b; Mezzich, 1995). It has also been found that among adolescents being treated for severe
emotional disturbance the rates of co-existing substance use problems are as high as 48% (Dembo,
1996; King, 1996). The more severe the alcohol and substance use, especially poly-drug use, the
higher the rates of depression (Dembo, 1996; Neighbors, 1992). The more severe the depression, the
higher the risk for suicide (Dembo, 1996; Eggert, 1994; Neighbors, 1992; King, 1996).

As with adult females, female adolescents are more likely than males to be diagnosed with a mood
disorder (Vega, 1993; Thomas, 1996). In female, but not male, adolescents substance use has been
linked to prolonged depressive episodes (King, 1996). Females with substance use problems also
exhibit higher rates of suicidal thoughts, plans, and attempts compared to males (Thomas, 1996).

Compared to African Americans, Caucasians are reported to have higher rates of depression, suicidal
thoughts and actions (Thomas, 1996). In a sample of adolescents at a juvenile assessment center in
Florida, African Americans and Caucasians reported similar degrees of emotional distress and
substance use, but twice as many Caucasians compared to African Americans had received prior
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mental health treatment and three times as many Caucasians had received prior drug treatment
(Dembo, 1995). These results suggest that African American adolescents’ emotional distress and
drug use may not be as problematic for them, but it is also possible that they may in fact require
mental health and drug treatment services as much as Caucasians. For African Americans, access to
mental health or drug treatment services may be limited by their financial resources or by a lack of
availability of such services in their communities. It is also possible that seeking formal mental
health services is even less socially acceptable to African Americans than Caucasians, especially
given that the majority of service providers tend to be middle class Caucasians (Vargas, 1991).

Depression and suicide are major areas of concern for American Indians and Alaskan Native youth
(Dinges, 1993). Results of a study of 124 American Indians and Alaskan Native youth (average age
16) with a diagnosis of depressive disorder found that 76% of the sample received another
psychiatric diagnosis. Results also indicate that in these populations, depression precedes substance
use problems. Family/parent conflicts and loss of cultural supports were strongly associated with the
development of depression, suicidal ideation and suicide attempts in these populations (Dinges,
1993). Individuals in this study were not in a residential hospital setting, but rather in a boarding
school that was not well equipped to deal with the adolescents’ mental health needs. It will be of
utmost importance to assess American Indians and Alaskan Native youth in the CDDA project for
depression and suicide risk. Additionally, the family bonds and tribal views on mental health
treatment should be taken into consideration when determining treatment placements.

b. Conduct disorder
Conduct disorder (CD) is defined by a pattern of violating the rights of others or violating societal
norms and rules. Research demonstrates that CD frequently co-occurs with substance use problems
(King, 1996). In a study of 76 male and 62 female adolescents, average age 15, it was found that CD
was diagnosed more frequently in patients with substance abuse diagnoses compared to those
without substance abuse diagnoses (75.4% vs. 34.8%; Grilo, 1995). It has also been found that the
greater the number of CD symptoms the more severe the substance use problem will be (Grilo, 1995;
Neighbors, 1992). Results suggest that in many adolescents CD precedes substance use (Riggs,
1995). Individuals that have CD preceding substance use problems may also be the individuals at
highest risk for ongoing delinquency and drug use in adulthood.

CD has been found to be more common among adolescent males compared to females (Neighbors,
1992, Dembo, 1995). Interestingly, the presence of CD differentiates between substance and non-
substance abusing female adolescents, but not between substance and non-substance abusing male
adolescents (King, 1996). CD and alcohol and other drug abuse appear more tightly linked in
females than male adolescents (King, 1996). In many delinquent males CD has been found to
precede the development of depression and substance abuse (Riggs, 1995). To our knowledge, there
is no research indicating racial differences in the rates of CD.

c. Attention Deficit Hyperactivity Disorder (ADHD)
Many adult addicts have reported having difficulties with hyperactivity as children (Meyer, 1992).
This finding has resulted in increased study of the relationship of ADHD to substance abuse and CD
in children and adolescents. The inability to concentrate and focus can lead to academic difficulties
which in turn relates to a higher risk for development of substance use problems. It has also been
suggested that for many adolescents ADHD may be associated with earlier onset of CD, depression
and substance use (Riggs, 1995). It is currently believed that the combination of ADHD and CD
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together places a child at greater risk for substance abuse than the presence of either CD or ADHD
alone (Bukstein, 1995). Studies of ADHD in adolescents with substance use problems are currently
limited to examining co-morbidity of ADHD and substance use. A study of 1,613 normal youth aged
9-12 found that attention problems were second only to delinquency in predicting the development
of problems such as substance use, police contacts, school performance problems, and use of mental
health services by youth recruited over a 6 year period (Achenbach, 1995). As with CD, rates of
ADHD are five times greater in males than in females. No studies have, to our knowledge, evaluated
the impact of ADHD on chemical dependency treatment outcomes. No research to date has
examined racial differences in rates of ADHD.

d. Aggression and Alienation
Unlike other predictors previously discussed, most research on aggressiveness does describe gender
differences. Research has found that childhood aggressive behavior may be an indicator of
adolescent problems. In a sample of 250 African American first graders there was a strong positive
correlation between male aggressiveness and level of substance use 10 years later (Hawkins, 1995).
Young males appear to be at greatest risk for assaultive violence as they feel the need to prove their
manhood (Thomas, 1996).
Research demonstrates that the more severe the drug use the more likely an adolescent is to be
involved in fighting (10-20% higher than non drug users; Thomas, 1996). A study of 412 males and
384 females followed from grades 9-12 which assessed beliefs about alcohol use, the age of onset of
alcohol, tobacco, and other drug use, and frequency of adverse consequences resulting from
substance use, found that aggressiveness and alienation were related to the age of onset of substance
use and the frequency of adverse consequences experienced from substance use. Gender differences
regarding the impact of alienation with the degree of use, age of onset, and problems associated with
substance use were found. Males with low levels of alienation were less likely to use drugs and
alcohol compared to males with high levels of alienation. Alienation appeared to be a protective
factor for females with regard to onset, degree of use and to a lesser degree, the consequences of use,
but had little effect in males on any of these variables. A direct effect between pro-use beliefs
regarding drug and alcohol use with the age of onset for drug and alcohol use was found for males,
but not for females (Thomas, 1996).

Gang members account for a disproportionate amount of adolescent aggressive and criminal
behavior (Juvenile Justice Programs and Trends, 1996). In the Rochester Youth Development study
262 female and 707 male adolescents (67.6% African American) were surveyed at age 13-15 and
then 6 months after an intervention. Results indicated that gang members were more likely than non-
gang members to have been involved in substance use and delinquency. Risk factors associated with
gang membership included low self esteem, poverty, and feeling alienated from family and peers. A
study by Elliott (1985) also found that feeling alienated from family and school predicted association
with deviant peers (Bjerraard, 1993). The association with deviant peers in turn related to higher
rates of substance use and criminal activity as well as gang membership. The possibility of increased
sexual activity and membership in a strong peer group were two main reasons reported for choosing
to belong to a gang. One gender difference found for gang members was that male gang members
had much lower expectations of doing well in school compared to females (Bjerraard, 1993).

With regard to racial differences, in a study of 1,801 detained youth it was found that North
American Indians and ‘other’ racial groups were the most likely (87.1% and 77%) to have been
involved in at least one fight during the last year, while Asians were the least likely to have been

24



involved in fights (37.5%; Morris, 1996). North American Native Indians were, however, least likely
(35.4%) to be involved with a gang, while Asians were the most likely (65.6%).

Summary
The severity of co-morbid psychopathology can have a profound effect on an adolescent’s chemical
dependency treatment; therefore, it is important that psychological functioning of CDDA youth be
assessed. However, since a thorough psychological evaluation can be costly and time consuming, it
may not be possible to perform a full psychological evaluation on every CDDA adolescent to
determine the presence or absence of major depression, ADHD, and conduct disorder. In the case of
depression, an alternative assessment strategy is to assess depressive symptomatology, such as the
number of days that an adolescent has felt depressed or had suicidal thoughts and measure the
change in these symptoms from treatment entry to the follow-up evaluations. In the case of ADHD
and conduct disorder a similar strategy can be utilized. Adolescents can be queried regarding their
ability to focus and concentrate on a task (an indication of the possible presence of ADHD) and
school functioning can also be used as an indication of problems in concentration. The presence of
behavioral problems associated with conduct disorder (such as theft, violation of curfew) can be
evaluated by a series of questions given at entry to treatment and then re-assessed at each follow-up
point. The number of aggressive acts that the adolescent engages in over the follow-up periods can
be used as an indicator of level of aggressiveness and hostility.

The degree of alienation felt by an adolescent can be ascertained from questions regarding the
number of friends that they currently have, how they are getting along with their parents and siblings,
and in general by asking directly about the degree of alienation that they experience in relation to
their peers and friends (e.g., I feel that I am liked by my classmates). These procedures, as well as
considering the number of hospitalizations or treatments for psychological problems, and use of
psychiatric medications can all be used to assess general psychological functioning.

B. External Factors
1. Familial factors
In general, adolescents’ overall adjustment is related to the nature of their family environment
(Brown, 1990). Negative family functioning is the strongest predictor of substance use and other
problems (Friedman, 1991,1995; Rhodes, 1990).

Parenting styles have been linked to substance abuse and delinquency (Stice, 1993; Brown, 1990;
Tarter, 1993). Parenting ordinarily consists of two elements, control and support. Disturbances in
either area can cause problems with regard to substance use problems and delinquency (Stice, 1993;
Brown, 1990). A study of 214 female and 240 male adolescents, ages 10.5-15.5, found that
adolescents who were raised with either extreme parental control or extreme parental support were at
greater risk for developing problem behaviors such as substance abuse (Stice, 1993). There is also
some evidence that poor parental supervision and inconsistent discipline practices are predictive of
substance use problems and delinquency (Dobkin, 1995; Hawkins, 1995; Dishion, 1988).
Conflict in families seems more salient than a broken home per se in the development of substance
use and delinquency (Hawkins, 1995). Divorce or separation in the last year, loss of employment in
last year, low level head of household occupation, and being abused in the family are all familial
stressors found to be related to adolescent substance use (Hawkins, 1995; Stice, 1993; Brown, 1990).
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Although there can be a genetic predisposition to developing an addiction, exposure to problem
behaviors in the family may be a stronger predictor of an adolescent developing problem behaviors.
If an adolescent’s parent(s) or siblings are involved in substance use they are more likely to develop a
substance use problem than an adolescent whose family does not currently engage in substance use.
Furthermore, having a parent or sibling convicted of a crime, or involved in delinquent behaviors is
predictive of adolescent criminal involvement (Hawkins, 1995; Dishion, 1988).

Few studies have addressed gender and racial differences in relation to familial factors and
development of substance use and delinquency. Familial factors do appear to be more important in
the development of substance use in females than males (Friedman, 1991,1995; Hawkins, 1995). The
extended family living arrangement, common among African Americans, appears to provide
augmented support and resources for the family and is associated with reductions in deviant
behaviors. Involvement of the family is crucial in implementing behavioral change in inner city
African Americans who rely heavily on their families for support (Van Hasselt, 1993).

There are limited investigations of the relationship between familial variables and adolescent
chemical dependency treatment outcomes. Studies have found that a positive description of one’s
family is associated with better treatment outcome (Friedman, 1991; Stice, 1993). Research shows
that family involvement during residential or outpatient treatment is associated with more positive
outcomes, and the shorter the residential stay the less disruption to the family bond and community
support systems. This results in a greater chance of the adolescent integrating positive gains made in
treatment into their community life (Juvenile Justice Programs and Trends, 1996). Having a family
environment that is supportive of an adolescent obtaining independence was found in one study to be
the best single predictor of improvement in substance abuse treatment (Friedman, 1991).

Genetic risk has not been directly associated with treatment outcome for adolescents, but level of
pretreatment exposure to substance abuse has been linked to poorer treatment outcomes. In a 6
month follow-up of adolescents treated for substance abuse, abstainers reported the least exposure to
familial alcohol and drug use while major relapsers reported the greatest exposure (Brown, 1990).
Results of one study reported that African Americans and Hispanics were more likely than other
racial groups to report family substance use (Vega, 1993).

A reduction in family conflicts that arise because of, or related to, an adolescent’s substance use
problems should be reduced as a result of an effective treatment intervention. A decreased number of
adolescent runaway episodes, and an improved rating of parental satisfaction with their adolescent’s
behavior can be viewed as indicators of reduced family conflict.

2. Poverty
Extreme social and economic deprivation are related to the development of substance use and
delinquency (Hawkins, 1995). Poverty places children at risk for school dropout, serious delinquency
and substance use. Over one half of students from poor families do not graduate from high school
(O’Donnell, 1995). Poverty is associated with fewer coping skills and more potential for family
violence, child abuse, and neglect (Van Hasselt, 1993). Living in neighborhoods with high
population density and high rates of criminal behavior have also been identified as a predictor of
criminal behavior and to a lesser degree substance abuse (Hawkins, 1995). Length of residence in a
community is related to the degree of social bonding in individuals and this in turn is predictive of
delinquency and related problems (O’Donnell, 1995).
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African Americans are exposed to greater risk for substance abuse with regard to living situations
compared to Caucasians. Over 35% of African American families live at or below the poverty level.
Compared to Caucasians, a greater proportion of African Americans have no working head of the
household (33% vs. 14%). While 62% of African American families are divorced, separated,
widowed, or never married this is true of only 33% for Caucasian families. Additionally, more
African American children are born to unwed mothers (58%) or adolescent mothers (28%) than in
Caucasians (28% and 14% respectively; Van Hasselt, 1993). All of these factors are associated with
increased risk for substance use.

Summary
Substance use in adolescents is a complex issue. In order to effectively treat substance use problems,
multiple areas need to be addressed. Improved functioning in areas such as school performance, peer
and family relationships, and psychopathology serve to decrease risk factors associated with
development of protracted substance use while increasing protective factors that decrease the
likelihood of continued problematic substance use. Based on the aforementioned research studies an
effective substance abuse treatment program should result in improvements in several areas of
functioning. Improvements in these areas of functioning will be measured by the effectiveness
standards listed below.

C. Effectiveness Standards: Changes in Adolescent Behavior
1. Reductions in substance use will be assessed by:

• the frequency of substance use; the primary measure will be a reduction in the total number
of days of substance use over the intervening period

• the intensity of substance use; the primary measure will be a reduction in the number of times
a day a drug is used

• the number of substances an individual currently uses
• the proportion of positive urinalyses collected over the intervening period
• the number of re-convictions for alcohol or drug related offenses in the intervening period
• re-admission to a chemical dependency treatment program (detox, inpatient, or outpatient)

over the intervening period
• the number of emergency room visits
• the number of inpatient medical hospitalizations

2. Reductions in recidivism will be assessed by:
• the number of subsequent convictions incurred over the intervening period
• a subsequent conviction is any court legal action including a conviction, deferred disposition

or diversion agreement in a Washington State court for an offense committed following the
initial action that made the youth eligible for the CDDA program

• felonies and misdemeanors, including gross misdemeanors, will be reported separately
• the number of violations of the terms of community supervision
• violations are usually not criminal actions
• probation officers vary greatly in their reporting of violations
• this is a difficult area to measure as violations typically increase as the level of supervision

becomes more intense resulting in a potentially ambiguous and misleading measure of
program effectiveness

• completion of any restitution to victims ordered by the court
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• the amount of the restitution will vary
• measures will include whether a youth is failing, successfully completing, or has fully

completed restitution

The number of arrests incurred over the follow-up periods will not be used as a measure of criminal
recidivism in evaluation of the CDDA programs. Arrest data are difficult and costly to reliably obtain
because there is no statewide database for arrests. Therefore, until there is a statewide database for
arrests, arrests will not be used in determining effectiveness of chemical dependency treatment
programs for CDDA youth.

3. Improvement in others areas of functioning such as:
• Improved school performance over the intervening period as evidenced by:
• an improvement in grades
• a decrease in truancy or dropout
• a decrease in the number of school disciplinary actions
• Improved family functioning over the intervening period as evidenced by:
• fewer conflicts with family members
• greater parental satisfaction with adolescent’s behavior
• decreased runaway episodes
• Improved social functioning over the intervening period as evidenced by:
• less time spent with substance-using and/or delinquent peers
• increased friendships with prosocial peers
• decreased feelings of alienation
• fewer incidences of unprotected sexual activity
• Improved psychological functioning over the intervening period as evidenced by:
• fewer days of self-reported mood disorders
• fewer days of aggressive or hostile acts towards family, peers or others
• fewer days of antisocial behaviors
• reduced feelings of alienation
• greater ability to concentrate on tasks
• fewer admissions for psychiatric treatment, either inpatient or outpatient
• decreased use of psychiatric medications
• Improved vocational functioning (if applicable) over the intervening period as evidenced by:
• fewer absences from work
• fewer days of late attendance or leaving early
• fewer disciplinary actions
• more positive relationship with co-workers

III. SCREENING AND ASSESSMENT OF ALCOHOL AND OTHER DRUG
USE

A multistage screening and assessment process is the most cost effective strategy for the
comprehensive evaluation of adolescent substance use and associated problems (Babor, 1991;
Dembo, 1994a, 1994c; Tarter, 1991). Since assessment of the multifaceted problems of adolescents
can be labor intensive and costly, a decision tree format is recommended to efficiently guide a client
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through the assessment process (Tarter, 1990). There appears to be consensus that a three step model
is the most productive when treating juvenile delinquents and or substance abusing adolescents
(Dembo, 1994a, 1994c; Babor, 1991; Tarter, 1991). The first stage of the evaluation process when
dealing with potential substance abusing adolescents is to screen for the presence of specific
problems. The second stage is to perform a more comprehensive evaluation of problem areas
identified by the screening evaluation. In the third phase of the evaluation process individuals are
referred to outside agencies for evaluations that can not be performed in the detention or treatment
setting and a treatment plan is formulated based on the findings of all of the assessments.

The Treatment Improvement Protocol (TIP; McPhail, 1995) consensus panel on adolescent diversion
programs recommends that in the evaluation process, the assessor be an appropriate professional
trained in and experienced in working with adolescents. The Treatment Improvement Protocol
consensus panel also recommends that the following be included in the evaluation process:

• history of alcohol and other drug use
• medical health history and physical examination
• developmental issues
• mental health history
• strengths or resiliency factors
• family history
• school history
• vocational history
• sexual history
• peer relationships
• juvenile justice system involvement and delinquency
• social service agency program involvement
• leisure activities

A. Screening
Screening should be instituted at the earliest point of contact with the adolescent and should address
potential problems in multiple areas. The primary goal of screening is to identify youth with a
suspected substance use problem and refer them for a more comprehensive evaluation of substance
use and related problems. In published studies the most commonly used screening instruments are
the Personal Experience Screening Questionnaire (PESQ; Winters, 1992), the Substance Abuse
Subtle Screening Inventory-Adolescent version (SASSI-A; Miller, 1990), and the Problem Oriented
Screening Instrument for Teenagers (POSIT; Rahdert, 1991). Instruments such as the SASSI-A
screen only for problems with substance use. Other instruments such as the he POSIT, screen for
problems in multiple areas of functioning . For treatment providers a lack of consistency in screening
can mean that different regions of the state are referring youth with very different needs to the same
kind of treatment. From a research perspective, a single instrument is virtually essential in order to
provide meaningful comparisons of youth from different areas of the state.

In the state of Washington no single screening instrument is consistently used when determining if an
adolescent may require chemical dependency treatment. Through a coordinated court administrative
effort in Washington State a new risk assessment tool is currently under development. This new risk
assessment instrument will be administered by juvenile court intake and probation staff after the
adolescent is adjudicated, but before disposition (sentencing). An adolescent’s level of risk will be
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determined based on interviews with the adolescent and his family and will influence the level of
supervision and the conditions of sentence, including the type of treatment that an adolescent is
given. Verification of this information will be obtained through reports by other involved agencies.
This risk assessment tool appears to cover the areas within the CDDA statute, and those
recommended by the Treatment Improvement Protocol consensus panel. The risk assessment tool
could effectively be used as a screening instrument to refer potentially eligible youth to the CDDA
program for more thorough evaluation of chemical dependency and related problems.

B. Comprehensive Assessment Battery
If an adolescent is referred to CDDA, a primary goal of the CDDA comprehensive assessment
battery should be to determine whether an individual is dependent on, abusing, or merely using drugs
and alcohol. Additionally, the CDDA evaluation should provide a more detailed description of the
adolescent’s problems in school, family, peer, medical, legal, and psychiatric domains of functioning,
as well as use of leisure time. Results from this comprehensive evaluation can be used to formulate
the most appropriate and least restrictive individualized treatment plan. This comprehensive
evaluation can also determine if additional referrals and/or treatments are required for problems in
areas not addressed by the substance abuse program (e.g., an adolescent who appears at risk for
suicide may be referred for a full psychiatric evaluation).

The utility of the assessment instrument as a component of measuring outcomes is also important.
For instance, the quantity and the frequency of alcohol use needs to be measured at treatment intake
and re-evaluated at each follow-up to determine whether there has been a decrease in alcohol use. All
of the areas listed in the effectiveness standards will need to be assessed when an adolescent enters
treatment and re-evaluated at each follow-up in order to measure change over time. As mentioned
previously, many issues in addition to drug and alcohol use have a tremendous impact in the youth’s
life and will need to be addressed in treatment; therefore, these issues will have to be identified
during the assessment process.

1. Substance use disorder diagnoses
Although there is agreement that use of a sequential assessment battery is the most appropriate and
least costly alternative for formulation of a comprehensive treatment plan, there is no consensus as to
which instruments should be used to determine substance use disorder diagnoses. For research
purposes it is essential that a uniform instrument be used to establish formal substance use
diagnoses. A formal diagnosis of substance dependence requires a maladaptive pattern of substance
use that results in clinically significant impairments in functioning and or emotional distress
regarding substance use. It should be noted, that although individuals who meet criteria for a
substance dependence diagnosis typically have greater severity of substance use than those without a
dependence diagnosis, individuals with ‘severe’ substance use may not always meet criteria for a
dependence diagnosis. The substance use of an individual may be frequent and intense, but may not
result in impairments in their functioning or psychological distress. Therefore, severity of use should
not necessarily be considered synonymous with a formal substance use diagnosis of dependence.

Formal substance use diagnoses can be determined by self-report, as in the case of the Client
Substance Index (CSI; Moore, 1990), by unstructured clinical interviews, computer based structured
interviews, or semi-structured interviews (Anfold, 1989). The Adolescent Diagnostic Interview
(ADI; Winters, 1993) is a commonly used structured pencil and paper diagnostic interview. There are
also several commonly used computer based structured interviews such as the Diagnostic Interview
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for Children and Adolescents (DICA; Wellner, 1987), and the Diagnostic Interview Schedule for
Children (DISC; Costello, 1985). Semi- structured interviews such as the Composite International
Diagnostic Interview-Substance Abuse Module (CIDI-SAM; World Health Organization, 1993), the
Structured Interview for DSM-IV Axis I Disorders (SCID-IV, First, 1996), and a youth’s version of
the Schedule for Affective Disorders and Schizophrenia, often referred to as the ‘kiddie SADS’ (K-
SADS; Puig-Antich, 1987), have also been used to determine formal substance use diagnoses.

There are advantages and disadvantages to each method of assessment. The self-report method is the
least costly in terms of staff time, requires no clinical skill on the part of the test administrator, and in
fact, does not necessarily require that a test administrator be present. The disadvantages of a self-
report method are that the adolescent may not be truthful in his responses in order to manipulate
referral decisions. Additionally, the adolescent may not understand the nature of the question due to
inattention or reading problems and may not always ask for clarification (Meyers, 1995; Winters,
1992). It is therefore, not recommended that a self-report measure such as the CSI be utilized to
make formal substance use diagnoses.

Use of structured interviews can be more costly in terms of time and manpower, since an interviewer
must be utilized. A strong degree of clinical skill is not required for interviewers, however, since
probing of the youth’s responses is generally not necessary in structured interviews. If probing is
done, the probes are typically provided and it is advised that the interviewer ask the questions exactly
as they are written. Not allowing for probing, however, can be problematic. As with self-report
instruments, youth may not fully understand the nature or intent of the question, but the interviewer
is directed to consider only the response as given. An unskilled interviewer, for example, may not be
able to determine if the youth is minimizing the severity of their substance use. Highly structured
interviews also do not encourage rapport building and can result in higher levels of defensiveness.
This can be especially true when using a computer based interview (Rahdert, 1995). Consequently, it
is not recommended that a structured interview such as the DICA, DISC, or ADI be used for the
CDDA project.

Use of a semi-structured interview is recommended. Although these interviews require the greatest
amount of clinical skill to administer and score, they provide perhaps the most comprehensive
evaluation of substance use problems. These interviews are based on Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition (DSM-IV) criteria sets and usually include standard
initial questions for each criterion, but encourage the use of probing to ensure that the information is
correct and that the intent of the question was understood. The interviewer can confront the youth if
it appears that they are being untruthful. This type of interview allows for greater rapport building
between the interviewer and youth which may result in more valid information (Meyers, 1995).

The K-SADS provides Research Diagnostic Criteria substance use diagnoses which are similar to,
but not interchangeable with DSM-IV diagnoses. DSM-IV diagnoses can, however, be established by
slightly modifying the interview questions. Advantages of the K-SADS are that it allows for the
collection of data from parents and for the incorporation of archival data in determining diagnoses.
The CIDI-SAM and SCID provide DSM-IV diagnoses, but have been used primarily with adults and
older adolescents. These instruments do not allow use of parental and other sources of information to
the same degree as the K-SADS. The K-SADS, SCID, and CIDI-SAM all take approximately 20-30
minutes for a trained technician to administer and provide lifetime and current (last month)
diagnoses of substance dependence and abuse. The optimum instrument to use for the CDDA
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assessment of substance use disorders would, therefore, be the K-SADS.

All of these instruments provide only information concerning the degree of impairment in
functioning and presence or absence of withdrawal symptoms required for a formal diagnosis of
substance abuse or dependency. These instruments do not provide detailed information regarding the
amount or frequency of use or assess functioning in other areas such as school performance, family
relationships, or peer relationships. Information regarding intensity and frequency of substance use
and functioning in other areas must be obtained from an additional comprehensive assessment
instrument.

2. Assessment instruments for substance use and other problem areas
Several comprehensive assessment instruments have the potential to meet the needs of the CDDA
project. Common components of these comprehensive assessment instruments include a thorough
evaluation of current use and history of substance use and assessment of other problem areas, but do
not provide formal diagnoses of substance abuse or dependence. The main differences between these
comprehensive instruments are the types of problem areas addressed and the format of the
instrument. There are three comprehensive interviews cited most often in research on adolescent
with substance use problems and delinquents that should be considered for use. They are the
Adolescent Drug Abuse Diagnosis Instrument (ADAD; Friedman, 1989), the Personal Experience
Inventory (PEI; Winters, 1993), and the Comprehensive Adolescent Severity Inventory (CASI;
Meyers, 1995). Each of these is described below.

a. Personal Experience Inventory (PEI, Winters, 1987 )
The Personal Experience Inventory (PEI) is a 276 item self administered pencil and paper, or
computer based, questionnaire which takes approximately 60 minutes to complete (Winters, 1993).
The PEI has two major sections, the first is the Chemical Involvement Problem Severity (CIPS)
section, which measures substance use severity, frequency, and onset. The PEI, however, does not
measure the quantity of substance use. The second section, Psychosocial Risk Factors, measures both
interpersonal and environmental risk factors as well as some specific clinical problems such as
mental health problems, parental drug use, and eating disorders. The PEI also includes validity scales
to control for attempts to fake ‘good’ or ‘bad’ responses.

[Note: correlations (r’s) of at least 0.75 are considered necessary for acceptable reliability, validity
coefficients are typically lower, but should at least be above 0.50]

Norms for the PEI are based on interviews with over 6,000 youth, over half of whom were in
chemical dependency treatment. The youth in this normative sample were 60% male, 75%
Caucasian, and their average age was 15 years old. The current psychometric evidence for the PEI is
encouraging. Test-retest reliability correlations are reported to range from 0.84 to 0.91 for the CIPS
and between 0.64 to 0.96 for the psychosocial scales. The PEI has demonstrated adequate content,
criterion and construct validity (Guthmann, 1990). The internal consistency (coefficients alpha) of
the scales ranges from 0.70 to 0.97 for the chemical involvement scales, between 0.66 to 0.91 for the
psychosocial section and between 0.49 to 0.82 for the response distortion scales. These results
indicate that the PEI has adequate internal consistency for some, but not all, scales. The PEI has been
found to have minimal ethnic bias (Guthmann, 1990).
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b. Adolescent Drug Abuse Diagnosis Instrument (ADAD; Friedman, 1989)
The Adolescent Drug Abuse Diagnosis Instrument (ADAD) is a structured interview of 150 items
which takes approximately 60 minutes to complete and 10 minutes to score. The ADAD assesses
seven problem areas: alcohol and other drug use, health status, education, social interactions, family
interactions, psychiatric problems, and legal status. The ADAD also includes items to assess
response bias. Each life problem area is scored for problem severity on a 10-point scale.
Mathematically derived composite scores can also be determined for each of the seven assessed
areas. These composite scores can also be used to assess changes over time in problem severity for
each of the seven areas. A shorter 83 item version of the ADAD has been created for use as an
outcome tool.

The ADAD was standardized using adolescents (average age 15.6) with substance use problems. The
sample included 683 outpatients, 157 nonhospital residential, and 202 hospital based residential
patients. The majority of the sample was male (73%) and Caucasian (53%). The interrater reliability
of the ADAD is adequate (r = 0.85 to 0.97) as is the test-retest reliability (r’s between 0.83 and 0.96)
except for the employment section (r = 0.71). Validity for the ADAD is adequate for the majority of
the sections (r’s between 0.43 and 0.67), but not for the health and social sections (r’s below 0.51
and 0.52 respectively in most studies).

c. Comprehensive Adolescent Severity Inventory (CASI; Meyers, 1995)
The Comprehensive Adolescent Severity Inventory (CASI) is the newest of the instruments
considered in this report. It is a semi-structured interview that examines functioning in ten life areas:
health, stressful life events, education, drug and alcohol use, family relationships, peer relationships,
legal issues, mental health, and use of free time (Meyers, 1995). Items that assess response bias are
also included. The CASI takes a trained technician approximately 45-90 minutes to administer.
Administration time depends on the severity of problems and whether all modules are included.
There is a three tiered approach to scoring the CASI. The first level of CASI scoring provides
indicators of the assets and liabilities of the adolescent. In the second level of scoring, problem status
along a temporal continuum within each life area are provided. The third level of CASI scoring
provides overall scores for each of the ten areas of functioning for the last year and the last month.
CASI users can use all or any combination of these scoring procedures. The CASI also has questions
which lend themselves to potential outcome measures. If the computer version of the CASI is used a
summary report of the adolescent’s functioning may be obtained which can be utilized in treatment
planing.

There is no published data on the psychometric properties of the current version of the CASI.
Reliability and validity data for the CASI is currently being collected in a three year National
Institute of Drug Abuse funded evaluation. The CASI is a revised version of the Comprehensive
Addiction Severity Index for Adolescents (CASI-A; Meyers, 1995). Revisions to the CASI-A were
made to improve the overall reliability and validity of the instrument as well as to improve wording
of some items (Meyers, 1995). The original standardization sample was 103 adolescents receiving
treatment for substance use problems and/or psychiatric problems. The sample had an average age of
16, was mostly Caucasian (89%), and mostly male (55%). Internal consistency of the original CASI-
A scales ranged from 0.48 for Family History to 0.80 for Drug and Alcohol Use Consequences.
Preliminary evidence of reliability was promising. Once again it should be noted that evaluation of
psychometric properties for the CASI is ongoing.
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Summary
All of these potential instruments have been used in research with adolescents and have had their
reliability and validity assessed to varying degrees. Each of these instruments have ways of
accounting for the possibility that the data obtained by these instruments can be biased by how
truthfully the youth responds. This is one of the most important factors to consider because youth
will be aware that the results of the assessments will help determine whether they are referred to a
CDDA program or are sent to detention. No research exists that definitively states that one
instrument is superior to the others; research indicates that the aforementioned instruments all appear
adequate and would serve the necessary purposes for treatment planning and treatment outcome
evaluation.

As discussed previously in the section on diagnostic instruments it is preferable to use a semi-
structured interview for data collection compared to a self-report or structured interview whenever
possible. Of all these instruments the CASI provides the most detailed information and would allow
evaluation of all the elements described in the effectiveness standards with regard to changes in
adolescent behavior, except the recidivism measures. Information regarding recidivism, such as
subsequent convictions, violations of terms of community supervision, and completion of restitution
to victims will be obtained primarily from criminal histories obtained through the JUVIS and OBTS
databases. Despite the lack of psychometric information available for the CASI it is recommended
for use with CDDA youth because of its comprehensive nature and its semi-structured format.

3. Other areas of assessment
If more specific information on CDDA youth is required it will be necessary to include additional
instruments and/or interviews. The project may want to assess motivation for treatment, in which
case the Decisional Balance Inventory (Migneault, 1997) could be used. More information on mental
health problems can be assessed with inventories such as the Brief Symptom Index (BSI; Derogatis,
1982). Specific instruments are available to assess problems in areas including physical health,
school problems, social/peer relationships, family relationships/problems, delinquency/illegal
behavior, and psychological/psychiatric problems. As with all areas of adolescent assessment,
however, the reliability and validity of these instruments, for the most part, varies greatly.

Treatment fidelity can be assessed with the Treatment Services Review (TSR; McLellan, 1992). This
instrument, which takes 5-10 minutes to administer, queries individuals in treatment about the
number of significant contacts that they have had with counselors, physicians, nurses, and other
treatment staff. The TSR can also be used to review services documented in clinical charts. It is
recommended that, at least initially in the CDDA project, TSRs be administered to a random sample
of adolescents during treatment. Clinical charts can then be reviewed to ensure that services being
documented in clinical charts are actually being delivered to adolescents.

IV: EVALUATION OF CDDA TREATMENT PROGRAMS

The CDDA legislation provides an opportunity for the Juvenile Rehabilitation Administration (JRA),
in conjunction with the Division of Alcohol and Substance Abuse (DASA) and local juvenile courts,
to strengthen existing chemical dependency programs for youth involved with the juvenile justice
system. This will be accomplished by incorporating into existing programs additional elements of
treatment that research has demonstrated to be effective in reducing substance use, and through the
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enhancement of linkages with community based services in order to provide a comprehensive
continuum of care. Effectiveness of these treatment programs can be assessed using changes in
variables which research has demonstrated to be critical in the development and maintenance of
adolescent substance use problems (e.g. school performance and emotional distress). The CDDA
program also provides an opportunity to evaluate the process, and any difficulties that may arise in
implementation of the CDDA legislation. Furthermore, the CDDA program provides the opportunity
to evaluate the short term (6 month) and long term (18 month) effectiveness of these new programs
in reducing substance use and recidivism in juvenile justice involved youth.

A. Process Evaluation
Prior to performing an outcome evaluation of chemical dependency treatment programs for CDDA
youth, a process evaluation will be performed. Interviews with individuals from JRA, local courts,
and the DASA provider network involved with the CDDA program will be conducted by University
of Washington researchers to document implementation of CDDA legislation. This evaluation will
be completed by July 1998.

B. CDDA Outcome Evaluation
To determine whether the CDDA programs are successful in decreasing substance use and
recidivism, evaluations of the frequency and intensity of substance use and criminal activity of
CDDA adolescents should be compared to those of appropriate comparison groups at several time-
points:

• at baseline, the date of the court-ordered CDDA disposition
• upon discharge from the initial treatment placement (e.g., detention based treatment, inpatient

treatment); this evaluation will provide data on the decrease in substance use achieved during
the initial treatment and act as a baseline measure of substance use and general functioning
for the continuing care component of CDDA treatment

• at 6,12, and 18 months following the date of the court-ordered CDDA disposition

Comparison groups will consist of those youth eligible for the CDDA program who do not
participate in CDDA, and youth in the various treatment programs who have had involvement with
the juvenile justice system but are currently without CDDA sanctions and supports. Youth from the
CDDA program and comparison groups will be followed for the entire 18 month period, whether
they complete treatment or not.

The specific outcome measures which will be employed in the evaluation of CDDA programs are the
variables outlined in this report which have been demonstrated to be important to the successful
rehabilitation of chemically dependent youth. Data regarding substance use and criminal activity
should be corroborated at each evaluation through the use of urine drugs screens, criminal histories,
and, when possible, by interviews with parents, probation officers and others involved in the
treatment of the adolescent.
The outcome evaluation will address the extent to which CDDA sanctioned and supervised chemical
dependency treatment results in:

• reduced criminal convictions
• reduced number of violations of the terms of community supervision
• increases in completion of any restitution to victims ordered by the court
• reduced substance use
• produces improvements in other areas of functioning (e.g., in school and family)
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The number of arrests incurred over the follow-up periods will not be used as a measure of criminal
recidivism in evaluation of the CDDA programs. Arrest data are difficult and costly to reliably obtain
because there is no statewide database for arrests. Therefore, until there is a statewide database for
arrests, arrests will not be used in determining effectiveness of chemical dependency treatment
programs for CDDA youth.

The outcome evaluation of the CDDA legislation will also provide an opportunity to determine what
characteristics of JRA clients are associated with successful outcomes in specific types of chemical
dependency treatment programs. The evaluation will also document the nature and sequence of
continuing care for youthful offenders and how continuing care is related to chemical dependency
treatment outcomes.
The first data regarding outcomes will be available in 1999.

C. Corroboration of Substance Use and Recidivism
One of the primary outcome measures for the CDDA program will be changes in substance abuse
and recidivism. Much of the information regarding substance use and illegal activity will be
collected directly from adolescent self-reports. There have been no rigorous studies, to date,
regarding the veracity of adolescent self-reports. Some data suggest than adolescents are truthful, yet
other studies find conflicting evidence between information provided by self-report and information
provided by corroborating sources (Winters, 1995; Meyers, 1995). Therefore, in the CDDA project it
is strongly recommended that information regarding an adolescent’s substance use and criminal
activity be gathered from additional sources such as reports from parents, probation officers and
others involved with the adolescent’s treatment as well as results from random urine drug screens
and criminal histories. While urine tests are good for detecting the presence of drugs, they do not
provide any information concerning frequency or duration of drug use. With the exception of
marijuana, which can be detected for almost a month, urine drug screens can only detect drugs which
have been used in the last 3-4 days.

D. Data Sources
The collection and analysis of the data for the outcome evaluation of the CDDA program will be
complex. Multiple sources of data will be used. The sources of data may include at the minimum:

• For Recidivism:
• JUVIS, which is managed by the Office of the Administrator for the Courts, including

information on the youth’s criminal adjudications and diversions within Washington State
• OBTS, the Department of Corrections’ database provides information on adult felony

convictions within Washington State
• For Demographics, Substance Use, and Other Problem Areas:
• TARGET, DASA’s management information system which includes information such as

referral sources, living situation, employment/income, mental health, arrests/illegal activity,
measures of substance use, and substance use diagnosis

• Court administered Risk Assessment Instrument, which may serve as the screening
instrument for CDDA if uniformly implemented by local courts

• Comprehensive Assessment
• Main assessment tool of alcohol and drug use and other problem areas (e.g. CASI, PEI, or

ADAD)
• DSM-IV based instrument for clinical diagnosis of chemical dependence (e.g. K-SADS)
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E. Data Collection Techniques
A Time-Line Follow-Back (TLFB) technique will be utilized at baseline and at each follow-up to
obtain a continuous record of alcohol, marijuana, and other drug use (e.g., percent of days alcohol
used, percent of days of heavy drinking), and time spent in controlled environments such as
treatment settings and prison. Recall varies from person to person and decreases with time, therefore,
we will obtain ‘best estimates’ of substance use over the six month follow-up periods. The TLFB is
one of the most widely used outcome measures in alcohol and drug studies (Babor, 1994). The TLFB
will be administered at baseline, and at the 6, 12, and 18 month follow-ups.

The primary substance abuse outcome measures will be days of use in the preceding month and the
percent of days of drug use from the TLFB for the previous six months. We will also evaluate
changes in the intensity of drug use (amount of a substance used during each period of use). These
measures will reflect drug use during periods in which adolescents are not in controlled
environments, such as incarceration, where access to drugs is limited. Validity of self-reports of drug
use will be evaluated through comparisons with urine toxicology results taken by the probation
department during the study period and parental reports of the adolescent’s substance use.

Improvement in other important areas of functioning will be assessed using the same comprehensive
instrument administered at baseline. Objective and subjective data from the adolescent and parent(s)
will be used to determine if improvements have occurred in the areas of family, school, and peer
relationships as well as mental health.

F. Statistical Issues
In order to provide a statistically sound and meaningful evaluation of program efficacy it is strongly
recommended that the CDDA program contract with a few treatment programs that serve a relatively
large number of adolescents rather than having numerous programs serving relatively few
individuals. This procedure will provide large enough sample sizes that any statistically significant
differences in efficacy that may exist between the continuum of care provided for CDDA youth and
standard chemical dependency treatment provided for the comparison groups will be revealed in data
analyses. By utilizing fewer treatment programs as well as appropriate comparison groups, one can
be more confident in concluding that any outcome differences are truly an effect of the program
intervention and not some other factor.

 37



BIBLIOGRAPHY

Achenbach, T.M., Howell, C.T., McConaughy, S.H., and Stanger, C. (1995). Six-year predictors of
problems in a national sample of children and youth: II. Signs of disturbance. Journal of the
American Academy of Child and Adolescent Psychiatry, 34(4): 488-98.

Alford, G.S., Koehler, R.A., & Leonard, J. (1991). Alcoholics Anonymous-Narcotics Anonymous
model inpatient treatment of chemically dependent adolescents: A two year outcome study. Journal
of Studies on Alcohol, 52: 118-126.

American Psychiatric Association (1994). Diagnostic and statistical manual of mental disorders (4th
ed.). Washington, DC: Author.

Anfold, A. (1989). Structured assessments of psychopathology in children and adolescents. In C.
Thompson (Ed.), The Instruments of Psychiatric Research. Wiley and Sons: NY.

Anglin, M.D. and Hser, Y.I. (1990). Drug abuse treatment. In J.Q. Wilson and M. Tonry (eds.), Drugs
and Crime (Vol. 13). Chicago, University of Chicago Press.

Azrin, N.H., Donohue, B., Besalel, V.A., Kogan, E.S. & Acierno, R. (1994). Youth drug abuse
treatment: A controlled outcome study. Journal of Child and Adolescent Substance Abuse, 3: 1-16.

Babor TF, Longabaugh R, Zweben A, Fuller R, Stout R, Anton R, & Randall, C. (1994). Issues in the
definition and measurement of treatment outcome in alcoholism research. Journal of Studies on
Alcohol, Supplement No. 12: 101-111.

Babor, T.F., Del Boca, F.K., McLaney, M.A., Jacobi, B., Higgins-Biddle, J., & Hass, W. (1991). Just
say Y.E.S. Matching adolescents to appropriate interventions for alcohol and other drug related
problems. Alcohol Health & Research World, 15: 77-86.

Baskin, D. & Missouri, C. (1983). A treatment outcome study of alcoholic halfway house residents
in the south Bronx. International Journal of Addictions. 18 (4): 551-558.

Battistich, V., Schaps, E., Watson, M., and Solomon, D. (1996). Prevention effects of the child
development project: Early findings from an ongoing multisite demonstration trial. Journal of
Adolescent Research, 11(1), 12-35.

Beck. A.T., Wright, F.D., Newman, C.F., and Liese, B.S. (1993). Cognitive therapy of substance
abusers: Manual. Center for Cognitive Therapy, University of Pennsylvania, Philadelphia PA 19104.

Bjerregaard, B. and Smith, C. (1993). Gender differences in gang participation, delinquency, and
substance use. Journal of Quantitative Criminology, 9(4): 329-55.
Blood, L. & Cornwall, A. (1994). Pretreatment variables that predict completion of an adolescent
substance abuse treatment program. Journal of Nervous and Mental Disorders, 182:14-19.

Bradley, M.L. (1996). Youth entrepreneurship: Opportunity, encouragement... a chance. In

38



Correctional issues: Juvenile justice programs and trends. MD: The American Correctional
Association.

Braukmann, C.J., Bedlington, M.M., Belden, B.D., Braukmann, P.D., Husted, J.J., Ramp, K.K, &
Wolf, M.M. (1985). Effects of community based group home treatment programs on male juvenile
offenders’ use and abuse of drugs and alcohol. American Journal of Drug and Alcohol Abuse, 11:
249-278.

Brown, S.A., Mott, M.A., & Myers, M.G. (1990). Adolescent alcohol and drug treatment outcome.
In Drug and Alcohol Abuse Prevention R.R. Watson (Ed.) Humana Press Inc.

Brown, S.A. (1993). Recovery Patterns in Adolescent Substance Abuse. In Addictive Behaviors
Across the Life Span (Ed.) Baer, J.S., Marlatt, G.A., and McMahon, R.J. Sage Publications.

Brown, S.A., Mott, M.A., & Myers, M.G. (1990). Adolescent alcohol and drug treatment outcome.
In Drug and Alcohol Abuse Prevention (Ed.) R.R. Watson. Humana Press Inc.

Brownell, K.D., Marlatt, G.A., Lichtenstein, E., and Wilson, G.T. (1986). Understanding and
preventing relapse. American Psychologist, 41:765-782.

Bry, B.H. and Krinsley, K. E. (1992). Booster sessions and long-term effects of behavioral family
therapy on adolescent substance use and school performance. Journal of Behavioral Therapy and
Experimental Psychiatry, 23 (3): 183-89.

Bukstein, O.G. (1995). Adolescent substance abuse: Assessment, prevention, and treatment. New
York: Wiley Interscience Publication.

Cady, M.E., Winters, K.C., Jordan, D.A., Solberg, K.B., & Stinchfield, R.D. (1996). Motivation to
change as a predictor of treatment outcome for adolescent substance abusers. Journal of Child and
Adolescent Substance Abuse, 5 (1): 73-91.

Castle, J.J. (1996). The Nokomis challenge program: A unique treatment alternative. In Correctional
issues: Juvenile justice programs and trends. MD: The American Correctional Association.

Costello, A.J., Edelbrock, C.S., Kalas, R. and Dulcan, M. (1985). The NIMH Diagnostic Interview
Schedule for Children (DISC): Development, reliability, and comparison between clinical and lay
interviewers. Worcester, MA: University of Massachusetts Medical School.

Dembo, R., Turner, G., Schmeidler, J., Sue, C.C., Borden, P.& Manning, D. (1996). Development
and evaluation of a classification of high risk youths entering a juvenile assessment center. Substance
Use and Misuse, 3: 303-322.
Dembo, R., Williams, L, Schmeidler, J., Berry, E., Wothke, W., Getreu, A., Wish, E.D., and
Christensen, C. (1995). In Taylor, R.L. (ed.) African-American youth: Their social and economic
status in the United States, Westport CT: Praeger, 247-79.

Dembo, R., and Brown, R. (1994a). The Hillsborough County juvenile assessment center. Journal of
Child and Adolescent Substance Abuse, 3(2): 25-43.

39



Dembo, R., Turner, G., Borden, P., Schmeidler, J., Sue, C.C.,. & Manning, D. (1994b). Screening
high risk youths for potential problems: Field application in the use of the Problem Oriented
Screening Instrument for Teenagers (POSIT). Journal of Child and Adolescent Substance Abuse, 34:
69-93

Dembo, R., Turner, G., Chin Sue, C., Schmeidler, J., Borden, P., and Manning, D. (1994c). An
assessment of the Florida Department of Health and Rehabilitative Services detention risk
assessment instrument on youths screened and processed at the Hillsborough County juvenile
assessment center. Journal of Child and Adolescent Substance Abuse, 4(1): 45-77.

Dembo, R., Williams, L., Getreu, A., Genung, L., Schmeidler, J., Berry, E., Wish, E. and LaVoie, L.
(1991). A longitudinal study of the relationships among marijuana/hashish use, cocaine use and
delinquency in a cohort of high risk youths. Journal of Drug Issues. 21(2), 271-312.

Degrogatis, L.R. and Spencer, P.M. (1982). Administration and procedures: BSI manual-I.
Baltimore: Johns Hopkins University.

DeLeon, G. and Ziegenfuss, J.T., Jr. (eds.) (1986). Therapeutic Communities for Addictions:
Readings in theory, research and practice. Springfield, IL: C.C. Thomas.

Deschenes, E. P., Greenwood, P., & Marshall, G. (1996). The Nokomis challenge program
evaluation. Santa Monica, CA: RAND Corp.

Dinges, N.G. and Duong-Tran, Q. (1993). Stressful life events and co-occurring depression,
substance abuse and suicidality among American Indian and Alaska Native adolescents. Culture,
Medicine, and Psychiatry, 16: 487-502.

Dishion, T.J., Patterson, G.R., & Reid, J.R. (1988). Parent and peer factors associated with sampling
in early adolescence: Implications for treatment. In E.R. Rahdert & J. Grabowski (Eds.), Adolescent
Drug Abuse: Analyses of Treatment Research. (NIDA Monograph, No. 77. DHHS, Washington, DC:
U.S. Government Printing Office.

Dobkin, P.L., Tremblay, R.E., Masse, L.C., and Vitaro, F. (1995). Individual and peer characteristics
in predicting boys’ early onset of substance abuse: A seven-year longitudinal study. Child
Development, 66:1198-1214.

Eggert, L.L., Thompson, E.A., Herting, J.R., & Nicholas, L.J. (1994). Prevention research program:
reconnecting at-risk youth. Issues in Mental Health Nursing, 15: 107-135.

Elliott, D.S., Huizinga, D., & Ageton, S.S. (1985). Explaining Delinquency and Drug Use. Beverly
Hills, CA: Sage.

Feigelman, W. (1987). Day care treatment for multiple drug abusing adolescents: Social factors
linked with completing treatment. Journal of Psychoactive Drugs, 19: 335-344.

Fendrich, M., Mackesy-Amiti, M.E., Goldstein, P., Spunt, B., and Brownstein, H. (1995). Substance
involvement among juvenile murderers: Comparison with older offenders based on interviews with

40



prison inmates. The International Journal of the Addictions, 30 (11): 1363-82.

First, MB, Spitzer, RL, Gibbon, M, & Williams, JB. (1996). Structured clinical interview for DSM-
IV Axis I Disorders- Patient Edition. Biometrics Research Department. New York State Psychiatric
Institute, New York, New York.

Friedman, A.S. & Terras, A. (1996). Psychic symptomatology as predictor to outcome of treatment
for adolescent drug abusers. Journal of Child and Adolescent Substance Abuse, 5 (2): 81-90.

Friedman, A.S., Terras, A., & Kreisher, C. (1995). Family and client characteristics as predictors of
outpatient treatment outcome for adolescent drug abusers. Journal of Substance Abuse Treatment, 7:
345-356.

Friedman, A.S., Granick, S., and Kreisher, C. (1994). Motivation of adolescent drug abusers for help
and treatment. Journal of Child and Adolescent Substance Abuse, 3(1), 69-88.

Friedman, A.S., Granick, S., Kreisher, C., and Terras, A. (1993). Matching adolescents who abuse
drugs to treatment. The American Journal on Addictions, 2(3) 232-37.

Friedman, A.S., Tomko, L.A., & Utada, A. (1991). Client and family characteristics that predict
better family therapy outcome for adolescent drug abusers. Family Dynamics in Addiction Quarterly,
1: 77-93.

Friedman, A.S. and Utada, A. (1989). A method for diagnosing and planning the treatment of
adolescent drug abusers (The Adolescent Drug Abuse Diagnosis [ADAD] Instrument). Journal of
Drug Education, 19 (4):285-312.

Friedman, A.S., & Glickman, N.W. (1987). Effects of psychiatric symptomatology on treatment
outcome for adolescent male drug abusers. Journal of Nervous and Mental Disease, 175: 425-430

Friedman, A.S., Utada, A., & Glickman, N.W. (1986). Outcome for court referred drug abusing male
adolescents of an alternative activity treatment program in a vocational high school setting. Journal
of Nervous and Mental Disease, 174: 680-688.

Garrett, C.J. (1985). Effects of residential treatment of adjudicated delinquents. Journal of Research
in Crime and Delinquency, 25: 463-489.

Gartner, L. and Mee-Lee, D. (1995). The role and current status of patient placement criteria in the
treatment of substance use disorders. Treatment Improvement Protocol Series No. 13. Rockville,
MD, Center for Substance Abuse Treatment.

Greenwood, P.W., Deschenes, E.P., & Adams, J. (1993). Chronic juvenile offenders: Final results
from the Skillman aftercare experiment. Santa Monica, CA: RAND

Grilo, C. M., Becker, D.F., Walker, M.L., Levy, K.N., Edell, W.S., & McGlashan, T.H. (1995).
Psychiatric comorbidity in adolescent inpatients with substance abuse disorders. Journal of the
American Academy of Child and Adolescent Psychiatry, 34: 1085-1091.

41



Guthmann, D.R. & Brenna, D.C. (1990). The Personal Experience Inventory: An assessment of an
instrument’s validity among a delinquent population in Washington state. Journal of Adolescence, 2:
15-24.

Hawkins, J.D., Lishner, D.M., Jenson, J.M., & Catalano, R.F. (1995). Delinquents and drugs: What
the evidence suggests about prevention and treatment programming. In Youth at Risk for Substance
Abuse. Rockville, MD: National Institute on Drug Abuse.

Henggeler, S.W. (1997). Treating serious anti-social behavior in youth: The MST approach. Juvenile
Justice Bulletin, Office of Juvenile Justice and Delinquency Prevention, May.

Henggeler, S.W., Pickrel, S.G., Borduin, C.M., & Crouch, J.L. (1996). Eliminating (Almost)
treatment drop out of substance abusing or dependent delinquents through home based multisystemic
therapy. American Journal of Psychiatry, 153: 427-428.

Henggeler, S.W., Borduin, C.M., Melton, G.B., Mann, B.J., Smith, L.A., Hall, J.A., Cone, L., &
Fucci, B.R. (1991). Effects of multisystemic therapy on drug use and abuse in serious juvenile
offenders: A progress report from two outcome studies. Family Dynamics in Addiction Quarterly, 1:
40-51.

Hubbard, R.L. Cavanaugh, E.R., Craddock, S.G. and Rachal, J.V. (1983). Characteristics, behaviors,
and outcomes for youth in the TOPS. In A.S. Friedman and G.M. Beschner (eds.), Treatment
services for adolescent substance abusers. Rockville, MD: National Institute on Drug Abuse.

Ingersoll, S. and LeBoeuf, D. (1997). Reaching out to youth out of the education mainstream.
Juvenile Justice Bulletin, Office of Juvenile Justice and Delinquency Prevention, February.

Jainchill, N., Bhattacharya, G., and Yagelka, J. (1995). Therapeutic communities for adolescents. In
E. Rahdert and D. Czechowicz (eds.) Adolescent drug abuse: Clinical assessment and therapeutic
interventions. National Institute on Drug Abuse Research Monograph No. 156.

Joanning, H. Quinn, W., Thomas, F., and Mullen, R. (1992). Treating adolescent drug abuse: A
comparison of family systems therapy, group therapy, and family drug education. Journal of Marital
and Family Therapy, 18(4):345-56.

Juvenile Justice Programs and Trends, (1996). American Correctional Association, Graphic
Communications, Upper Marlboro, MD.

Juvenile Rehabilitation Administration (1997). 1996-97, The JRA Overview. Report for the
Washington State Department of Social and Health Services.

Kaminer, Y., Tarter, R.E., Bukstein, O.G., & Kabene, M. (1992). Adolescent substance abuse
treatment. American Journal on Addictions, 1: 115-120.

King, C.A., Ghaziuddin, N., McGovern, L., Brand, E., Hill, E., & Naylor, M. (1996) Predictors of
comorbid alcohol and substance abuse in depressed adolescents. Journal of the American Academy
of Child and Adolescent Psychiatry, 35: 743-751.

42



Leukefeld, C. G., & Tims, F. R. (1992). Directions for practice and research. In Leukefeld, C.G. and
Tims, F.M., eds. Drug Abuse and Treatment in Prisons and Jails. NIDA Research Monograph #118.
DHHS Washington, DC U.S. Govt. Printing Office: 279-292.

Martin, C.S., Kaczynski, N.A., Maisto, S.A., Burkstein, O.M., & Moss, H.B. (1995). Patterns of
DSM-IV alcohol abuse and dependence symptoms in adolescent drinkers. Journal of Studies on
Alcohol, 56:672-680.

McLellan, A.T., Alterman, A.I., Cacciola, J.S., Metzger, D., O’Brien, C. (1992). A quantitative
measure of substance abuse treatment programs: The Treatment Services Review. Journal of
Nervous and Mental Disease, 180: 101-110.

McPhail, M.W. and Wiest, B.M (1995). Combining alcohol and other drug abuse treatment with
diversion for juveniles in the justice system. Treatment Improvement Protocol Series No. 21.
Rockville, MD, Center for Substance Abuse Treatment.

Meyer, R.E. (1992). New pharmacotherapies for cocaine dependence... revisited. Archives of
General Psychiatry, 49: 900-904.

Meyers, K., McLellan, A.T., Jaeger, J.L., Pettinati, H.M. (1995). The development of the
Comprehensive Addiction Severity Index for Adolescents (CASI-A). Journal of Substance Abuse
Treatment 12(3):181-93.

Mezzich, A.C., Tarter, R.E., Kirisci, L., Hsieh, Y., and Grimm, M. (1995). Coping capacity in female
adolescent substance abusers. Addictive Behaviors, 20(2), 181-87.

Mezzich, A.C., Moss, H., Tarter, R.E., Wolfenstein, M., Hsieh, Y., and Mauss, R. (1994). Gender
differences in the pattern and progression of substance use in conduct-disordered adolescents. The
American Journal On Addictions, 3(4):289-95.

Mezzich, A.C., Tarter, R.E., Hsieh, and Fuhrman, A. (1992). Substance abuse severity in female
adolescents: Association between age at menarche and chronological age. The American Journal on
Addictions, 1(3):217-221.

Migneault, J.P., Pallonen, U.E., & Velicer, W.F. (1997). Decisional balance and stage of change for
adolescent drinking. Addictive Behaviors, 22:339-351.

Miller, G. (1990). The Substance Abuse Subtle Screening Inventory-Adolescent version.
Bloomington, IN: SASSI Institute.

Moffitt, T.E., (1993). Adolescent-limited and life course persistent antisocial behavior: A
developmental taxonomy. Psychological Review, 100(4): 674-701.

Moore, D. (1990). The adolescence substance battery. Tacoma, WA: Olympic Counseling Services.

Moran, P.B., Davies, M.K., & Toray, T. (1994). Behavioral, emotional , and psychological outcomes
among adolescents in a drug treatment program: A comparison of maltreated and non-maltreated

43



h. Journal of Child and Adolescent Substance Abuse, 4:17-33.

Morris, R.E., Harrison, E. A. , Knox. G. W., Tromanhauser, E., Marquis, D. K., & Watts, L.L.
(1995). Health risk behavioral survey from 39 juvenile correctional facilities in the United States.
Journal of Adolescent Health, 17: 334-344.

Morris, R.E., Baker, C.J., and Huscroft, S. (1992). Incarcerated youth at risk for HIV infection. In,
Adolescents and AIDS a generation in jeopardy (ed.) DiClemente R.J., Sage Publications.

Myers, M.G. and Brown, S.A. (1996). The adolescent relapse coping questionnaire: Psychometric
validation. Journal of Studies on Alcohol, 57: 40-46.

Myers, M.G., Brown, S.A., & Mott, M.A. (1993). Coping as a predictor of adolescent substance
abuse treatment outcome. Journal of Substance Abuse, 5: 15-29.

Neighbors, B., Kempton, T., & Forehand, R. (1992). Co-occurrence of substance abuse with conduct,
anxiety, and depression disorders in juvenile delinquents. Addictive Behaviors, 17: 379-386.

New Standards, Inc. (1997). 18-Month Adolescent Outcomes Report. Prepared for the Division of
Alcohol and Substance Abuse, Washington State Department of Social and Health Services.

New Standards, Inc. (1995). Adolescent Treatment Outcome Study Report. Prepared for the Division
of Alcohol and Substance Abuse, Washington State Department of Social and Health Services.

Newcomb, M.D. and Bentler, P.M. (1989). Substance use and abuse among children and teenagers.
Am Psychol 44 p. 242-248. As cited in Liddle, H.A. and Dakof, G.A. Family-Based Treatment for
adolescent drug use: State of the science (1995). In Rahdert, E. and Czechowicz, D. (eds.)
Adolescent drug abuse: Clinical assessment and therapeutic interventions. National Institute on Drug
Abuse Research Monograph No. 156, Washington, DC.

O’Donnell, J., Hawkins, J.D., Catalano, R.F., Abbott, R.D., and Day, L.E. (1995). Preventing school
failure, drug use, and delinquency among low-income children: Long-term intervention in
elementary schools. American Journal of Orthopsychiatry, 65 (1), 87-100.

Opland, E.A., Winters, K.C., & Stinchfield, R.D. (1995). Examining gender differences in drug
abusing adolescents. Psychology of Addictive Behaviors, 9: 167-175.

Peters, R.H., & May II, R. (1992). Drug treatment services in jails. Drug Abuse Treatment in Prisons
and Jails. National Institute on Drug Abuse Research Monograph Series #118. Rockville, MD pp.
38-50.

Peterson, P., Srebnik, D., Banta-Green, C., and Baxter, B. (1997) Treatment Outcome Evaluation:
Youth Admitted to Residential Chemical Dependency Treatment Under the Provisions of the
“Becca” Bill. Report Prepared for the Division of Alcohol and Substance abuse, Washington State
Department of Social and Health Services.

Puig-Antich, J. and Orvaschel, H. (1987). Schedule for affective disorder and schizophrenia for

44



school age children: Epidemiologic version and present episode version. Pittsburgh, PA: Western
Psychiatric Institute and Clinic.

Puig-Antich, J. (1982). Major depression and conduct disorder in pre-puberty. Journal of the
American Academy of Child Psychiatry, 21:118-28.

Rahdert, E.R. and Czechowicz, D. (eds.) (1995). Adolescent drug abuse: Clinical assessment and
therapeutic interventions. National Institute on Drug Abuse Research Monograph No. 156.

Rahdert, E.R. (ed.) (1991). The adolescent assessment/referral system manual. Rockville, MD.
National Institute on Drug Abuse.

Rhodes, J.E. and Jason, L.A. (1990). A social stress model of substance abuse. Journal of Consulting
and Clinical Psychology, 58: 395-401.

Riggs, P.D., Baker, S., Mikulich, S.K., Young, S.E., and Crowley, T.J. (1995). Depression in
substance-dependent delinquents. Journal of the American Academy of Child and Adolescent
Psychiatry, 34 (6), 764-71.

Rush, T.V. (1979). Predicting treatment outcomes for juvenile and young adult clients in the
Pennsylvania substance abuse system. In GM Beschner & A.S. Friedman (Eds.). Youth and Drug
Abuse: Problems, Issues, and Treatment. Lexington, MA: Lexington Books.

Sealock, M.D., Gottfredson, D.C., & Gallagher, C.A. (1997). Drug treatment for juvenile offenders:
Some good and bad news. Journal of Research in Crime and Delinquency, 34:210-236.

Sells, S.B. and Simpson, D.D. (1979). Evaluation of treatment outcome for youths in the drug abuse
reporting program (DARP): A follow-up study. In Beschner, G.M. and Friedman, A.S. (eds.). Youth
drug abuse: Problems, issues, and treatment. Lexington, MA, Lexington Books.

Shedler, J. and Block, J. (1990). Adolescent drug use and psychological health: A longitudinal
inquiry. American Psychologist, 45: 612-30.

Sontheimer, H. & Goodstein, L. (1993). An evaluation of juvenile intensive aftercare probation:
Aftercare versus systems response effects. Justice Quarterly, 10: 197-227.

Stewart, M.E. (1994). Adolescents in a therapeutic community: Treatment implications for teen
survivors of traumatic experiences. Journal of Psychoactive Drugs, 26: 409-419.

Stice, E., Barrera, M., & Chassin, L. (1993). Relation of parental support and control to adolescents’
externalizing symptomatology and substance use: A longitudinal examination of curvilinear effects.
Journal of Abnormal Child Psychology, 21: 609-629.

Stinchfield, R.D., Niforopulos, L., and Feder, S.H. (1994). Follow-up contact bias in adolescent
substance abuse treatment outcome research. Journal of Studies on Alcohol, 55:285-289.

Tarter, R.E., Blackson, T., Martin, C., Loeber, R., and Moss, H.B. (1993). Characteristics and

45



correlates of child discipline practices in substance abuse and normal families. The American
Journal on Addictions, 2(1):18-25.

Tarter, R.E. and Hegedus, A.M. (1991). The Drug Use Screening Inventory: Its applications in the
evaluation and treatment of alcohol and other drug abuse. Alcohol Health and Research World,
15(1): 65-75.

Tarter, R.E. (1990). Evaluation and treatment of adolescent substance abuse: A decision tree method.
American Journal of Drug and Alcohol Abuse 16: 1-46.

Tate, D.C., Reppucci, N.D., & Mulvaney, E.P. (1995). Violent juvenile delinquents. American
Psychologist, 50: 777-781.

Thomas, B.S. (1996). A path analysis of gender differences in adolescent onset of alcohol, tobacco,
and other drug use (ATOD), reported ATOD use and adverse consequences of ATOD use. Journal of
Addictive Diseases, 15, 33-52.

U.S. Department of Justice (1996). Sourcebook of criminal justice statistics-1994. Washington, DC
Government Printing Office.

VanHasselt, V.B., Hersen, M., Null, J.A., Ammerman, R.T., Bukstein, O.G., McGillivray, J., and
Hunter, A. (1993). Drug abuse prevention for high-risk African American children and their families:
A review and model program. Addictive Behaviors, 18: 213-34.

Vargas, L.A. (1991). Evaluating outcome in a multicultural inpatient setting. In Psychiatric Inpatient
Care of Children and Adolescents: A Multicultural Approach. (eds.) R.L. Hendren, and I.N. Berlin.
Wiley-Interscience Publication, New York.

Vega, W.A., Zimmerman, R.S., Warheit, G.J., Apospori, E., and Gil, A.G. (1993). Risk factors for
early adolescent drug use in four ethnic and racial groups. American Journal of Public Health, 83(2):
185-89.

Welner, Z., Reich, W., Herjanic, B., Jung, K., and Amado, H. (1987). Reliability, validity, and parent-
child agreement studies of the diagnostic interview for children and adolescents (DICA). Journal of
the American Academy of Child and Adolescent Psychiatry, 26(5):649-53.

Westermeyer, J., Specker, S., Neider, J., and Lingenfelter, M.A. (1994). Substance abuse and
associated psychiatric disorder among 100 adolescents. Journal of Addictive Diseases, 13(1), 67-89.

Wickizer, T., Maynard, C., Atherly, A., Frederick, M., Koepsell, Krupski, A., and Stark, K.(1994).
Completion rates of clients discharged from drug and alcohol treatment programs in Washington
State. American Journal of Public Health, 84: 215-21.

Winters, K.C., Stinchfield, R.D., & Henly, G.A. (1993). Further validation of new scales measuring
adolescent alcohol and other drug abuse. Journal of Studies on Alcohol, 54: 534-541.

46



Winters, K.C. (1992). Development of an adolescent alcohol and other drug abuse screening scale:
Personal Experiences Screening Questionnaire. Addict Behavior 17: 479-490.

Winters, K.C. and Henly, G.A. (1987). Advances in the assessment of adolescent chemical
dependency: Development of a chemical use problem severity scale. Psychology of Addictive
Behaviors, 1(3):146-53.

World Health Organization (1993). Composite international diagnostic interview: Core version 1.1.
Geneva: World Health Organization.

47


