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Abstract 

This study documents the assessment practices of substance abuse counselors 

working with adolescents, to understand how these clinicians use information gathered 

during the assessment process, and to determine what factors influence counselors’ use 

and perceived value of assessment data. The project helps to better understand 

assessment practices and, by implication, how these practices have been shaped by 

supervision and training, policy, culture, and other factors. 

Substance abuse assessment is the process of gathering information about an 

individual in order to identify the presence of substance abuse-related problems, 

placement and referral needs, and any additional problems to be addressed. Once the 

assessment is complete, the best practice in the field is to summarize the data gathered 

and use that information to create a treatment plan, which then guides the treatment 

process.  

A concurrent triangulation mixed methods design was used. Quantitative surveys 

and qualitative interviews were conducted with substance abuse counselors in Hawai‘i 

serving adolescents. The theoretical basis for this study was Social Cognitive Theory, 

which conceptualizes counselors’ engagement with the assessment process through the 

reciprocal interaction of environmental, personal, and behavioral determinants. 

The research findings indicate that assessment tools need to be appropriate and 

engaging for adolescents, with an emphasis on keeping the assessment brief and using 

language that is easy for youth to understand. It is important to encourage openness, 

honesty, and trust with youth by helping them know what to expect in the process and by 

explaining confidentiality. The assessment process is valuable for gathering information, 
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as well as building rapport, establishing roles, and increasing the client’s motivation. The 

domains of drug and alcohol history, family, peer/social relationships, and school 

background were identified as the most valuable sources of information and were also 

most frequently integrated into treatment planning. Experience, supervisory valuation of 

assessment, and role were associated with the valuation of assessment, while agency 

valuation of assessment was associated with use of assessment data. 

Based on these findings, recommendations for policy, education and training, 

stakeholder engagement, instrument development, and youth engagement were identified. 

.  
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Assessment is the heart and soul of the practitioner’s armamentarium. It is as 

essential to the activities of the practitioner as breathing is to life. (McPhatter, 

1993, p. 31) 

Chapter 1. Introduction 

The prevalence of substance abuse and its associated risks pose a significant 

problem for adolescents. A 2007 survey found that 1 in 13 adolescents in Hawai‘i met 

criteria indicating that they were struggling with a substance use disorder (Goebert et al., 

2009). A substance abuse assessment is an essential aspect in the identification of 

substance abuse disorders among youth and the provision of effective treatment. 

Comprehensive substance abuse assessments gather information about youths and their 

backgrounds in order to document the severity of their substance abuse, related problems, 

available resources, and the clients’ strengths (Center for Substance Abuse Treatment 

[CSAT], 1998). The data gathered in this study illuminate the role that the assessment 

plays within the substance abuse treatment of adolescents. 

This research explores the role of comprehensive assessment practice in 

adolescent substance abuse treatment with an emphasis on clinician perspective. Though 

there are established best practices in terms of substance abuse assessment, there is a lack 

of information about clinicians’ reports of actual practice and their own viewpoints 

regarding the assessment process. Documenting the assessment practice of substance 

abuse counselors working with adolescents helps to explain how clinicians value and use 

information gathered during the assessment process, and evaluates what factors influence 

assessment practice. The results of this research provide an improved understanding of 

how assessment data are integrated into treatment, counselors’ perceptions of the 
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assessment process and value of the information, and the manner in which training, 

policy, and culture impact assessment practice. 

The study has pragmatic value in imparting insight into the real-life practices and 

perceptions of assessment. An enhanced awareness of the substance abuse assessment 

process provides a better understanding of the practice and value of integrating 

assessment results into treatment, as well as guidance for supervisors, academics, and 

others who train and teach social workers and other clinicians about assessment. 

Ultimately, this knowledge can result in improved substance abuse treatment for 

adolescents. 

Statement of the Problem 

When a substance use disorder is indicated, a substance abuse assessment 

integrates information from the client with other resources to identify the specific 

problems the adolescent is experiencing and to determine the youth’s needs and 

strengths. This assessment information is used to make recommendations for the level of 

treatment needed, to provide referrals to address co-occurring disorders, and to develop 

an individualized treatment plan (CSAT, 1998, 2003). 

In social work practice, an assessment is used to develop goals and interventions. 

Effective interventions and related outcomes rely on the accuracy of assessment 

(Hepworth, Rooney, Rooney, Strom-Gottfried, & Larsen, 2009). The training, education, 

and skill level of the individual conducting the assessment has a bearing on the process 

and results (CSAT, 1998). Due to the prevalence of adolescent substance abuse and its 

harmful consequences, a best practices approach in the use of comprehensive assessment 

data can positively impact the recovery process of this at-risk population. Assessment 
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practice is considered an important part of treatment, yet it is not clear how assessment 

data are used in actual practice, nor is it known what value clinicians who work with 

adolescents ascribe to the process. The premise underlying this study is that the 

appropriate use of the assessment process and resultant data by clinicians allows 

adolescents to more fully benefit from the substance abuse treatment process. 

 The purpose of this study is to document assessment practices among substance 

abuse counselors working with adolescents, to recognize clinicians’ perceptions related to 

the process, to understand the degree to which assessment data are valued and used by 

clinicians, and to identify what factors influence assessment practices. The concurrent 

triangulation mixed methods design included survey data and interviews. The data were 

collected concurrently and integrated in the interpretation phase. The mixed methods 

approach allowed for a deeper understanding of assessment practice. 

The research problem. The goal of this study is to document the assessment 

practices of substance abuse counselors working with adolescents. The research was 

designed to gather information about substance abuse assessment practices in order to 

evaluate how substance abuse counselors use assessment information to inform treatment 

practices, and to learn about the factors that influence the use of assessment information 

in substance abuse treatment. Understanding clinician practices through clinicians’ 

perceptions of the assessment process helps to gauge how their points of view inform 

client treatment. The specific research questions of the study were: 

1. What are the assessment practices and perceptions of the process by 

substance abuse counselors working with adolescents? 
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2. What is the perceived value of assessment data among substance abuse 

counselors who work with adolescents?  

3. How do substance abuse counselors working with adolescents use 

substance abuse assessment data?  

4. What are the factors that influence clinical assessment practices among 

substance abuse counselors who work with adolescents? 

Background. Drug and alcohol use places adolescents at risk for traffic accidents, 

unsafe sexual practices, poor academic performance, juvenile delinquency, and 

developmental problems (CSAT, 2003; Greenblatt, 1998; National Center on Addiction 

and Substance Abuse at Columbia University, 1999; National Institute of Drug Abuse 

[NIDA], 2010; National Institute on Alcohol Abuse and Alcoholism [NIAAA], 1997). 

While most adolescents do not use drugs or alcohol on a regular basis, there is a portion 

of the population that does. Some youth develop problematic patterns of drug or alcohol 

use that require assessment and treatment. 

A 2007–2008 study of Hawai‘i’s public and private school students found that 

17.8% of 12th graders and 10.5% of 10th graders could be classified as having a 

substance use disorder and in need of treatment (Goebert et al., 2009, p. 299). In Hawai‘i, 

agencies funded by the Alcohol and Drug Abuse Division of the Department of Health 

provided substance abuse treatment to 2,063 youth ranging in age from 12 to 17 in 2008 

(Lai, Yuen, Yuan, Zhang, & Okano, 2009). These youth were primarily admitted to 

outpatient services (99.1%), with a small percentage admitted to intensive outpatient 

programs (0.3%) and residential substance abuse treatment (0.6%) (Lai et al., 2009). The 
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primary drug use at admission for these adolescents was marijuana (54.1%) and alcohol 

(38.9%) (Lai et al., 2009). 

The starting point for most youth who enter substance abuse treatment is when 

someone, whether a family member, professional, peer, or the teen, expresses concern 

about the youth’s substance use. The youth is then screened, either by a substance abuse 

counselor or another helping professional, to determine if a more comprehensive 

evaluation needs to be done through a substance abuse assessment. If so, a 

biopsychosocial assessment tool is then used to gather self-reported data through an 

interview. The self-reported data can be supplemented with past evaluative reports, drug 

testing, and collateral information from family members, school staff, healthcare 

professionals, and juvenile justice representatives. The assessment identifies strengths, 

resources, risk factors, capacity for change, barriers to treatment, and behavioral patterns 

(National Association of Social Workers [NASW], 2005; O’Hare, 2005). Upon 

admission to substance abuse treatment, the assessment results are intended to be the 

basis for a treatment plan with appropriate goals and interventions (CSAT, 1998). The 

assessment is used as the foundation for substance abuse treatment, with each step in the 

process leading to individualized treatment for the adolescent. 

This study helps to clarify how the theory supporting substance abuse assessment 

practice is translated into actual clinical practice. By analyzing data provided by 

substance abuse counselors working with adolescents, this study develops a 

comprehensive understanding of the approaches and tools utilized in adolescent 

substance abuse assessment, how assessment data are used in practice, the value that 
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substance abuse counselors place on assessment data, and what factors contribute to the 

use and valuation of assessment data. 

Study methods and setting. This study explores the role of comprehensive 

clinical assessment practices in adolescent substance abuse treatment. Social Cognitive 

Theory (SCT) provides a theoretical basis for this study, because it hypothesizes how 

personal, behavioral, and environmental factors that influence human behavior 

dynamically interact (Bandura, 1986). The individual counselor remains a self-aware 

agent in the process, but under conditions that impact their awareness and subsequent 

behaviors and beliefs.  

A concurrent triangulation mixed methods research design was used to gather 

comprehensive information on adolescent substance abuse assessment practices. This 

approach gathers both qualitative and quantitative data within the same time frame, then 

merges the results in order to “confirm, cross-validate, or corroborate findings within a 

single study” (Creswell, Plano Clark, Gutmann, & Hanson, 2003, p. 229). 

 The target population comprised substance abuse counselors who specialize in 

adolescent treatment services in Hawai‘i. It is important to point out that substance abuse 

counselors are a diverse group of professionals from varied fields, including social work. 

Therefore the study examines the perspectives of substance abuse counselors from varied 

backgrounds. Substance abuse counselors from thirteen different agencies participated in 

the study. The study gathered data on the perceptions and practices of adolescent 

substance abuse counselors from all four official counties in the State of Hawai‘i, on the 

islands of O‘ahu, Kaua‘i, Maui, the Big Island, Lāna‘i, and Moloka‘i. 

The study included both quantitative and qualitative data. A quantitative survey, 
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which was completed by 92 substance abuse counselors, gathered information about 

assessment practices, provided details about how substance abuse assessment information 

is used, and indicated how experience, training, and cultural factors influence assessment 

practices of adolescent substance abuse counselors. Qualitative interviews were 

conducted with 15 substance abuse counselors who work with adolescents, which 

explored assessment practices in more depth through semi-structured interviews. The 

quantitative and qualitative data were then analyzed, and the findings were merged and 

compared. 

 Gaps in assessment research. While assessment is at the core of substance abuse 

treatment, there has been little research to evaluate assessment practices in order to 

understand counselors’ practices and perceptions involving assessment. Prior research on 

substance abuse assessment has not been informed by the experiences and knowledge of 

counselors who actually conduct assessments with adolescents. This study provides a 

unique perspective by asking counselors directly about their assessment practices, how 

data are used in treatment, and what value assessments hold for them. This insider 

approach assembled knowledge from experts in the field—adolescent substance abuse 

counselors. 

Hepworth, Rooney, Rooney, Strom-Gottfried, and Larson (2009) define 

assessment as “a process occurring between practitioner and client, in which information 

is gathered, analyzed, and synthesized to provide a concise picture of a client and his or 

her needs and strengths” (2009, p. 172). A substance abuse assessment is intended to 

gather comprehensive information regarding the client, which is ideally used to determine 

the most appropriate course of treatment. There is limited information indicating how 



 

 8 

substance abuse counselors actually use assessment data in practice, as well as a lack of 

data about the value counselors place on assessment information. Though most 

counselors recognize that the substance abuse assessment can be a rich source of 

information for treatment planning, it is not clear that substance abuse counselors 

consistently use assessment information to guide practice, nor are their assessment 

practices documented. 

To address this gap in the literature, this study yielded data about the existing 

assessment practices in adolescent substance abuse treatment, perceptions of the process 

and value of assessment data, how assessment data are utilized when working with 

adolescents, and how factors such as individual characteristics, supervision and training, 

and experience influence the valuation and use of assessment data. This study thus 

responds to the insufficient literature on clinician practices in regard to substance abuse 

assessment. The research provides a better understanding of assessment practices, 

perceived value of assessment data, how assessment data are used in practice, and factors 

that influence assessment practices. 

 Implications for social work. The pervasive presence of drugs and alcohol in our 

society means that social workers regularly come into contact with individuals who have 

substance abuse problems. While some social workers specialize in treating alcohol and 

drug issues, many others work in settings wherein substance abuse is addressed as part of 

the presenting problem of the person being served. For example, social workers 

employed in child welfare, family services, employee assistance, schools, geriatric 

programs, and community-based clinics are frequently the first service professional with 
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whom an individual with a substance abuse problem has contact (Hall, Amodeo, Shaffer, 

& Vander Bilt, 2000). 

 Social workers frequently have to assess and work with clients who have 

substance use disorders and related substance use issues. In a 2004 survey of licensed 

social workers (NASW & State University of New York at Albany, 2006), workers were 

asked how many of their clients had various conditions, including substance use 

disorders, and with which tasks they were involved in their work. The survey found that 

87% of social workers had clients with substance abuse conditions. Ninety-three percent 

of social workers reported that the tasks in which they were most likely to be involved 

were screening and assessment (NASW & State University of New York at Albany, 

2006). Through their diverse positions working with vulnerable populations, social 

workers have the capacity to identify and treat individuals with substance use disorders 

(National Association of Social Workers, 2005). 

This study is intended to develop a research base for clinician practice related to 

adolescent substance abuse assessment. The work can inform ongoing research and serve 

as a springboard for additional study. Social workers in clinical settings who either refer 

young people to treatment or provide substance abuse treatment directly are also an 

important audience to be considered in this research. 

Definition of Terms 

In order to help clarify aspects of this research, definitions of significant terms 

used will be described below. The research focuses on substance abuse counselors’ 

perceptions of assessment practices with adolescents.  
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There is no single definition of “adolescent.” Adolescence is understood within a 

specific socio-cultural-historical context, and thus varies by region and time frame. 

Adolescence can be understood to begin with the physiological changes of puberty and to 

end with the rights, roles, and responsibilities of adulthood that are bestowed on a person 

by families, societies, and institutions (Adams, 2005; Candian Paediatric Society, 

Adolescent Health Committee, 2003; Kaplan, 2004). The World Health Organization 

(WHO) developed a working definition of “adolescents” as people who are between the 

ages 10 and 19 (World Health Organization, 1980, 2013). Table 1 defines some of the 

adolescent substance abuse-related terms used in this study. 
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Table 1. 

Adolescent Substance Abuse-Related Terms 

Term Definition 

Adolescent This research utilizes the WHO definition, using the age parameter of 10 - 
19 years when describing an adolescent, teen, or youth (World Health 
Organization, 1980, 2013). 

Alcohol Reference to alcohol includes wine, beer, or hard liquor. 

Illicit drugs The term “illicit drugs” includes, but is not limited to, marijuana, inhalants, 
cocaine, methamphetamine, heroin or other opiates, tranquilizers or 
sedatives, hallucinogens, steroids, ecstasy, GHB, Rohypnol and ketamine. 
Illicit drug use also includes the use of prescription or over-the-counter 
drugs used for non-therapeutic or non-medical purposes. 

Substances In reference to substance use or abuse, the term “substances” refers to 
alcohol and illicit drugs, including the non-medical use of prescription 
medications. 

Substance 
abuse 
counselor 

This term refers to a counselor, clinician, or practitioner who engages in the 
specialized practice of substance abuse assessment or substance abuse 
treatment. The substance abuse counselor may have a background in social 
work, but may have a background in a different discipline. The substance 
abuse counselor may have a graduate degree or be certified as a substance 
abuse counselor, but the term also includes those who have specialized 
addiction training or have received on-the-job training in substance abuse 
assessment or treatment. 

Substance 
abuse 

For purposes of this analysis, the term “substance abuse” is used as a 
generic term to describe problem use. This category comprises substance 
use disorders including diagnoses of substance abuse (e.g., alcohol abuse) 
and substance dependence (e.g., cannabis dependence). (American 
Psychiatric Association, 2000). 

Substance 
use 

“Substance use” refers to all forms of substance use, from occasional use to 
problematic and addictive use of substances (DuPont et al., 2013; Elek, 
Miller-Day, & Hecht, 2006). 

Substance 
use disorder 

A Substance Use Disorder (SUD) or Psychoactive Substance Use Disorder 
(PSUD) refers to a clinical diagnosis of abuse or dependence based on the 
Diagnostic and Statistical Manual of Mental Disorders, or a diagnosis of 
harmful use or dependence syndrome based on the International 
Classification of Diseases and Related Health Problems criteria, which 
examine the negative social and interpersonal consequences caused by drug 
use (American Psychiatric Association, 2000; World Health Organization, 
2008). 
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Assessment information can be gathered through different types of interviews, 

including unstructured, semi-structured, and structured. The different types of interviews 

are defined in Table 2. 

Table 2. 

Definitions of Interview Types 

Term Definition 

Unstructured 
interview 

An unstructured interview is the process of interviewing a client without 
reliance on a pre-determined instrument or set of questions. This type of 
interview has a flexible format that allows clinicians to ask a variety of 
questions and relies heavily on clinical judgment (Frick, Barry, & 
Kamphaus, 2009; Groth-Marnat, 2009; Hunsley & Mash, 2008). 

Semi-
structured 
interview 

A semi-structured interview is a standardized interview using a set of 
predetermined, open-ended questions that allows for additional questions 
or clarification of question wording based on clinical judgment (Frick et 
al., 2009; Groth-Marnat, 2009; Hunsley & Mash, 2008). 

Structured 
interview 

A standardized interview process based on a prescribed set of questions, 
with optional probes, guided by strict rules for administration is known 
as a structured interview. Questions are strictly verbatim without the use 
of additional unscripted clarifying questions. The highly standardized 
nature of the structured interview allows for trained administrators, who 
are not necessarily clinicians, to conduct the assessment (Frick et al., 
2009; Groth-Marnat, 2009; Hunsley & Mash, 2008). 

 
“Assessment” refers to the process of gathering information about an individual in 

a systematic way in order to determine need for referral, diagnosis, or treatment planning. 

The Institute of Medicine (1990) differentiates between three different levels of 

assessment of substance use disorders. Table 3 defines different levels of substance abuse 

assessment. 
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Table 3. 

Definitions of Assessment Types 

Term Definition 

Screening “Screening” refers to the process of initially gathering information about 
an individual in order to identify those who may be at risk for SUDs and 
determine the need for further evaluation. This can take place in 
substance abuse treatment agency settings, or other settings such as 
hospitals or social service agencies (Institute of Medicine, 1990). 

Problem 
assessment 

“Problem assessment” refers to the process of determining whether the 
individual has a substance use disorder through the identification of 
problems and consequences related to substance use. Problem assessment 
can be used to determine if a person should be referred to treatment, and 
at what level of care. Problem assessment can also include the 
identification of co-occurring disorders that interrelate with the substance 
use disorder (Institute of Medicine, 1990). 

Personal 
assessment 

The “Personal assessment” is the most far-reaching and thorough 
assessment practice. As well as evaluating the severity of the individual's 
SUD, personal assessment gathers information on medical, emotional, 
psychiatric, social, vocational, and familial factors (Institute of Medicine, 
1990). For the purposes of this study, the general term “assessment” will 
refer to the comprehensive assessment practices involved in personal 
assessment. 

 
Chapter Summary 

 The comprehensive assessment plays an important role in substance abuse 

treatment by identifying an adolescent’s strengths, resources, needs, and problems. 

Assessment is the starting point for treatment and is intended to help the counselor 

develop interventions to guide the treatment process (Center for Substance Abuse 

Treatment, 1998). Though best practices have been developed for substance abuse 

assessment, the practice and perceptions of substance abuse counselors have not been 

examined. This study will help to illuminate assessment practices in order to improve 

how substance abuse counselors intervene with adolescents.  
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Chapter 2. Review of the Literature 

Given the rates of substance use among adolescents, finding ways to effectively 

assess, diagnose, and treat youth with substance use disorders is of the utmost 

importance. Though literature exists that reflects best practices in substance abuse 

assessment and its conceptual basis, there is limited information about how clinicians use 

information in practice or what value they place on the assessment process. Assessment 

practice is influenced by training and supervision, policy factors, and cultural 

considerations; however, relationships between these factors and actual assessment 

practice are unclear. Therefore this literature review draws upon existing knowledge 

about assessment practice in adolescent substance abuse treatment, and culminates in a 

discussion of the theoretical basis for the study. 

The literature reviewed in the first section relates to adolescent substance abuse, 

including consequences and prevalence. This is followed by a discussion of the history of 

assessment and diagnosis. The next section discusses conceptual perspectives related to 

substance abuse assessment, including the biopsychosocial and ecological models, with 

some additional discussion of the medical model of substance abuse. The substance abuse 

assessment literature related to social work and adolescents and assessment skills are 

reviewed in the following section. Next is a discussion of the use of assessment data in 

treatment planning, and the nature of evidence-based practices related to assessment. The 

next section then discusses factors related to assessment, focusing on supervision, 

training, culture, and policy. The final section in this chapter discusses the theoretical 

framework for the study. 
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Adolescent Substance Use and Abuse 

Young people begin using illicit drugs and alcohol for a variety of reasons. Many 

people begin using these substances in order to experience the feelings of euphoria that 

drugs and alcohol produce. Other strong positive feelings such as self-confidence, energy, 

relaxation, and satisfaction can accompany drug use (NIDA, 2010). Some people who 

suffer from stress, anxiety, or mood-related disorders use substances in an attempt to 

reduce their feelings of distress. In order to increase performance, either athletically or 

cognitively, individuals may engage in substance-using behavior. Curiosity and peer 

influence can also cause and sustain substance use, particularly among adolescents 

(NIDA, 2010). These biological, psychological, and social factors can motivate people to 

begin using substances, reinforce use over time, and influence a relapse to substance 

using behaviors after a period of abstinence. For these reasons, when assessing 

adolescents it is important to collect data about biological (genetic, medical), 

psychological (mental health and emotional well-being), and social (family, employment, 

school, legal, and peer-related) areas, as well as to collect information about drug and 

alcohol use history. 

Consequences of adolescent substance abuse. Substance abuse by adolescents 

can have a variety of negative consequences for their health and well-being. Illicit drug 

and alcohol use puts adolescents at increased risk for academic and behavioral challenges 

in the school setting, involvement with the legal system, motor vehicle accidents, risky 

sexual practices, and developmental problems (CSAT, 2003; Greenblatt, 1998; National 

Center on Addiction and Substance Abuse at Columbia University, 1999; NIDA, 2010; 

NIAAA, 1997). 
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Accidents are the leading cause of death for adolescents, with alcohol and drugs 

increasing the risk of motor vehicle crashes, suicides, and homicides. Motor vehicle 

crashes are the primary cause of death for those ages 15 to 20 (Marin & Brown, 2005). In 

2006, an estimated 7.3% of 16-year-olds drove under the influence, with rates increasing 

correspondingly by age up to a peak of 31.8% among young adults at age 22 (Substance 

Abuse and Mental Health Services Administration, 2007a). Even at low levels, alcohol 

has a negative impact on the driving skills, perceptions, abilities, and performance of 

young and inexperienced drivers (NIAAA, 1997). 

Compared to their non-using peers, teens who use drugs and alcohol are more 

likely to be sexually active, to start having sex at a younger age, and to have multiple 

sexual partners. These sexual practices increase the risk of unplanned pregnancies, and 

sexually-transmitted infections such as HIV/AIDS, hepatitis C, and others. (National 

Center on Addiction and Substance Abuse at Columbia University, 1999). Greenblatt 

(1998) finds that adolescents who use marijuana weekly have increased rates of running 

away from home, stealing, and physically attacking people when compared to non-users. 

A history of marijuana use increases the likelihood of having ever sold marijuana, carried 

a gun, or been in a gang when compared to adolescents who have no history of marijuana 

use (Snyder & Sickmund, 1999). 

Substance use can also impact psychological and physical health. The earlier the 

age of initiation of alcohol use, the greater the risk of developing a substance use disorder 

later in life (Wagner & Anthony, 2002). Teens who initiate alcohol use at age 13 are 4 

times as likely to develop alcohol dependence than people whose alcohol use is initiated 

at age 20 (Grant & Dawson, 1997). Psychological and social development related to self-
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identity, emotional and intellectual growth, establishment of a career, and the 

development of rewarding personal relationships can likewise be negatively impacted by 

substance abuse in adolescence (CSAT, 2003). Due to ongoing brain development 

through late adolescence, younger drinkers may be risking greater cognitive harm than 

older drinkers. After three drinks, younger drinkers face 25% greater impairment than 

their older counterparts (Califano, 2001). Long-term marijuana smoking increases risk of 

lung, head, and neck cancer; chronic lung conditions; sterility in men; and infertility in 

women (Center for Substance Abuse Prevention [CSAP], 1998; Zhang et al., 1999). 

Adolescent smokers have more health issues and face an increased risk of depression and 

anxiety disorders—factors that increase the risk of missed school days (Califano, 2001). 

The use of marijuana can impair short-term memory and comprehension, and 

reduce the ability to perform tasks that require concentration and coordination (CSAP, 

1998; Zhang et al., 1999). Substance abuse among adolescents is associated with 

declining grades, absenteeism from school, and dropping out of school. Adolescents who 

abuse substances experience cognitive and behavioral problems that can interfere with 

their academic performance (Crowe, 1998). Increased use of substances is associated 

with lower grade point averages. Heavy drinkers and binge drinkers between ages 12 and 

17 are more likely to report that they do poorly at schoolwork than nondrinkers, and are 4 

times as likely to skip classes or school. Substance abuse can impact an adolescent’s 

school life due to difficulties in learning, truancy, behavioral challenges, and risk of 

dropping out of school (Califano, 2001). A comprehensive review of literature examining 

the connection between adolescent substance use and the risk of dropping out of school 

found that there is not only a strong correlation, but that there is ample evidence of 
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substance abuse being a frequent precedent and contributing factor to academic failure 

and dropout. The analysis also indicated that when adolescent substance abuse is 

identified and addressed through intervention, such as treatment, that the cessation of 

substance use leads to improved academic outcomes (DuPont et al., 2013). 

Prevalence of substance abuse. The 2012 Monitoring the Future study found 

that nationally, 25.2% of 12th graders reported having used an illicit drug in the 

preceding 30 days, with 22.9% having used marijuana and 8.4% a different illicit drug. 

Among eighth graders, 7.7% indicated they had used an illicit drug in the last 30 days 

(Johnston, O’Malley, Bachman, & Schulenberg, 2013). In regard to daily use among 12th 

graders, 6.5% reported using marijuana daily and 2.5% reported drinking alcohol daily 

(Johnston et al., 2013). 

The Youth Risk Behavioral Survey (YRBS) measures risk-taking behaviors 

among public school students between grades 6 and 12. The survey is conducted 

nationally, including in Hawaiʻi as part of the Hawaiʻi School Health Survey. Among 

Hawaiʻi students, the Youth Risk Behavioral Survey found that 29.1% of high school 

students had drunk alcohol in the last 30 days, and 29.1% had used marijuana in the last 

30 days (Saka, 2012). Table 4 indicates rates of substance use among Hawai‘i youth. 
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Table 4. 

Youth Substance Use Prevalence Rates in Hawaiʻi and US 

Substance and Prevalence 
Hawaiʻi US 

2007% 2009% 2011% 2011% 

Used alcohol in the last 30 days 29.1 37.8 29.1 38.7 
Used marijuana in the last 30 days 15.7 22.1 29.1 23.1 
Ever used methamphetamine 4.5 3.9 3.4 3.8 
Ever used cocaine 5.6 6.0 6.4 6.8 
Ever used ecstasy 4.6 8.2 9.0 8.2 

Note. Adapted from Results of the 2011 Hawaiʻi State and Counties Youth Risk Behavior Surveys (YRBS) 
and Cross-Year Comparisons by Saka, Susan M., 2012, Honolulu, HI: University of Hawaiʻi, p. 19. 

 
The Hawaiʻi Alcohol, Tobacco, and Other Drug Use Study: 2007–2008 

comprehensive report (Goebert et al., 2009) looks at substance use in Hawaiʻi among 

adolescents in private and public schools, including lifetime, monthly, and daily 

prevalence rates. The study also examines negative consequences as a result of substance 

use in order to estimate treatment needs, as well as to determine risk and protective 

factors for adolescents. The study was last conducted in 2007–2008; therefore, there is a 

lack of more recent data about youth in need of substance abuse treatment in Hawaiʻi. 

The study indicates that 17.8% of 12th graders and 10.5% of 10th graders could 

be classified as having a substance use disorder and needing treatment. The estimate of 

the adolescent population needing substance abuse treatment was 6,306 students, which 

was 7.7% of the total student population surveyed (Goebert et al., 2009). Table 5 shows 

the percentage of youth in Hawaiʻi estimated to be in need of substance abuse treatment 

services in 2007–2008. 
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Table 5. 

Youth Meeting Criteria for a Substance Use Disorder 

Characteristic n %  

Overall Total 
Gender 

 553 7.7  
   

 Male 210 6.8  
 Female 316 8.3  
Grade     
 6 33 1.6  
 8 88 4.8  
 10 150 10.5  
 12 282 17.8  
Race/Ethnicity     
 Japanese 49 5.4  
 Caucasian 153 11.5  
 Filipino 89 4.7  
 Native Hawaiian 132 11.1  
 Other Asian 17 3.6  
 Other Pacific Islander 39 7.0  
 Two or more ethnicities 20 13.2  
 Other 49 11.1  

Note. Adapted from The Hawai‘i Student Alcohol, Tobacco, and Other Drug Use Study: 2007–2008 
Comprehensive Report by D. Goebert, S. Nishimura, J. Onoye, E. Boyd, D. Rehuher, and P. Christensen, 
2009, Honolulu, HI: Department of Health, Alcohol and Drug Abuse Division, p. 299. 

 
Due to the prevalence and consequences of substance abuse disorders among 

adolescents, effective assessment and treatment is essential. Conducting a comprehensive 

substance abuse assessment with adolescents provides in-depth information that can be 

used in developing treatment interventions. The assessment helps to confirm whether a 

substance use disorder is present and provides more detailed information about the nature 

of the problem, including antecedents and consequences of substance use. It can also 

identify problems in other areas of the adolescent’s life, including the medical, family, 

psychological, social, school, and legal domains. The assessment process also identifies 
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individual, family, and community strengths that can support the adolescent, which can 

then be incorporated into a treatment plan and, later, a discharge plan (CSAT, 1998).  

Substance abuse prevention. This study focuses on how comprehensive 

assessment fits within substance abuse treatment. Despite this study’s focus on treatment, 

it can be helpful to understand the role of substance abuse prevention in avoiding the 

need for treatment by precluding the development of substance use disorders. Prevention 

efforts seek to help youth avoid the negative consequences associated with both 

substance use and substance use disorders (Sussman, 2011).  

Factors have been identified which can either increase an individual’s 

vulnerability to substance abuse (“risk” factors) or help inoculate a youth against the 

likelihood of substance abuse (“protective” factors). Risk and protective factors are not 

equal in strength, and individuals respond to them differently (Brook, Brook, Richter, & 

Whiteman, 2003; NIDA, 2003). It is important to note that though they may be identified 

as being at risk for substance abuse, most youth do not develop substance use disorders. 

The accumulation of multiple risk factors and/or protective factors has a significant 

influence on the likelihood that a youth will abuse drugs. Prevention programming aims 

to reduce risk factors and strengthen protective factors prior to the development of 

substance use disorders (NIDA, 2003).  

The Institute of Medicine developed a classification system to deliver prevention 

programming. Prevention efforts target different populations based on the approach, 

through either universal, selective, or indicated prevention (Gordon, 1983; Mrazek & 

Haggerty, 1994). Universal prevention approaches focus on an entire population, 

regardless of that population’s risk for substance abuse, with the aim of providing 
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education and resistance skills to all children or adolescents. Selective prevention focuses 

on groups that have been identified as being at high risk for developing substance abuse. 

Indicated prevention approaches those individuals who are at greatest risk for continued 

drug use or are engaged in related high-risk behavior (Kumpeer, 1997).  

When an adolescent is in the early stages of drug use, it may be challenging to 

determine whether indicated prevention services or treatment services are more 

appropriate. In some cases a prevention intervention may be effective, but it is important 

to recognize cases in which treatment is indicated (Sussman, 2011). The completion of a 

substance abuse assessment allows the practitioner to gather information about how the 

youth’s drug and alcohol use has impacted the youth’s life, as well as about potential co-

occurring disorders. The assessment process allows for the identification of problems and 

strengths, determination of a diagnosis, identification of referral needs, and 

recommendations for services based on the individual’s needs (CSAT, 1998).  

History of Assessment 

Development of assessment. The practice of providing substance abuse 

assessments is rooted in systems developed in American psychology. The tradition of 

using standardized tests for clinical assessment began in the twentieth century, with roots 

in the nineteenth-century work of English Victorian polymath Sir Francis Galton. Galton 

proposed that psychological attributes could be measured through observation and 

experimentation (Butcher, 2009; Whiston, 2008). 

In regard to social work assessment, Mary Richmond published her seminal work 

Social Diagnosis (1917) to describe social casework. She sought to make the social work 

field more scientific by detailing how to gather comprehensive social evidence and use it 
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practically. Her goal was for the social worker to use the information in understanding 

the client’s situation and determining a course with which to proceed (Richmond, 1917). 

The development of psychological assessment in the United States was heavily 

influenced by the world wars. During World War I, the US government was concerned 

about “shell shock” occurring among front-line soldiers. In order to identify draftees who 

were vulnerable to developing traumatic stress responses, the War Department asked 

American experimental psychologist Robert Woodworth to identify recruits who 

appeared emotionally unstable. Woodworth eventually developed the first formal 

personality assessment, the Woodward Personal Data Sheet (WPDS), available for 

general use upon its publication in 1919 (Butcher, 2009; Frick et al., 2009; Groth-Marnat, 

2009; Weiner & Greene, 2008). A 75-item version of the Woodworth Personal Data 

Sheet was developed specifically for children and adolescents in 1924 (Butcher, 2009). 

Between the world wars, Hermann Rorschach and Henry Murray introduced the 

practice of personality assessment through projective tests designed to assess personality. 

Swiss psychiatrist Hermann Rorschach developed the inkblot technique, and his 

monograph, Psychodiagnostik (1921), described ways in which the interpretation of 

clients’ responses provided information about mental health symptoms and personality 

(Butcher, 2009). American psychologists Henry Murray and Christiana Morgan 

developed the Thematic Apperception Test (TAT) in 1935. The TAT provides 

information about attitudes, how clients see themselves and others, and their expectations 

of relationships, by asking clients to make up stories describing a series of pictures 

provided by the clinician (Butcher, 2009). 
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At the same time, the expansion of assessment practices was also occurring in the 

field of education. In 1916, a test measuring learning abilities, which later came to be 

known as the Stanford–Binet Intelligence Scale, was published. American psychologist 

Robert Yerkes standardized intelligence testing during World War I when he tested over 

1 million recruits and soldiers (McGuire, 1994). An increasing number of standardized 

tests were developed to assess students in the 1920s and 1930s (Lagemann, 2002). 

World War II presented new avenues for the growth of assessment practice. In 

order to help identify people suitable to the task of carrying out covert operations 

overseas, the Office of Strategic Services (OSS) asked Henry Murray to develop a 

psychological selection process for screening soldiers. Murray created an evaluation 

program that included the development of many psychological tests and behavioral 

measures (Weiner & Greene, 2008). During World War II, psychological testing became 

standardized—not only for those considered for secret operations, but also for draftees—

in order to assess mental and emotional functioning. The need for trained psychologists 

also increased, due to the trauma experienced by military personnel as the war progressed 

(Groth-Marnat, 2009; Weiner & Greene, 2008). 

After World War II, the US Public Health Service and Veterans Administration 

(VA) supported the development of clinical psychology programs because of the 

continuing need to provide diagnosis and treatment to veterans. Additional funding by the 

Public Health Service and VA resulted in a swell of clinical psychology graduates in the 

1940s and 1950s trained in psychotherapy and psychological assessment (Frick et al., 

2009; Groth-Marnat, 2009; Weiner & Greene, 2008). Though trained in psychotherapy 

approaches, the core of the training for these graduates was in psychological testing. The 
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psychologists who emerged from these schools saw their roles as being primarily in 

psychological assessment (Weiner & Greene, 2008). 

As the field grew, clinical psychologists began to see the value of developing and 

using psychological tests to evaluate, diagnose, and treat clients. The field began to move 

from projective personality tests such as the Rorschach and the TAT, which required 

clinical interpretation, to developing structured, objective tests that could be administered 

and scored by people other than psychologists or psychiatrists (Megargee & Spielberger, 

1992). Objective tests, in contrast to projective tests, measure individual characteristics, 

usually by questions that are marked and scored in order to reduce bias and standardize 

interpretation of results. 

Behavioral assessment increased in clinical use in the 1960s. Behavioral 

psychology shifted the focus of clinical psychology away from psychodynamic theory 

and its emphasis on inferential analysis. Behavioral assessment instead measures 

observable behaviors, including cognition as a type of behavior. Behavioral assessment is 

different from personality assessment in that it is based on theoretical traditions of 

operant conditioning, which seek to change behavior through identification of behavioral 

responses, target behaviors, and reinforcers. Behavioral assessment focuses on symptoms 

and conduct without assumptions about the underlying cause, and it emphasizes 

measuring discrete behaviors. Behavioral assessments focus on specific behaviors, rather 

than characteristics or personality traits (Frick et al., 2009; Groth-Marnat, 2009; Sharf, 

2011). Though early approaches to behavioral assessment focused on a comparison with 

psychodynamic approaches by emphasizing the value of direct observation, situational 

impacts on behavior, and problem identification, behavioral assessment gradually 
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widened its approach. By the 1970s, behavioral assessment considered the impact of 

environmental factors on behavior, as well as thoughts, feelings, relationships, and 

neurological functioning. Behavioral assessment came to include indirect measures of 

assessment such as self-reports, collaborative information, and cognition (Groth-Marnat, 

2009). 

During the 1980s and 1990s, behavioral assessment continued to expand in 

clinical use and publication. Concepts in behavioral assessment came to be embraced in 

other traditions, particularly the use of problem lists, treatment plans, and follow-up data. 

These practices helped to clarify how assessment impacted treatment. Just as behavioral 

assessment impacted other disciplines, the field of behavioral assessment was 

reciprocally influenced, as indicated by an increased examination of internal 

psychological aspects of behavior in behavioral assessment (Groth-Marnat, 2009). 

Behavioral assessments have been developed to measure mental health status, depression, 

community adaptation, and health-related behavioral practices, many of which can be 

administered by individuals who are not psychologists (Megargee & Spielberger, 1992). 

The second half of the twentieth century saw an expansion of the settings in 

which assessments were used (Butcher, 2009; Megargee & Spielberger, 1992). The 

development of structured instruments created additional opportunities for assessment. 

These instruments can be used in various fields and administered by numerous types of 

professionals. The ascendency of psychological assessment impacted other disciplines as 

processes for comprehensive evaluation became the norm when treating emotional or 

behavioral disorders, including substance abuse. Clinical assessment was used not only to 

evaluate psychological problems for the purposes of pretreatment planning, but also for 
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use in forensic settings (Butcher, 2009). Butcher (2009) attributes the increase in 

psychological assessments being used in research and clinical application to their utility 

as measurement tools. 

Diagnosis. There is a difference between assessment and diagnosis. Diagnostic 

terms indicate a categorization based on specific criteria or symptoms. A diagnosis 

confers a medical condition or mental disorder such as type 1 diabetes, attention-deficit 

hyperactivity disorder, cannabis dependence, or Asperger disorder. Diagnoses convey a 

common understanding about a constellation of symptoms for both patients and 

professionals. Though diagnosis may indicate that the individual is experiencing a health-

related disorder, it does not provide information about daily functioning, goals, strengths, 

or needs. Diagnosis can be a part of an assessment, but assessment examines the larger 

picture of how the behaviors the person is exhibiting are interrelated with his 

environment (Hepworth et al., 2009). 

In order to develop clear communication regarding mental disorders for both 

clinical treatment and research, classification systems have been developed. The 

Classification of Mental Disease was published in 1917, and in 1952 the first edition of 

the Diagnostic and Statistical Manual of Mental Disorders (DSM) was published. 

Currently, the International Classification of Diseases and Related Health Problems 

(ICD), developed by the World Health Organization, and the Diagnostic and Statistical 

Manual of Mental Disorders (DSM), developed by the American Psychiatric Association, 

are the primary classification systems in use for diagnosing substance use disorders. 

Assessment approaches have been strongly impacted by diagnostic systems, particularly 
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the DSM. Standardized interviews designed to identify symptoms and related diagnoses 

have been developed to encourage an emphasis on diagnosis (Frick et al., 2009). 

Several standardized instruments have been developed that use diagnostic 

symptoms to assess individuals for a variety of mental health disorders. The development 

of structured interview tools that allow both professionals and trained laypersons to 

diagnose substance use disorders and other mental health problems has led to an 

increased emphasis on diagnosis (Frick et al., 2009). 

Integration between behavioral assessment and diagnosis has increased (Groth-

Marnat, 2009). Diagnostic labels facilitate communication in the research and treatment 

of problems, and can provide linkages between people with similar problems. Diagnosis 

provides a label that best fits the symptoms that the person is exhibiting. Through 

diagnosis, appropriate interventions based on treatment of a specific disorder can be 

recognized. The practice of diagnosing creates some challenges. In considering diagnosis, 

the child’s individual characteristics and circumstances have less importance than how 

their symptoms fit within established diagnoses (Lucco, 1993). 

The diagnosis may comfort the client by helping “put a name to” the experiences 

he or she has been having. It may also help the client to learn more about the 

disease, locate support groups, and stay abreast of developments in understanding 

the disorder. But diagnoses have their difficulties, too. Although such labels 

provide an expedient way of describing complex problems, they never tell the 

whole story. Diagnoses can become self-fulfilling prophecies, wherein clients, 

their families, and their helpers begin to define the client only in terms of the 

diagnostic label. (Hepworth et al., 2009, p. 174) 
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The Diagnostic and Statistical Manual of Mental Disorders has been criticized 

for focusing on individual pathology without reference to strengths, for excluding related 

social or environmental factors, and lacking cross-cultural validity and inter-rater 

reliability. For these reasons, some have found the DSM incongruent with a social work 

approach (Hepworth et al., 2009; Kirk & Kutchins, 1992). Regardless, the diagnostic 

criteria in the DSM are commonly used by social workers and are often required for 

placement and payment of services (Hepworth et al., 2009). If only for institutional 

reasons, a social worker must be familiar with common psychological diagnoses of the 

populations they serve in order to determine the need for referral, to ensure clinically 

appropriate treatment approaches, and to have a better understanding of how and in 

which aspects of the biopsychosocial system to intervene (Lucco, 1993). 

Conceptual Basis for Substance Abuse Assessment 

The models that are included in this study are directly relevant to the assessment 

process and social work practice, as well as incorporating contemporary explanations of 

addiction. There are many models to explain the importance and use of substance abuse 

assessment practice. The model that serves as the foundation for substance abuse 

assessment is the biospsychosocial model. The ecological model will also be discussed in 

terms of its extended conceptualization of the biopsychosocial framework. Assessment 

practices are grounded in the biopsychosocial approach, but the medical model also has 

significance in understanding substance abuse treatment practices. Thus, the medical 

model is also included in this discussion of assessment theories. These models will be 

discussed in terms of substance abuse assessment and the manner in which they contrast 

with and complement each other. It is important to note that while there are many other 
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theories related to the etiology and maintenance of addiction, they will not be included in 

this study, as its focus is on assessment practices. 

The biopsychosocial model. When presenting for treatment, individuals often 

need help with myriad problems beyond their drug and alcohol use. Due to the 

complexity of the issues involved, many clinicians and researchers frame substance abuse 

with the biopsychosocial model (Samford, Fischer, Reifman, & Caldera, 2000). 

The biopsychosocial perspective was developed by American psychiatrist George 

Engel in the publication of his seminal works, The Need for a New Medical Model: A 

Challenge for Biomedicine (1977) and The Clinical Application of the Biopsychosocial 

Model (1980). Engel discusses systems theory and how it examines qualities and 

relationships at various levels of organization. Systems theory can be applied to more 

expansive systems such as nations, society, culture, and community, as well as more 

individualized systems, such as family, individual, and cell (Engel, 1980). According to 

Engel: 

Nothing exists in isolation. Whether a cell or a person, every system is 

influenced by the configuration of the systems of which each is a part, that is, by 

its environment. More precisely, neither the cell nor the person can be fully 

characterized as a dynamic system without characterizing the larger system(s) 

(environment) of which it is a part. This is implicit in the labels used. The 

designation “red blood cell” identifies directly and by implication the larger 

systems without which the red blood cell has no existence. The term “patient” 

characterizes an individual in terms of a larger social system. Identification of 

the patient by name, age, sex, marital status, occupation, and residence identifies 
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other systems of which that patient is a component and which, in turn, are part of 

his environment. (1980, p. 6) 

Engel developed this approach in response to the reductionist biomedical model 

that promoted a dualistic perspective that privileged body over mind and devalued the 

physician-patient relationship. Engel emphasized the multiple influences that are 

involved in illness, rather than a linear cause-and-effect approach (Borrell-Carrió, 

Suchman, & Epstein, 2004). 

The biopsychosocial model, according to Engel (1977, 1980, 1997), comprises 

biological, psychological, and social components. Biological aspects include normal 

biological processes, disease progression, and genetic factors. Psychological aspects 

include thoughts, feelings, perceptions, and motivations. Social aspects include cultural, 

environmental, peer, and family influences (Gray & Zide, 2008). The biopsychosocial 

model explicates the role of disease or illness as one that is dynamically influenced by 

biological, psychological, and social factors. The model looks at substance abuse and 

other health problems as being affected by multiple levels of organization and different 

areas of life by using subjective experience to assist in diagnosis and treatment. 

 The biopsychosocial model can be understood as a practical clinical guide as well 

as a conceptual approach. The emphasis on mind–body–environment connections means 

that in order to fully understand how the client fits within these connections, the clinician 

must gather information about the various areas of the client's life (Halligan & Aylward, 

2006). The model asserts that in order to understand the person in relation to the total 

biopsychosocial environment, it is essential to collect comprehensive data and develop a 

treatment plan that considers all factors possibly contributing to addiction (Kumpfer, 
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Trunnell, & Whiteside, H.O., 1990). The approach supports the idea that gathering 

comprehensive information on a person’s social, school, medical, psychological, and 

familial situations can allow for an analysis of the antecedents and consequences of the 

substance use (Bukstein, 2004). 

 Samford, Fischer, Reifman, and Caldera (2000) studied the extent to which 

substance abuse programs in Texas incorporated a biopsychosocial approach within their 

assessment process by measuring the frequency of use of 17 components. They found the 

areas most consistently included in the assessment were drug and alcohol use (99.1%), 

legal issues (85.5%), current substance use by signficant others (82.1%), social 

functioning (81.2%), problematic substance use by family (79.5%), and family 

functioning (78.6%). Those areas least frequently included were gender issues (33.3%), 

cultural issues (40.2%), and psychiatric disorders (44.4%) (Samford et al., 2000, p. 51). 

The ecological model. The ecological model is organized around the 

biopsychosocial framework, but takes a more dynamic approach to biological, 

psychological, and social factors. Pope-Davis (2003) describes how the ecological model 

extends the biopsychosocial conceptualization: 

The ecological perspective goes a step beyond the biopsychosocial model (BPS). 

In the BPS, the focus is still on the individual and looking at the behavior patterns 

in terms of how the individual manages (or mismanages) his or her context. The 

ecological perspective is organized within and by his or her context. (Pope-Davis, 

2003, p. 234) 

 The ecological model provides a conceptual framework to assess individuals and 

their situations. It emphasizes that the individual is constantly engaged with other people 
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and systems that have a reciprocal influence (Allen-Meares & Lane, 1993). Fals-Stewart, 

O’Farrell, and Birchler (2003) describe the ecological approach to substance abuse: 

In ecological treatment models, interventions are directed at assessing multiple 

influences on the substance user and implementing treatments that influence 

change in multiple systems, including the intrapersonal variables of the substance 

user, the interpersonal system of the family and the larger social network, and the 

extrapersonal system, such as the school and community at large. These 

approaches have much in common with family systems methods, but are broader 

in scope, focusing not only on the individual, but also on the family and 

extrafamilial factors (e.g., peer, school, and neighborhood) that may influence 

drinking and drug use. (Fals-Stewart et al., 2003, p. 154) 

An ecological assessment examines how the individual interacts with systems including 

home, school, and the community. The assessment summarizes the reciprocal nature of 

client systems (Hepworth et al., 2009; NASW, 2005). 

 Allen-Meares and Lane (1993) describe six principles for an Ecological Systems 

Assessment. The first principle states that assessment information should be gathered 

from multiple types of ecosystems, such as school, home, and community, to understand 

the person within multiple environments. The second principle emphasizes collecting 

data from the person, significant others, and direct observation in order to get varied 

perspectives. The third principle states the importance of gathering information that 

describes both the person and the environment, which includes cognitive and behavioral 

characteristics as well as psychosocial and normative aspects. The fourth principle is to 

include as many components as possible in order to create a comprehensive picture of the 
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person’s life. The fifth principle describes how the data must be integrated into a 

comprehensive assessment to determine how much of the problem relates person, 

environment, or both. The sixth principle emphasizes the importance of having a variety 

of interventions linked to the ecosystems assessment that can impact the person and the 

environment (Allen-Meares & Lane, 1993). 

An ecological assessment is strength-based meaning that it relies on an 

understanding of an individual’s specific strengths and assets (Berg-Weger, 2010). In 

assessment, there can be an overemphasis on client pathology and dysfunction and an 

underestimation of client strengths (Browne & Mills, 2001; Rashid & Ostermann, 2009; 

Saleebey, 2008). This may be a result of historical emphasis on client deficits or 

disparaging counselor attitudes towards the client (Saleebey, 2008). Using a strength-

based approach rather than a deficit-focused orientation can result in the utilization of 

client strengths and resources in meeting their goals and objectives, recognition and 

reinforcement of client potential, and client empowerment (Hepworth et al., 2009). It can 

help the social worker to see how distinctive differences can be positive strengths, 

reinforces exceptions to the problem, and emphasizes hope and possibility (Graybeal, 

2001; Negroni-Rodriguez & Morales, 2001). 

The medical model. This research project focuses specifically on assessment 

practices, thus the biopsychosocial model and the related ecological model provide a 

conceptual framework for assessment. Yet in the substance abuse treatment field, the 

medical model, and the related disease concept, is the most commonly accepted model of 

addiction and is the basis for most substance abuse treatment models (Fisher & Roget, 
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2009). The National Institute of Drug Abuse (2010) defines addiction in the following 

way:  

Addiction is defined as a chronic, relapsing brain disease that is characterized by 

compulsive drug seeking and use, despite harmful consequences. It is considered 

a brain disease because drugs change the brain—they change its structure and 

how it works. These brain changes can be long lasting, and can lead to the 

harmful behaviors seen in people who abuse drugs. (NIDA, 2010, p. 5) 

Chronic use over time can create physical changes in the brain that diminish the 

quality of an individual’s judgment, decision-making, and behavioral control, which can 

in turn lead to compulsive and self-destructive behaviors (Erickson & White, 2009; Gold, 

1994; NIDA, 2010; Sheehan & Owen, 1999). The conceptualization of addiction as a 

primary disorder implies that though there may be varied symptoms associated with the 

disease, addiction is not necessarily secondary to symptomatic of another condition. This 

is at variance with psychological models that posit that substance abuse is secondary to a 

prior psychological disorder (Fisher & Roget, 2009). 

The medical model posits that addiction is a primary, progressive, chronic disease 

like heart disease or diabetes. The disease concept helped to reinforce the 

conceptualization of alcoholism from a moral weakness or social deviance to a disease. 

Its origins were based on E.M. Jellinek’s work The Disease Concept of Alcoholism 

(1960). Jellinek’s conceptualization of alcoholism provided a framework with which to 

classify patterns of drinking and framed alcoholism as a disorder worthy of treatment, 

rather than a problem of morality, willpower, or deviance (Doweiko, 2009; Schneider, 

2003). The disease concept originated with alcoholism, but is now also used in reference 



 

 36 

to drug addiction (Fisher & Roget, 2009). The impact that the disease concept had on 

substance abuse treatment was a reframing of the problem from a moral deficiency to a 

physical problem. The development of the disease concept provided a description of how 

the disease progresses, which can assist in identification and treatment (Miller, 2005). 

The medical model has provided a conceptualization of addiction that has reduced 

the stigma associated with substance abuse; it has also promoted the understanding of 

addiction as a disorder that can be treated. While providing a framework to understand 

the progression of addiction and its related symptoms, the medical model itself has 

limited value in terms of comprehensive assessment. The medical model’s orientation 

toward pathology tends to create a problem-centered focus, rather than developing an 

assessment that emphasizes a client’s strengths and resources (Weick, Rapp, Sullivan, & 

Kisthardt, 1989). The medical model emphasizes intrapsychic or individual factors, and 

therefore does not fully account for the family, community, and institutional influences 

when assessing substance abuse (Freeman, 2001). Though youth receiving substance 

abuse treatment may not have progressed to chronic or addictive patterns of substance 

use, the medical model still provides an understanding of the progressive nature of 

substance abuse. It has promoted the notion that those with substance use disorders need 

and deserve counseling and support, just as someone with another chronic medical 

condition would. 

Conceptual framework summary. Though the medical model is the most 

widely accepted model of addiction in the field of substance abuse treatment, the 

predominant approach in substance abuse assessment is the biopsychosocial approach. 

The pervasive influence of the biopsychosocial perspective in behavioral health is 
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reflected in assessment reports being commonly referred to as biopsychosocial 

assessments (Lukas, 1993). The biopsychosocial model provides a framework that allows 

the incorporation of additional aspects and perspectives. The ecological model builds 

upon the biopsychosocial framework by emphasizing the interactive relationships 

between biological, psychological, and social factors. Using this framework, 

comprehensive information is used to discern diagnosis, identify strengths and needs, and 

develop a plan for treatment. Each of these models allow for complex information from 

various systems at different levels to be integrated into a format that allows for the 

development of an intervention plan. 

Assessment Practices 

Social work assessment. The practices of assessment developed within the field 

of psychology have influenced the expansion of social work assessment. It is important to 

take into account the precepts that underpin social work practice. Unlike behavioral and 

psychological theories, social work’s perspective emphasizes that the individual is 

constantly engaged with other people and systems that have a reciprocal influence. 

Engaging in assessments within a social work perspective requires an account of this 

dynamic person-in-environment relationship. A thorough social work assessment would 

take into account the balance of person, family, culture, community, and policy in order 

to identify strengths and understand how these systems interact with one another (Allen-

Meares & Lane, 1993). 

Assessment is both an ongoing process and a product. The term "assessment" 

describes the process of gathering information about a client, while it also refers to the 

written product resulting from the formal assessment process (Hepworth et al., 2009). 
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The dynamic nature of assessment requires the social worker to constantly collect, 

analyze and synthesize information during the course of treatment (Hepworth et al., 

2009). The National Association of Social Workers (NASW) (2005) describes the goal of 

assessment: 

The goal of assessment is to obtain detailed information about the history and 

nature of problems, whether there are co-occurring conditions, the role of various 

social and environmental factors, the number and types of resources available to 

the client, the level of treatment and other services that may be needed; and to 

engage the client in the treatment process. (NASW, 2005, p. 15) 

The initial areas that need to be assessed include the client’s perception of their 

presenting problem: identification of current or impending legal issues; identification of 

serious health or safety issues; and issues connected to culture, race, gender, sexual 

orientation, and other areas of difference. Once these immediate areas of need are 

addressed, the practitioner then can delve into problems and challenges, developmental 

needs and life transitions, as well as strengths and resources, developmental needs and 

transitions (Hepworth et al., 2009). 

The NASW Standards for Social Work Practice with Clients with Substance Use 

Disorders (2005) provides guidance for social workers involved in assessing clients with 

substance use disorders. When conducting assessments it is recommended that social 

workers include information about physical and mental health, including medical 

conditions such as pregnancy and infectious disease; history of drug use and related 

symptoms; previous psychiatric and substance abuse treatment episodes; history of 

psychiatric disorders and their relationship to the client’s substance use; and an 
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evaluation of suicide and crisis risk. Assessing the client’s motivation as well as 

observing attitude and behavior will provide additional information to effectively 

evaluate the client (NASW, 2005). 

The NASW Standards for Social Work Practice with Clients with Substance Use 

Disorders (2005) states that social workers should also consider psychosocial factors and 

their relationship to the client’s substance use, such as family and peer relationships, 

school or vocational problems, legal issues, and financial problems. Awareness of the 

client’s socioeconomic status and the programs for which the client may be eligible will 

also be helpful. It is also important for the social worker to consider cultural issues and 

the client’s spiritual needs. Other problems that may exacerbate a substance use disorder, 

such as homelessness, domestic violence, and recent trauma, should also be taken into 

account (NASW, 2005). The model that is used to assess clients is thus complex and 

expansive, requiring an awareness of the relevance of a wide range of internal and 

external factors. To be effective, the assessments must also be appropriate for the person 

being assessed. 

Adolescent substance abuse assessment. Treating adolescent substance abuse 

requires techniques and processes that fit the needs of adolescents, rather than a 

modification of adult treatment approaches (Gans, Falco, Schackman, & Winters, 2010). 

Adolescents differ from adults in terms of family and social environment, developmental 

stage, and patterns of drug use. When screening and assessing adolescents, the counselor 

must consider issues related to school, family, social environment and peer relationships, 

leisure activities, legal issues,, and mental and physical health (Drug Strategies, 2003; 

Gans et al., 2010). 
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When the field of adolescent substance abuse was growing in the 1980s, Winters 

and Henly (1988) identified four challenges in regard to adolescent assessment. The first 

challenge was that there was need for clinicians and agencies to use standardized 

assessment practices, rather than utilizing an informal assessment process with 

questionnaires developed in-house that rely on clinical judgment. At that time there was a 

lack of standardized assessment tools that were valid and reliable being used by treatment 

agencies, let alone tools that were validated for use with adolescents. A second challenge 

was the limited ability of most assessment procedures to differentiate between stages of 

substance involvement. Other relevant factors, such as severity and consequences of use, 

patterns of use, and factors that impact use, were also not adequately assessed. Winters 

and Henly (1988) also pointed out that it is necessary to understand whether other life 

problems are related to the adolescent’s substance abuse in order to identify cases in 

which the drug and alcohol use is disguising other problems, creating negative symptoms 

in some areas of life, or complicating problems that already exist. In order to effectively 

determine what is problematic in an adolescent’s life, the assessment must take into 

account what is considered normal adolescent behavior based on their stage of 

development. The final challenge the authors identified was the lack of instruments to 

assist clinicians in the placement of adolescents in the appropriate level of care in order to 

match the service with the individual’s needs (Winters & Henly, 1988). 

Although Winters and Henly found a lack of adolescent assessment instruments in 

this early paper, many instruments have been created in the last twenty years to meet this 

need. Whereas twenty years ago agencies often used assessment tools and processes 

developed in-house, today many agencies use at least some kind of standardized 
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adolescent assessment tool. In a 2010 study of highly regarded treatment programs, it was 

found that 64% used standardized screening and assessment instruments, most commonly 

the Substance Abuse Subtle Screening Inventory (SASSI), the American Society of 

Addiction Medicine (ASAM) guidelines, the Minnesota Multiphasic Personality 

Inventory (MMPI/MMPI-A), the Beck Depression Inventory (BDI), and the Global 

Appraisal of Individual Needs (GAIN/GAIN-I/GAIN-Q) (Gans et al., 2010). Some of the 

tools identified have been developed for and validated with adolescents, such as the 

SASSI, while others were not developed for adolescents yet were found to be valid and 

reliable with the adolescent population, such as the GAIN. 

The concern by Winters and Henly that there was no tool to determine the 

appropriate level of care was addressed with the development of the American Society of 

Addiction Medicine (ASAM) Patient Placement Criteria for the Treatment of 

Psychoactive Substance Use Disorders in 1991 (Hoffman, Halikas, Mee-Lee, & 

Weedman, 1991). Adolescents entering substance abuse treatment can now be 

categorized for appropriate level of care, such as early intervention, outpatient, intensive 

outpatient, and residential levels, through the use of ASAM criteria (Mee-Lee & 

American Society of Addiction Medicine, 2001). 

Despite the development of reliable and valid adolescent assessment tools, some 

treatment agencies continue to rely on non-standardized assessment processes developed 

in-house, or use assessment tools not developed specifically for the adolescent 

population. Gans, Falco, Schackman, and Winters (2010) found that among 120 highly 

regarded adolescent substance abuse treatment programs surveyed, 68% used screening 

or assessment instruments that had been developed in-house, though few programs used 
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those tools exclusively. The authors also found that six of the programs were using 

assessment instruments with adolescents that had been designed for use with the adult 

population (Gans et al., 2010). 

Researchers have recommended that treatment agencies use standardized 

instruments and further develop additional objective and comprehensive assessment 

processes that meet the specific needs of adolescents (Farrow, Smith, & Hurst, 1993; 

Gans et al., 2010; Samford et al., 2000). The numerous instruments that have been 

developed to assess adolescent substance abuse reflect the progress that has occurred in 

the field (Liddle & Rowe, 2006; Winters, 2003). This progression involves an an increase 

in standardized practices, the development and increased use of psychometrically sound 

tools designed for adolescents, and greater uniformity of practice when assessing 

adolescents.  

Gans, Falco, Schackman, and Winters (2010) describe the variety of problem 

areas that an instrument needs to assess when working with adolescents: 

Such tools are designed to explore a variety of possible problem areas, including 

substance use, physical and mental health, educational or vocational status, family 

and peer relationships, and delinquency. A comprehensive assessment should 

examine medical, psychiatric, and family status, so that the many interrelated 

factors that affect the teenager’s life are addressed in the treatment plan. When 

properly designed and administered, assessment can identify the nature and 

severity of drug use to determine what level of treatment is appropriate, and 

distinguish between problem drug users and those who are already dependent. 

(2010, p. 2) 
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It is important to evaluate adolescent behavior within its contextual environment 

rather than focusing on symptoms. Such an approach requires an understanding of both 

qualitative and quantitative assessment measures, and a broad-based approach using 

developmental, systems, and ecological perspectives. To adequately assess youth it is 

essential to distinguish normal development from problem behaviors. Child and 

adolescent behavior must be considered within the contexts of development and 

environment. Individual cultural considerations impact what may be considered age-

appropriate behavior, requiring cultural competency on the part of the practitioner as well 

as knowledge of human development (Lucco, 1993). Adolescents who have developed 

substance use disorders require specialized care, including a comprehensive assessment 

of their needs. Due to their distinct developmental needs, adolescents require specialized 

treatment approaches (Drug Strategies, 2003). 

Assessment skills. A systematic assessment allows the clinician to understand the 

problems the client is facing without making assumptions based on bias or predisposition 

(Wallace, 1984). Assessments skills include observation, interviewing, and gathering 

corroborative information (Evans, 1998; Hepworth et al., 2009; O’Hare, 2005). The most 

common approach to gathering information is client self-reporting, either via interview or 

completion of questionnaires or rating scales (van Wormer & Thyer, 2009).  

Assessing adolescents requires a consideration of their physical, psychological, 

and cognitive development in determining the basis for their behavior. Youth may be less 

able to understand or articulate what is bothering them or the cause of their distress. 

When assessing an adolescent, it is important to consider the child’s development over 

time to determine if behaviors are age-appropriate. Interviewing parents, teachers, and 
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others for collateral information can help to ensure comprehensive assessment (Lucco, 

1993). 

Assessment results are influenced by clinical judgment. “Clinical judgment is a 

special instance of perception in which the clinician attempts to use whatever sources are 

available to create accurate descrptions of the client” (Groth-Marnat, 2009, p. 24). 

Clinical judgment is influenced by personal and cultural bias. Accuracy in clinical 

judgment can be diminished by: 1) primacy effect—an overemphasis on first 

impressions; 2) confirmatory bias—ignoring information that disconfirms the clinician’s 

supposition, eliciting information to support an erroneous inference, or recalling 

information selectively; 3) halo effect—perceptions of certain traits influencing the 

interpretation of other traits (e.g. perceiving an attractive person as more intelligent); and 

4) self-fulfilling prophecy—the clinician’s expectations evoking a response from the 

client that confirms what was originally anticipated (Barone, Maddux, & Snyder, 1997; 

Flanagan, 2004; Groth-Marnat, 2009). When assessing a client, clinicians might be 

influenced by their theoretical orientations, cultural stereotypes, expectations, and other 

client or clinician variables (Groth-Marnat, 2009). 

Specialized skills and knowledge for assessment include understanding the 

characteristics of the various classes of substances, appropriate referrals and resources, 

and the impact of various life domains, including family, social, psychological, 

employment, legal, and medical (Evans, 1998). An assessment instrument is only a tool; 

the clinician must be competent in using the instrument, analyzing the data, and 

conveying the results. The clinician needs the skills to be able to share complex 



 

 45 

assessment information with clients, their families, and referral sources in a sensitive and 

comprehensive manner (Meyer et al., 2001). 

Use of Assessment Data 

Hepworth (2009) describes assessment as both a process and a product. The 

assessment process involves the clinician, or multiple professionals, gathering a great 

deal of information in order to better understand the problem the client is experiencing. 

The process of assessment, and ongoing reassessment, takes place from initial contact 

through the end of services (Hepworth et al., 2009). Social work assessments are 

purposeful, focused, systemic, multidimensional, and ongoing (Lucco, 1993). The 

assessment can provide rich data about the client’s history and background, the impact of 

the client’s symptoms on daily life, and client's strengths and available resources, in order 

to create an assessment product upon which to draw for treatment planning and referral 

for co-morbid conditions (Hepworth et al., 2009). 

Treatment planning. Proper assessment and diagnosis should lead to appropriate 

treatment interventions. The assessment is the basis for formulating treatment objectives 

and for selecting intervention points and strategies (Lucco, 1993). As the treatment 

process moves from exploration to problem-solving, assessment continues, but to a lesser 

extent. New information may come to light as the client’s circumstances change or as the 

client develops increased trust and rapport with the practitioner, who may then facilitate 

greater disclosure (Hepworth et al., 2009). 

 Substance abuse assessment can assist in the identification of problem areas and 

needs, leading to effective treatment planning and ensuring relevant and effective 

treatment interventions. When a client’s biopsychosocial needs are addressed through 
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comprehensive treatment planning, the planning takes into account the client’s treatment 

needs and possible obstacles to recovery (Mee-Lee, 1995). The counselor interviews the 

client with a biopsychosocial assessment tool, then uses that information to create a 

summary. This summary provides an overview of the information gathered thus far, as 

well as the clinician's assessment, for a complete case conceptualization that includes 

strengths, needs, abilities, and preferences. Using the information gathered in the 

narrative summary, the client and counselor will develop an intervention plan in order to 

help guide the counseling sessions. In this way the assessment process is designed to play 

a key role in the treatment plan and overall treatment process (CSAT, 1998). Figure 1 

shows the role of assessment within a substance abuse treatment framework, with both 

inputs into the process (indicated by the dashed arrows) and the outputs of the process 

(represented by continuous arrows). 
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Figure 1. Assessment Process 

A treatment plan is a comprehensive document intended to help guide the 

treatment process and measure progress. Treatment plans should include: identification of 

barriers to recovery; the targeting of problems experienced by clients and their families; 

the collaborative establishment of goals with clients, the development of interventions 

and objectives that are appropriate, realistic, measurable, and timely; and the inclusion of 

support systems (CSAT, 2003). Elements of a treatment plan have been identified in 

M.A.T.R.S. treatment planning, a model developed by a team from the Clinical Trials 

Network of the National Institute of Drug Abuse and researchers from the Addiction 

Technology Transfer Center Network. The acronym M.A.T.R.S. represents essential 

aspects of treatment planning, ensuring treatment plans are Measurable, Attainable, 
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Time-limited, Realistic, and Specific. Components of treatment planning include problem 

statements, goal statements, objectives, interventions, client strengths, and involvement 

with significant others (Carise, Roget, & Wendler, 2007). 

A comprehensive assessment will include information about risk and supportive 

factors, capacity for change, barriers to treatment, and behavioral risk patterns. The 

information gathered during assessment is used by social workers to develop a treatment 

plan with appropriate goals and interventions (NASW, 2005; O’Hare, 2005): “Social 

workers shall incorporate assessments into the development and implementation of 

intervention plans to enhance clients’ capacities to address problems and needs that 

support an increase in productive functioning within their families, peer groups, 

workplaces, and communities” (NASW, 2005, p. 18). 

Evidence-based assessment practices. When conducting an assessment, the 

practitioner can choose from a variety of tools with psychometric evidence of their utility. 

Using a reliable and valid standardized instrument can assist in identifying risks and 

problems as well as in creating a baseline to monitor changes in various life domains as 

the treatment progresses in order to evalute change and determine the effectiveness of the 

treatment intervention (O’Hare, 2005). Due to the risk of bias when relying on clinical 

judgment, using a reliable and valid standardized assessment instrument can help reduce 

the degree of error inherent in clinical judgment (CSAT, 1998; Groth-Marnat, 2009). The 

case conceptualization, where the data are brought together, is developed from the 

comprehensive assessment and can be utilized to identify an appropriate evidence-based 

treatment intervention that fits the needs of the client. Evidence-based practice 

interventions or counseling approaches tend to begin after the completion of an 
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assessment to identify problems to be addressed. An evidenced-based approach requires 

that the clinician understand the utility and value of the assessment and use the 

information to determine a course of treatment. (Hunsley & Mash, 2010). 

Utility. Assessments are seen by some as time-consuming and costly, without 

clear clinical utility in real-world practice (Eisman et al., 2000). In the field of clinical 

psychology, the utility of psychological assessment in actual practice has come under 

closer examination. Hayes, Nelson and Jarrett (1987) defined treatment utility as “the 

degree to which assessment is shown to contribute to beneficial treatment outcome” 

(p. 963). The utility of assessment data relates to how they are used in an applied setting 

(Hayes et al., 1987; McGrath, 2001). An assessment instrument may be found to have 

validity and reliability in terms of psychometric criteria, but it may not have strong utility 

in clinical settings. The validity of an instrument indicates whether the assessment is 

measuring the psychological state, characteristic, or behavior that it intends to gauge. The 

reliability of an assessment instrument indicates its ability to reproduce results in varying 

conditions, whereas the utility of an assessment instrument describes the pragmatic value 

of the instrument in a practice setting. The utility of an assessment instrument relates to 

the impact of an instrument in a real-world setting (McGrath, 2001). When an assessment 

tool has utility, its benefit, in terms of treatment outcomes, outweighs its risk, in terms of 

cost, time, and potential harm (Youngstrom, 2013). Though the examination of treatment 

utility has grown in the field of clinical psychology, there is a paucity of research about 

the treatment utility of substance abuse assessment tools.  
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Factors that Influence Assessment 

Training and supervision. Substance abuse counselors can only conduct 

effective assessments if they have had the proper training to do so (Fisher & Roget, 

2009). Clinicians who conduct formal substance abuse assessments need adequate 

training and supervision by a skilled addiction professional, particularly if they are 

engaging in the diagnosis of a substance use disorder as part of the assessment (Miller, 

2005). 

It is typically recommended in the literature that those conducting substance 

abuse assessment with adolescents be trained in assessment practices, use of standardized 

tools, developmental psychology, and substance use disorders. Assessors should 

understand the benefits of standardized assessment instruments, such as reducing bias, as 

well as the limitations of individualization. They should also be trained in the specific 

assessment tools they are using. Assessors without adequate training, education, 

accreditation, sensitivity, and skill level may affect the scope and outcome of the 

assessment (CSAT, 1998). 

Counselors who are completing assessments will need to understand 

confidentiality as it relates to substance abuse assessment and treatment, informed 

consent, mandated reporting of child abuse and neglect, issues related to one’s duty to 

warn those who have been threatened with harm, and disclosure of information to 

collaborating or referring parties. Other areas of knowledge that those conducting 

assessments will need training in include cultural competence, legal and ethical issues, 

use of instruments, evaluation of reading techniques, interviewing techniques, report 

writing, interpersonal communication, counseling techniques, dealing with critical 
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incidents, and working collaboratively. Clinical issues that clinicians need to be trained to 

respond to and document include reported physical and sexual abuse, suicidal threats, 

HIV status, aggressive behavior, and symptoms of acute intoxication and withdrawal 

(CSAT, 1998). 

Entry-level counselors need training in basic assessment techniques and 

procedures. As new counselors tend to think categorically, they may project their own 

experiences onto clients during assessment, particularly if the counselors themselves are 

in recovery. Supervision is necessary to help entry-level counselors conceptualize 

problems during assessment until they have developed their own conceptual frameworks 

(Powell & Brodsky, 2004). 

The relationship between counselor education and training and treatment 

outcomes is not clear from the literature. There appears to be a relationship between 

higher levels of education and shorter length of employment in a substance abuse 

counseling position. Research does not indicate if this increased turnover has an impact 

on treatment outcomes, such as client retention and treatment completion (Murphy & 

Hubbard, 2009). 

Cultural factors. When assessing adolescents with substance abuse problems, the 

practitioner must be aware of cultural issues. Culture relates not only to racial and ethnic 

groups, but also to other groups with distinct identities or cultural attributes, such as age-

related cultural groups; individuals who are lesbian, gay, bisexual, or transgendered 

(LGBT), people with specific or general disabilities; and individuals in recovery from 

drugs and alcohol (Hepworth et al., 2009). Cultural groups specifically addressed in this 
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research include youth culture, youth in Hawai‘i, ethnic groups in Hawai‘i, military 

dependents, and youth who are lesbian, gay, bisexual, or transgendered. 

Culturally competent assessment requires self-awareness of personal biases and 

prejudices on the part of the practitioner (Hepworth et al., 2009; NASW, 2005). Dialogue 

with the client and other key informants can help ensure that the social worker develops 

an accurate understanding of the client’s life (Gilbert, 2003; Hepworth et al., 2009). 

There are often cultural differences between the counselors providing treatment 

and the populations receiving the services, which can contribute to bias in assessment. 

While the majority of substance abuse counselors in the US are female and between 45 

and 50, the predominant treatment population in the US is between 25 and 44 and mostly 

male (Murphy & Hubbard, 2009; Substance Abuse and Mental Health Services 

Administration, 2007b). 

Ethnicity, community experience, and historical difference. Fifty-five percent of 

licensed social workers serving youth have caseloads that are composed of predominantly 

non-white children (NASW & State University of New York at Albany, 2006). When 

working with ethnic groups or minorities, there are few assessment models that were 

developed specifically for these populations (Fong & Furuto, 2001). The dominant 

perspective in healthcare emphasizes pathology and a deficit-based understanding of 

human behavior (Floersch, 2002; Graybeal, 2001). Culturally sensitive assessment 

practices acknowledge a variety of health beliefs, spiritual traditions, and health practices 

in a manner that may challenge a traditional Western health model (Morelli, 2001). 

Assessment approaches need to be reexamined in order to create more culturally 

competent practices (Fong & Furuto, 2001). 
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Culturally competent assessment requires knowledge of cultural norms, 

acculturation, and language differences; the ability between individual and 

culturally linked attributes; the initiative to seek out needed information so that 

evaluations are not biased and services are culturally appropriate, and an 

understanding of the ways that cultural differences may reveal themselves in the 

assessment process. (Hepworth et al., 2009, pp. 174–175) 

Ignorance of cultural norms can create an inaccurate assessment, leading to culturally 

inappropriate interventions that may be ineffective or possibly harmful. 

In culturally competent assessment, factors that need to be taken into account 

include cultural or community strengths and resources, oppression and discrimination, 

historical trauma, issues of sovereignty, immigration or migration experiences, 

acculturation, and social class, as well as spiritual and cultural beliefs and values (Fong & 

Furuto, 2001). A practitioner must have an understanding of historical differences 

between groups, including oppression and discrimination (Braveheart, 2001; Fong & 

Furuto, 2001; NASW, 2005). Some cultural groups face discriminatory treatment and 

have experienced oppression in the US. The experiences of marginalized and oppressed 

groups require social workers to have an understanding of the interplay between 

individual, family, and community factors (Browne & Mills, 2001). Educational, 

occupational, and social conflicts may be related to institutional bias in the dominant 

culture, rather than a personality disorder (Braveheart, 2001). Due to variations between 

groups as well as individual differences, it is important for the practitioner to be able to 

distinguish culturally acceptable behavior from pathology (Braveheart, 2001; Hepworth 

et al., 2009). 
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Military culture. The cultural landscape of Hawai‘i is very diverse. One notable 

culture is tied to the US military presence in the islands. Hawai‘i is home to 11 military 

bases, representing all branches of the armed services. According to a 2013 report, the 

Commission of Education Opportunity for Military Children identified 21,201 school-age 

children from military families in Hawai‘i (Blum et al., 2013). Military dependents face 

unique difficulties and are part of a distinctive culture. Some of the challenges faced by 

military families include the risk of serious injury or death to the service member, 

separation from family members during training and deployment, the stresses of moving 

frequently and residing in foreign countries, long and unpredictable duty hours of the 

servicemember, pressures to conform to accepted standards of behavior (especially when 

living on base), and the masculine culture and hierarchic nature of the military (D. R. 

Segal & Segal, 2004; M. W. Segal, 1986). Due to pressures to conform to military 

cultural standards, problems that an adolescent might experience, including substance use 

issues, can have a negative impact on the serving parent’s career. A family is particularly 

at risk if the youth exhibits problematic behavior on base (D. R. Segal & Segal, 2004).  

A study on the impact of deployment on children found that 26% of spouses and 

13% of servicemembers reported that there was an adverse impact on their children 

during deployment, including emotional, psychological, behavioral, and academic 

problems (Hosek, 2011). Youths with a sibling or parent who is deployed overseas are 

more likely to use drugs or alcohol than their peers who do not have a sibling or parent on 

deployment (Acion, Ramirez, Jorge, & Arndt, 2013). The literature thus reinforces the 

idea that during assessment, an understanding of the pressures that military families face 

is essential in order to establish an intervention that meets that youth’s individual needs. 
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Assessment considerations with youth who are lesbian, gay, bisexual, 

transgendered, or questioning (LGBTQ). Though the prevalence of substance use and 

abuse is challenging to evaluate, the occurrence of substance use and abuse remains 

disproportionally problematic for youth and adults who are lesbian, gay, bisexual, 

transgendered, or questioning. Research has found that the LGBT population is at 

increased risk to use and abuse substances and to continue problematic drinking patterns 

into later life (CSAT, 2012). A meta-analysis of the relationship between sexual 

orientation and adolescent substance use found that lesbian, gay, and bisexual youth have 

almost twice the risk (190%) of using drugs and alcohol than heterosexual youth 

(Marshal et al., 2008). 

Youth who are lesbian, gay, bisexual, transgendered or questioning are motivated 

to use for the same reasons as their peers, including curiosity about drugs and alcohol, 

assertion of their individuality, and as a coping mechanism (CSAT, 2012). However, the 

developmental challenges of adolescence may be exacerbated by social stigma, 

discrimination, victimization, and a lack of support, which can increase susceptibility to 

the use of alcohol and drugs as a coping mechanism in dealing with these factors (CSAT, 

2012; Marshal et al., 2008). Though adolescents who are LGBT may be at increased risk 

to develop substance abuse problems, the counselor should not assume there is a 

correlation or causative effect between the client’s sexual orientation or gender and the 

substance abuse issues being experienced. To better support LGBT youth in substance 

abuse treatment, it is helpful to assess their sexual identity development and stages of 

coming out, their gender identities, and knowledge of safe-sex practices, as well as their 

social environments and support systems (CSAT, 2012). 
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Policy factors. Policy factors such as third-party reimbursement, government 

policy, and the manner in which policy is implemented, can impact assessment practices. 

Policy, be it government rules or managed-care reimbursement requirements, influences 

the practices in which clinicians engage (Eisman et al., 2000; Floersch, 2002; Miller, 

2005).  

Third-party reimbursement. Oftentimes government regulations, accreditation 

standards, and the reimbursement practices of insurance companies and other funders 

determine assessment choices (Graybeal, 2001). The practice of assessment may be 

impacted by mandates as to what tools are to be used or by what information needs to be 

collected, but is also impacted by the policies that determine reimbursement practices. 

Clinicians treating substance abusers are typically very busy and have large 

caseloads. Time is at a premium, and any time spent, by the patient or clinician, in 

completing, scoring or, interpreting assessments must be well justified. 

Reimbursements for ongoing outpatient care are often minimal, and formal 

assessment is rarely reimbursed by third-party payers. Therefore, assessments 

must come at no- or low-cost and be directly relevant to treatment planning or 

outcome. (Carroll & Rounsaville, 2002, p. 1330) 

State governmental policies. The State of Hawai‘i has specific requirements 

regarding assessment when working with adolescents receiving substance abuse 

treatment services funded by the Department of Health. Assessment is described as:  

The evaluation following admission by a clinician to determine the nature and 

extent of an individual’s abuse, misuse, and/or addiction to drugs, including all 

service related to identifying the detailed nature and extent of the person’s 
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condition with the goal of treating the client in the most appropriate environment 

and formulating a plan for services (if such services are offered). (Alcohol and 

Drug Abuse Division, 2006, p. 2) 

 The Hawai‘i Department of Health requires that the assessment tool to be used 

with adolescents is the Adolescent Drug Abuse Diagnosis (ADAD), which was 

developed in 1985 as an instrument specifically for use in assessing and planning for 

substance abuse treatment in adolescents (Friedman & Utada, 1989). The ADAD has 

good inter-rater reliability and test-retest reliability, as well as adequate concurrent 

validity in seven of the nine life problem areas (CSAT, 1998). 

 According to the Department of Health’s Request for Proposals for adolescent 

substance abuse, the assessment is intended to gather information on the client’s major 

life areas in order to understand the extent to which substance use has interfered with 

client functioning. Upon evaluating the client’s strengths, weaknesses, problems, and 

needs, this knowledge is used to develop a treatment plan (Alcohol and Drug Abuse 

Division, 2006, 2007, 2008, 2012). These state policies, including the specified 

assessment tool, have come to inform practices for clients funded by other parties besides 

the state as well. 

 Accreditation. Assessment practices and policies are also influenced by 

accreditation standards of organizations such as the Commission on Accreditation of 

Rehabilitation Facilities (CARF), the Joint Commission (TJC) (formerly known as 

JCAHO), the National Committee for Quality Assurance (NCQA), and the Council on 

Accreditation (COA). Accreditation organizations provide substance abuse treatment 

agencies with enhanced credibility, particularly with private insurance companies and 
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government third-party payers. Though accreditation was initially a voluntary process 

intended to improve outcomes and accountability, it has increasingly become a 

requirement for healthcare providers in order to engage with mainstream medical care 

(Betzold, 1997). Accreditation bodies establish standards by which to gauge performance 

of behavioral health organizations and promote quality services. There is a lack of data to 

indicate that the development and implementation of accreditation standards, as well as 

their impact on clinical practice, is grounded in empirical evidence (Greenfield, Pawsey, 

Hinchcliff, Moldovan, & Braithwaite, 2012). 

 The accreditation organization most commonly involved with Hawai‘i’s 

substance abuse agencies is CARF. Eight of the 13 agencies in this study are CARF-

accredited. CARF requires that adolescent assessments in behavioral health include 

developmental, medical, treatment, substance use, and school histories; evaluations of 

speech and hearing, visual functioning, learning ability, and intellectual functioning; 

information on cultural background, family relationships, interaction with peers, 

environmental surroundings, prenatal drug or alcohol exposure, immunization records, 

and parents’/guardians’ custodial status; and, when appropriate, parents’/guardians’ 

ability to participate in services (CARF International, 2013). 

 The biopsychosocial assessment tool required by adolescent programs funded by 

the state of Hawai‘i, the Adolescent Drug Abuse Diagnosis, does not include questions 

about developmental history, immunizations, learning ability, intellectual functioning or 

prenatal drug or alcohol exposure. Therefore state-funded agencies that seek to meet the 

CARF assessment standard would be required to include additional questions on top of 

an already lengthy assessment process. Hawai‘i state law allows minors to receive 
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substance abuse treatment services without parental or guardian consent (Minor’s consent 

to treatment of 1978, 1993), and federal law provides for confidentiality of treatment 

services (Confidentiality of alcohol and drug abuse patient records of 1975, 1987). 

Therefore some types of assessment information that only a parent, doctor, or school are 

likely to know may not be accessible without the client’s written consent to gather that 

information. 

 Street-level bureaucrats. Lipsky (2010) describes the challenge of providing 

services to the public. The paradox of treating all members of the public alike in regard to 

their claims on service, while also being responsive to individual cases or circumstance, 

is presented. Social workers and other front-line workers implement policy that has been 

constructed elsewhere. The author describes the front-line workers who meet citizens at 

the interface between government and citizen, such as teachers and social workers, as 

street-level bureaucrats (Lipsky, 2010). 

Social workers are often seen as occupying two positions, that of the omnipotent 

state agent, enforcing policy, rules, and conventions, and that of the oppressed 

worker, acquiescing to more powerful state structures and agents. Indeed, the 

criticism and study of social workers fluctuates around those two poles. One 

practitioner is knowing and reflective, the other is dominated and at the same time 

dominating. (Floersch, 2002, p. 2) 

When dealing with clients, front-line workers may develop routines of practice or 

simplify the nature of their jobs in order to respond to the public in the limited amount of 

time they have available. In some ways they are the ultimate policymakers because of the 

ways they learn to manage their jobs (Lipsky, 2010; Maynard-Moody & Musheno, 2003). 
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In some cases, agency routines are shaped by legal requirements of contracts or 

certifications, but sometimes workers seek to modify the scope of their authority to resist 

client pressures. By claiming a lack of discretion, workers are freed from perceived 

responsibility for outcomes (Lipsky, 2010). The actions of front-line workers influence 

policy in a significant manner, sometimes with unanticipated consequences in regard to 

the actual direction and outcome of public policy (Maynard-Moody & Musheno, 2003). 

Social workers and other front-line workers often develop moral judgments or 

beliefs based on their personal experience, knowledge, and interaction with the clients 

whom they serve. Therefore, their work behaviors are not only influenced by the 

application of rules and policies, but also by the worker’s beliefs about the client’s 

worthiness for services, based on perceptions of attitude, character, and motivation to 

respond to treatment (Maynard-Moody & Musheno, 2003). Social workers who provide 

substance abuse treatment services to adolescents are able to affect policy in their jobs 

through how they screen for clients, who they advocate for, what resources are offered, 

and when resources or services are provided. 

Theoretical Framework  

 Social Cognitive Theory (SCT), a theory of human behavior developed by Albert 

Bandura (1977, 1986), conceptualizes human behavior as a learned process that is 

influenced by the dynamic relationships between individual, cognitive, and 

environmental factors. The emphasis on internal processes and cognitions, such as 

perceptions of their own behavior and intentions, distinguishes SCT from simple learning 

theories (Viswanath, 2008). Bandura (1986) noted, “What people think, believe, and feel 

affects how they behave. The natural and extrinsic effects of their actions, in turn, partly 
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determine their thought patterns and affective reactions” (p. 25). Concepts that inform the 

SCT framework include reciprocal determinism, observational learning, self-efficacy, 

expectations, behavioral capability, reinforcements, and self-regulation (Rimer & Glanz, 

2005; Viswanath, 2008). SCT provides a theoretical model to conceptualize the cognitive 

and environmental factors that influence assessment practice because it encourages an 

account of the counselor as a self-experiencing, cognitively aware agent. 

 Reciprocal determinism. Triadic reciprocal determinism is an aspect of Social 

Cognitive Theory that explains how behavioral patterns, personal factors, and social 

environments interact with each other bi-directionally. The interactive relationship 

between the various factors means that each factor does not influence the outcome 

equally, nor is the impact necessarily simultaneous, and thus the influence varies by 

individual, situation, and time (Bandura, 1986; Wood & Bandura, 1989). As a result of 

this interaction, “people are both products and producers of their environment” (Wood & 

Bandura, 1989, p. 362). The model conceptualizes learning as a dynamic interaction 

between personal/cognitive factors, environmental context, and behavioral patterns. 

 Behavioral patterns intersect with personal/cognitive factors when a person self-

regulates or reflects upon their behavior, or when behavior is mediated by cognitive 

factors including perception, expectancy, beliefs, outcome anticipation, goals, and values. 

The reciprocal interaction between environmental and cognitive/personal determinants 

allows an individual to acquire new or enhanced behaviors through observational 

learning and reinforcement. The dynamic relationship between behavior and the external 

environment is evidenced in the way that individuals shape their environment through 

their actions, while at the same time a person’s social and cultural context places 
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constraints and influences opportunities for change (Bandura, 1986; Kusluvan, 2003; 

Wood & Bandura, 1989). 

 Reciprocal determinism can be used to conceptualize counselors’ assessment 

practices in terms of how behavior, cognitive and individual factors, and environment 

dynamically engage each other. Assessment-related behaviors would include the practice 

of conducting the assessment with adolescents, using assessment data by integrating it 

into treatment, and the development of assessment-related skills. Cognitive or personal 

factors related to assessment include the counselor’s perceived value of the assessment, 

perceived cultural relevance of the assessment, outcome expectancy in regard to 

comprehensive assessment, and self-efficacy in terms of practice. Environmental aspects 

include such things as the manner in which agency and funder policies shape assessment 

practice, the impact of supervision and training, organizational norms related to 

assessment, and the impact of setting. 

 Observational learning. Social Cognitive Theory explains how people learn not 

only through direct experience, but also through observation. For Bandura, observational 

learning occurs through three models: live, verbal instruction, and symbolic. Live 

modeling occurs when a person is demonstrating the desired behavior (Bandura, 1977, 

1986). When counselors learn assessment practice, live modeling occurs in the field when 

a supervisor or peer models the assessment process with a client, while the counselor 

observes. Verbal instruction involves providing descriptions or explanations of the 

desired behavior (Bandura, 1977, 1986). Substance abuse counselors can receive verbal 

instruction in regard to substance abuse assessment practice at an agency training, a 

workshop, or a class. Supervisors may use this approach to teach substance abuse 
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counselors about assessment protocols or practice to either begin the process of helping 

the counselor prepare for client interaction or to enhance ongoing practice. The third 

model of observational learning is symbolic, which involves real or fictional characters 

displaying the desired behavior in a symbolic medium such as books or television 

(Bandura, 1977, 1986). Symbolic models related to substance abuse assessment practice 

can include a training film showing a biopsychosocial assessment being conducted, the 

practice of counselors recording themselves conducting assessments in order to observe 

their interaction with clients, or the use of role-play to practice assessment skills. 

 The degree to which observational learning translates into behavioral change is 

moderated by cognitive processes, specifically attention, retention, production, and 

motivation. Attention reflects the degree to which the individual attends to the modeled 

behavior and the ability to extract key aspects of the behavior. Retention reflects how the 

modeled behavior is cognitively constructed so that the information can be called upon 

for later use. Reproduction refers to the production processes that allow the information 

to be stored and drawn upon later in order to reenact the observed behavior. Practice of 

the behavior leads to improved skill. In terms of motivation, someone needs to be 

motivated to attend to, retain, and reproduce the observed behavior. Internal cognitive 

processes and personal factors influence motivation as well as environmental rewards and 

punishments (Bandura, 1986; Wood & Bandura, 1989). 

 Self-efficacy. For Bandura (1997), self-efficacy is an important concept within 

Social Cognitive Theory. A belief in one’s performance capabilities, the conviction that 

one can successfully carry out a task or engage in a behavior, reflects self-efficacy. Self-

efficacy fits with the concept of reciprocal determinism in which behavior, environment, 
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and cognitive determinants dynamically interact. Past experiences with the desired 

behavior, observational learning in the environment, and the individual’s personal factors 

are cognitively appraised, which can then impact self-efficacy (Bandura, 1997). 

Perceived self-efficacy impacts a person’s approach to engaging in behaviors. Those with 

more self-efficacy in regard to a particular behavior are more likely to attempt master or 

engage in that behavior (Bandura, 1997; Pajares, 1996; Schunk, 1990; Wood & 

Bandura,1989). Bandura (1986) states, “People who regard themselves as highly 

efficacious act, think, and feel differently from those who perceive themselves as 

inefficacious. They produce their own future, rather than simply foretell it” (p. 395). 

 The development of self-efficacy has been studied in terms of counselor training 

and supervision. The concept of counseling self-efficacy (CSE) relates to the counselors' 

belief about their capabilities to provide counseling to a client in an effective manner 

(Barnes, 2004; Kozina, Grabovari, Stefano, & Drapeau, 2010; Larson & Daniels, 1998). 

Larson (1998) describes counseling self-efficacy as a primary mechanism that supports 

the development of effective counseling skills. Strong counseling self-efficacy helps 

counselors to persevere with difficult tasks, as well as increases receptivity and 

integration of supervisory feedback into practice (Larson, 1998). The provision of 

supervisory feedback in regard to performance can increase counselors’ self-efficacy by 

helping establish a social comparison in order to better gauge personal performance 

(Bandura, 1991, 1997; Daniels & Larson, 2001). A supervisor can play an important role 

in counselor development by providing a training environment focused on increasing a 

counselor’s sense of self-efficacy (Kozina et al., 2010). 
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 Expectations. An important cognitive component of SCT involves expectations, 

both in terms of efficacy and outcome. Efficacy expectancy is the individual’s belief 

regarding the ability to achieve a behavior successfully. Outcome expectancy is a 

person’s belief about how likely it is that a behavior will result in a specific outcome. 

Efficacy expectancy is independent of outcome expectancy (Bandura, 1977). 

 Efficacy expectancy describes a belief in one’s ability to successfully perform a 

behavior in various situations. Efficacy expectancy is based on such factors as 

performance accomplishment, vicarious experience, verbal persuasion, and emotional 

arousal. Performance accomplishments are defined as past performance successes and 

failures. Vicarious experience occurs when a person observes live or symbolic modeling. 

Verbal persuasion occurs when an individual’s self-efficacy is impacted by verbal 

instruction or suggestion. Emotional arousal reflects the manner in which decreasing 

emotional responses such as anxiety, fear, and stress can contribute to improved self-

efficacy (Bandura, 1977, 1997; Ziegler et al., 2005). 

 Outcome expectancy describes a person’s conviction that behavior will result in a 

desired outcome. Outcome expectations influence the actions a person takes based on the 

anticipation of an end result. Behaviors associated with expected outcomes perceived as 

valuable are anticipated to increase in frequency, and those behaviors perceived as having 

little outcome value would be expected to decrease (Bandura, 1977; Ziegler et al., 2005). 

Thus, substance abuse counselors' impressions of the utility of the assessment process 

they use can impact their assessment practices. 

 Behavioral capability. Behavioral capability reflects the idea that in order to 

successfully practice a behavior, a person must have knowledge about the behavior and 
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the practical skill set needed to perform the behavior under varied circumstances 

(Bandura, 1986; Simons-Morton, McLeroy, & Wendel, 2012). Training, intellectual 

capacity, and learning style can impact a person’s behavioral capability (Bartholomew, 

Parcel, Kok, & Gottlieb, 2011). 

 Reinforcements. Reinforcement can be positive or negative. Experiencing 

positive reinforcement increases the likelihood that behavior will occur again, while 

negative reinforcement decreases the probability of the behavior continuing. 

Reinforcement is contingent upon environmental context and personal determinants, and 

therefore has varied impact on behavior. Reinforcement can also be either external, such 

as a financial incentive or a negative evaluation, or it can be internal, such as a sense of 

accomplishment or performance anxiety (Bandura, 1977; Rimer & Glanz, 2005; Simons-

Morton et al., 2012). 

 Bandura (1977) posited that reinforcement could be experienced directly, 

vicariously, and through self-reinforcement. Direct reinforcement, also known as external 

reinforcement, follows traditional behaviorism’s view of reward and punishment stimulus 

being directly experienced by an individual (Bandura, 1977; Ziegler et al., 2005). An 

example of direct reinforcement occurs when a supervisor praises a counselor for 

successful engagement with the client during assessment. Reinforcement can also be 

vicariously experienced, because an individual can learn from observing the consequence 

of another’s actions (Bandura, 1977; Ziegler et al., 2005). During group training on 

assessment, vicarious reinforcement can occur when participants hear the trainer provide 

feedback on a practice skill given to other participants. Self-reinforcement refers to an 

internal process in which people reward themselves when they attain a personal 



 

 67 

performance standard. It is the feelings, such as satisfaction or discontent, that people 

experience based on the achievement, or lack thereof, of their personal performance 

standards (Bandura, 1976, 1977; Wood & Bandura, 1989; Ziegler et al., 2005). When 

practicing assessment skills with a client, self-reinforcement can occur when substance 

abuse counselors establish expectations in regard to their own assessment skill or practice 

and then experience fulfillment or satisfaction when they are able to meet the expectation 

they set for themselves. 

Self-regulation. Self-regulation is another important concept of Social Cognitive 

Theory that reflects the influence of personal factors on environment and behavior. The 

conceptualization of self-regulation emphasizes the role of human agency (Zimmerman 

& Schunk, 2003). Self-regulation refers to the management of one’s own learning by 

using one’s own thoughts and actions to achieve desired outcomes. Self-regulation aids in 

developing self-efficacy and effective goal setting (Bandura, 1991; Schunk, 1990). 

Self-regulation relies on goal setting, self-monitoring, feedback, self-

reinforcement, self-instruction, and social support. Goal setting is the establishment of 

incremental targets and long-term objectives regarding desired behavioral change. Self-

monitoring refers to the process by which people evaluate their own progress toward their 

goals or observe their own behavior. Feedback refers to the practice of using information 

to improve performance. Self-reinforcement, as discussed above, refers to the process by 

which people reward themselves when they attain a personal performance standard or 

establish negative consequences for themselves when their desired behavior is not 

attained. Self-instruction reflects the process of individuals talking themselves through a 

particular behavior. The enlistment of social support involves connecting with others for 
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encouragement in order to help sustain self-control (Bandura, 1997; Viswanath, 2008). 

These processes can help people to practice self-regulation of the personal, 

environmental, and behavioral aspects of their lives (Bandura, 1986). 

 Theoretical framework summary. The theoretical framework of Social 

Cognitive Theory helps explain the manner in which environmental, personal, and 

behavioral factors reciprocally interact to influence assessment practice. The framework 

is thus appropriate for this study, which seeks to understand how counselor perceptions 

and individual factors (cognitive/personal) impact assessment practice (behavior) within 

a context of policy, training, and setting (environment). 

 The concepts of SCT provide an expansive framework within which to 

understand assessment practice. Observational learning helps to conceptualize the 

intersection of training and assessment practice, as mediated by the counselor’s cognitive 

processes. Reinforcement, either through external processes such as supervision, or 

internal processes such as personal goals, plays a role in the development of assessment 

behaviors. Self-efficacy frames the counselor’s belief in the ability to successfully 

conduct assessment. Expectations relate to both counselors’ perceptions of their efficacy 

and the expectations they have in terms of the outcome of assessment practice. If the 

substance abuse counselor feels that the outcome of the assessment has value, it is likely 

to enhance assessment-related performance, but if the counselor feels the outcome has 

little value it can have a negative impact on assessment behaviors. Behavioral capacity 

reflects the counselor’s knowledge and ability to engage in assessment practice, which is 

mediated by both cognitive factors such as intellectual capacity and external determinants 

such as training. Self-regulation reflects the manner in which the counselor can develop 
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assessment skills without relying strictly on supervision or other environmental influence 

by using self-regulated cognitive and behavioral practices. The concepts of Social 

Cognitive Theory help to conceptualize the manner in which environment, behavior, and 

personal factors influence and inform substance abuse assessment practices with 

adolescents. 

Research questions 

This study uses a mixed method design, drawing upon the strengths of both 

qualitative and quantitative approaches. The overall goal of this research is to understand 

how the assessment process informs the work that substance abuse counselors do with 

adolescent clients. The study examines the extent to which the quantitative and 

qualitative data converge. The assumption of the study is that substance abuse assessment 

practices develop within an environmental context and are constructed around clinician 

experiences and points of view. Due to the lack of research in the area of assessment 

practice, there is limited information with which to form hypotheses. Therefore the study 

used a concurrent mixed methods approach to explore aspects of substance abuse 

assessment practice with adolescents. There are four main research questions that guide 

this study: 

1. What are the assessment practices and perceptions of the process by substance 

abuse counselors working with adolescents? 

2. What is the perceived value of assessment data among substance abuse counselors 

who work with adolescents? 

3. How do substance abuse counselors working with adolescents use substance 

abuse assessment data? 
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4. What are the factors that influence clinical assessment practices among substance 

abuse counselors who work with adolescents? 

The following non-directional hypotheses were tested as part of research question 4:  

• Professional characteristics, years of experience, perceptions regarding agency 

and supervisory valuation of assessment, perceived adequacy of assessment 

training, and perceived cultural relevance of assessment that are associated with 

substance abuse counselors’ perception of the value of assessment. 

• Professional characteristics, years of experience, perceptions regarding agency 

and supervisory valuation of assessment, perceived adequacy of assessment 

training, and perceived cultural relevance of assessment that are associated with 

the use of assessment data in treatment. 

 Figure 2 provides an overview of the research, including an outline of the 

purpose, conceptual framework, methods, and validity and credibility issues of the 

project. 
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Figure 2. Assessing our Youth Study Map 
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Chapter 3. Methods 

 This chapter describes the research design and methodology used in the current 

study, a study that explores the perceptions and practices related to assessment of 

substance abuse counselors who treat adolescents. Although there is considerable 

research about substance abuse assessment tools and processes, there is minimal research 

concerning the counselor’s observations about the assessment process, the counselor's 

perception about the value of assessment, and the use of assessment data in practice. This 

study seeks to fill the gap in the literature exploring how adolescent substance abuse 

counselors in Hawai‘i use assessment data and how their perceptions relate to the value 

of the assessment data and assessment practices. This chapter is organized into a 

description of the researcher background and the research design, the process participant 

selection, the development and implementation of instruments used in the study, the 

sampling procedures used, the data analysis undertaken, the description of the measures 

and treatment of the data, and finally the limitations of the study. 

Researcher Background 

 This research is positioned within the tradition of pragmatism due to its emphasis 

on the connection between theory and practice. This study arose out of the researcher’s 

own experience, as a substance abuse counselor for over 15 years, and as a program 

director who has trained new counselors on assessment practice for over a decade. This 

experience resulted in a desire to better understand how counselors feel about the process 

of assessment and to what degree counselors integrated assessment information into 

treatment. As a program director, the researcher’s involvement in working with funder 

requirements, program monitoring, and accreditation provided first-hand experience 
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about how standards and requirements impact agency policy, and in turn, expectations for 

counselor assessment practice. An educational background in public health and political 

science also spurred an interest in the areas in which health practices and policy intersect. 

 Being in the field of substance abuse, the researcher had relationships with other 

program directors of adolescent programs, which enabled increased access to the target 

population. Due to having personal and working relationships with some study subjects, 

both within her own agency and outside of it, it was particularly important to reassure 

participants that their involvement was completely voluntary. The background of the 

researcher is similar to the majority of participants in terms of gender and race, as she is a 

white female, though she is slightly older and has more years of experience in the field 

than most of the participants. The researcher attempted to be aware of biases based on her 

experience, background, relationships, values, and beliefs throughout the data collection 

and analysis process. Processes used to reduce bias are described below in the discussions 

of validity and trustworthiness of the data. 

Mixed Methods Overview 

 This study uses a concurrent triangulation mixed methods design, with an 

emphasis on the qualitative data. It is non-experimental research. The concurrent design 

allowed for the simultaneous collection of qualitative and quantitative data that could be 

synthesized for a more comprehensive analysis and understanding of clinicians’ 

perceptions of substance abuse assessment practices (Creswell et al., 2003; Creswell & 

Plano Clark, 2011; Creswell, 2009; Greene, 2007; Teddlie & Tashakkori, 2010). Creswell 

(2010) states that “the sum of QUAN and QUAL research is greater than either approach 

alone” (p. 59). The manner in which quantitative and qualitative research is characterized 
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as dichotomous may create what Ridenour and Newman describe as an “artificial 

boundary” (2008). Quantitative data provide measurements that express the relationship 

between variables through statistical analysis. Qualitative data create a rich description 

that generates a unique vantage point. The process of combining both forms of inquiry 

can engender deeper insight into questions of substance abuse assessment practices. 

Certain questions, particularly in applied research, are best answered through 

mixed methods (Creswell & Plano Clark, 2011). Due to the lack of research in this area, 

meaning that there is a general lack of similar studies relating to the current study, a 

mixed methods approach is a particularly good fit. The study allows for internal 

interactions between different methods focused on a single topic: the qualitative data 

build upon the results of the quantitative data by capturing the assessment experiences of 

the counselors more comprehensively. Figure 3 shows how the quantitative and 

qualitative data will be integrated.  

 

Figure 3. Concurrent Triangulation Mixed Methods Design 

Using multiple methods of data collection can lead to increased methodological 

rigor compared to using either qualitative and quantitative alone (Patton, 2002). A mixed 

methods approach allows for theory triangulation, in which multiple viewpoints are used 

to analyze a single set of data (Denzin, 1978) as a way to better approximate the character 
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of those data.  

Human subject procedures. The Committee on Human Studies (CHS) at the 

University of Hawai‘i approved the research through an expedited review on June 17, 

2011 (see Appendix A for the CHS approval letter). A modification to include an 

electronic version of the survey, along with an electronic consent, was approved on 

January 31, 2012. A modification to increase the number of interview subjects was 

approved on March 6, 2012.  

When conducting research, ethical guidelines for protecting human subjects must 

be foremost in mind when developing research protocols (Patton, 2002). Throughout the 

process of this research project, ethical considerations were paramount. The researcher 

completed training in human subject procedures prior to the implementation of the study. 

The study used guidelines to ensure that the participants’ privacy rights were respected, 

that participants were protected from harm, and that informed consent processes were 

followed. Participation in the study was voluntary, printed surveys and consents were 

kept in a locked file, and identifying information from surveys or interviews was kept 

private.  

The next section will describe the participants, instruments, and procedures. The 

quantitative processes will be outlined first and the qualitative processes will be 

described. 

Quantitative Inquiry 

Quantitative participants. The target population for the study comprised 

substance abuse counselors in the State of Hawai‘i who were working with adolescents. 

Clinicians from across Hawai‘i who work specifically with adolescent clients in 
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substance abuse treatment programs were directly solicited to participate in the survey. 

The goal of the study was to target the population of substance abuse counselors in 

Hawai‘i who work with adolescents. An estimate of the population was determined by 

consulting with directors of adolescent substance abuse treatment programs. It was 

estimated that 100 clinicians in Hawai‘i were presently working with adolescents in 

specialized substance abuse treatment programs. 

The survey participants were identified through professional channels. The 

researcher personally contacted the directors of adolescent substance abuse treatment 

programs across the state to discuss publicizing the study among their staff. The two 

criteria for identifying substance abuse program staff include: 

1. Their program provides substance abuse treatment to adolescents through an 

independent, adolescent-focused program, wherein treatment does not occur 

in programs in which adolescent clients are mixed in with adult clients. 

2. Their agency specializes in substance abuse treatment, which means that the 

agency offers adolescents a program of substance abuse treatment that 

generally includes assessment, individual counseling, and group counseling 

for youth. 

In this way, the survey was intended to reach those who specialize both in substance 

abuse treatment and adolescents. Thus, the target audience would be those who are most 

familiar with the use of assessment tools and also most aware the practice and impact of 

substance abuse assessment. 

The programs meeting the above criteria were identified and their directors were 

asked to assist with the identification of program participants. Thirteen agencies were 
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identified as meeting these criteria, of which all participated in the study. Five agencies 

were based solely in O‘ahu, one agency was based solely in Kaua‘i, one solely in Maui, 

and one solely in Moloka‘i. Several agencies provide services on two islands: one agency 

was based in O‘ahu and Kaua‘i, another was based in O‘ahu and the Big Island, and two 

agencies were based in Maui and Lāna‘i. Thus the participating agencies represented the 

six main Hawaiian islands of O‘ahu, Maui, Kaua‘i, Lana‘i, Moloka‘i, and the Big Island, 

with O‘ahu being the most common. Every agency that met the criteria had at least one 

employee participate. All agencies provided adolescent substance abuse treatment 

services, with the modalities represented including school-based outpatient, community-

based outpatient, Intensive Outpatient, and Residential substance abuse treatment 

services. 

Quantitative instrument. A quantitative survey instrument, the Assessing our 

Youth Survey (AYS), was developed as part of this study. There was no previously 

existing survey to use to collect data about substance abuse assessment practices. A 

search of the literature found no published surveys regarding self-reports of substance 

abuse counselor assessment practices to draw upon. Therefore, a survey to gather 

information in regard to clinicians’ perceptions about the value and use of assessment 

data, as well as demographic and other descriptive information, was developed. The 

literature collected considered how assessment data are intended to be used, possible 

factors related to the use of assessment data, knowledge of standard assessment 

instruments used in Hawai‘i, and cultural considerations.  

Prior to the current study, the Assessing our Youth Survey (AYS) was developed 

in a class setting and then modified based on feedback that was provided from other 
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graduate students and the professor. It was then piloted with three substance abuse 

counselors who work with adolescents. The counselors were asked to provide feedback 

regarding content, clarity of questions, and general suggestions concerning the survey. 

Changes were then made based on their feedback. Another version of the AYS was 

piloted with two more substance abuse counselors to ensure that the questions used 

relevant language to measure how assessment data are used and valued. The AYS 

measures variables through 5-point Likert scales, numerically based interval data, and 

categorical data (see Appendix B for the survey). 

Face validity of the quantitative survey was satisfied through the process of 

working with doctoral peers regarding the measurement of variables and clarity of 

language, and then revising the survey based on feedback during the piloting process. 

"Face validity" refers to the extent to which an instrument superficially appears to 

measure the constructs it intends to assess (Gravetter & Forzano, 2012). 

Reliability reflects the consistency and accuracy in measurement. Reliable 

measures produce similar results under consistent circumstances. The reliability of a 

survey or measure within a survey can be estimated by determining the consistency of the 

item’s responses. Internal consistency reliability measures the precision and consistency 

of scales that are intended to measure the same concept or a particular construct (Krysik 

& Finn, 2013; Litwin, 1995). Cronbach’s alpha can assess the internal consistency of 

scales to measure constructs. A reliability coefficient of 0.7 or higher is considered an 

indication of good internal consistency, though for psychological constructs an alpha that 

is between 0.6 and 0.7 is considered acceptable (Field, 2013; George & Mallery, 2003).  
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Though most of the items from the AYS were intended to provide descriptive 

statistics, several subscales were created to establish measures for regression purposes. 

Using Cronbach’s alpha, the following subscales were found to fall within acceptable 

reliability coefficient ranges: Cultural Relevancy (α = 0.886), Assessment Value 

(α = 0.676), and Use of Assessment Data (α = 0.686). 

Quantitative procedures. The study analyzed individual responses based on the 

Assessing our Youth Survey completed by participants. The target population was 

substance abuse counselors in Hawai‘i who assess adolescents. The 97 Hawai‘i 

adolescent substance abuse counselors who were invited to participate in the study were 

identified through purposive sampling. By contacting directors of adolescent substance 

abuse treatment programs as a starting point, it was possible to cast a wide net and offer 

the survey to a large number of clinicians currently working in substance abuse treatment 

programs specializing in adolescent services. The survey was designed specifically for 

the purpose of gathering the information needed for this study. 

Surveys were completed either on paper or electronically, depending on the 

preference of the individuals involved. The survey was presented to 69 counselors at 

different agency staff meetings. At these meetings the consents and surveys were 

completed by those who volunteered to participate and then collected. The survey was 

presented to the other 28 counselors electronically, facilitated through the use of 

SurveyMonkey. The counselors received an email with a description of the study and a 

request that they click on the link to the online survey if they wanted to participate, which 

allowed the participants to agree to the consent form electronically and complete the 

survey instrument. Using a multi-mode approach to survey delivery, with both electronic 
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and paper surveys, can increase participation resulting in a more representative sample 

(Dolnicar, Laesser, & Matus, 2009). 

Participants were notified of informed consent procedures (see Appendices C and 

D for the consent forms). The consent form described the nature of the research, the 

process and time anticipated to complete the survey, risks and benefits, the voluntary 

nature of their participation, the ways in which their privacy would be protected if they 

participated, and contact information for the principal investigator and for the University 

of Hawaiʻi’s Committee on Human Subjects. 

 Surveys were completed between October 12, 2011 and March 3, 2012. Of the 97 

adolescent substance abuse counselors that were identified and asked if they would 

participate in the quantitative survey, 92 completed the survey. The 95% survey 

completion was due in part to collaborating with the directors of these agencies, who 

helped promote the survey. In some cases the agency had only one substance abuse 

counselor who worked with adolescents, whom the researcher contacted directly, and in 

two cases the directors chose to not offer the survey to all of their adolescent substance 

abuse counselors, although one or two counselors participated. A 50% survey response 

rate is considered the minimum response to reduce the risk of response bias (Creswell, 

2005). 

Quantitative data analysis. Quantitative data collected through the AYS were 

uploaded to the Statistical Package for the Social Sciences (SPSS 20) for analysis. 

Descriptive statistics were generated to represent demographic data, experience, agency 

information, tools used, use and value of data, training, and experience. Descriptive 

statistics include frequencies and valid percentages, means, and standard deviation. A 
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regression model was used to determine if there is a relationship between the independent 

variables and the dependent variables.  

Quantitative validity. Study validity can be impacted by internal and external 

threats to validity. Internal validity refers to accuracy of the inferences made about the 

causal relationship between dependent and independent variables. External validity refers 

to the extent to which the research is generalizable (Campbell & Stanley, 1963). A 

potential threat to internal validity relates to the selection of subjects. Though the target 

population was small, resulting in fewer than 100 surveys completed, the high response 

rate (95%) helped to reduce the risk of response bias. Instrumentation could be a potential 

threat to internal validity. A potential external threat to validity relates to all the 

participants being from Hawai‘i, making the study difficult to generalize outside of 

Hawai‘i.  

Triangulation, which uses different kinds of data and methods and measures to 

gather and merge data within one study, is a process that assists in improving the validity 

of findings. By combining qualitative and quantitative approaches, a concurrent 

triangulation approach “uses separate quantitative and qualitative methods as a means to 

offset the weaknesses inherent within one method with the strengths of another method” 

(Creswell et al., 2003, p. 229). When the quantitative survey results were compared with 

the qualitative interview data during the convergence process, the manner in which they 

correspond can control for bias and enhance validity (Mathison, 1988). 

Qualitative Inquiry 

 Qualitative participants. The target population for the qualitative interviews was 

also substance abuse counselors in Hawai‘i who work with adolescents. The target 
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population was drawn from the same group as the quantitative survey, but due to the 

intensive and time-consuming nature of interviewing, the sample group was smaller. At 

the end of the quantitative survey tool, participants were asked if they would be willing to 

volunteer to participate in qualitative interviews, thus the interview participants were 

initially self-identified. The final group of interviewees represented those who responded 

to follow-up calls or emails to schedule an interview after they had initially volunteered 

to participate in the interview. The goal was to interview up to 15 counselors in order to 

provide a range of responses that represented the practices of a variety of agencies. 

Qualitative instrument. An interview guide was developed to assist in the 

qualitative interview process. The Assessing our Youth Interview (AYI) guide consists of 

six open-ended questions regarding experience, training, impact on client, evaluation of 

assessment practices, and use of assessment data (see Appendix E for the interview 

guide). The AYI was developed and then modified based on feedback that was provided 

from other doctoral students in a university class setting. It was then piloted with a 

substance abuse counselor before being used in the current survey. 

Qualitative procedures. Interviewees were a purposive sample of eligible 

subjects based on those who volunteered to be interviewed during the survey phase of the 

study. The sample was drawn from substance abuse counselors who work with 

adolescents. Prior to the interview, participants were informed of the intent of the study 

and were notified of informed consent procedures (see Appendix F for the consent form). 

The consent form described the nature of the research, the process and time anticipated to 

complete the survey, risks and benefits, the voluntary nature of their participation, the 

ways in which their privacy would be protected if they participated, and contact 
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information for the principal investigator and for the University of Hawai‘i’s Committee 

on Human Subjects. The consent also indicated that the interview would be recorded and 

transcribed. 

Interviews were completed between February 17, 2012 and March 1, 2012. The 

interviews, which were conducted by the researcher, were semi-structured. The interview 

guide consisted of five questions, with three to five optional probing questions, and a 

follow-up question to see if the participant wanted to share any additional information 

beyond what had been discussed. The interviews lasted from 18 to 76 minutes, with an 

average of 43 minutes. The interviews were recorded on a computer using audio 

recording software. The interviews were transcribed and then coded after the 

transcription process was complete. Using a constant comparison approach, categories 

were identified through open coding, and then larger concepts were identified with the 

data being reorganized into categories and subcategories. This process helped to develop 

a theoretical framework upon which to conceptualize how the codes relate to each other. 

A constant comparative approach was used in which the data were coded while being 

simultaneously compared and then grouped into categories (Charmaz, 2006; Glaser & 

Strauss, 1967). 

 Of the 92 counselors who completed the quantitative survey, 41 counselors (50%) 

offered to participate in the qualitative interview. An attempt was made to contact 

everyone who indicated they were willing to participate in the interview. Of the 41 who 

offered to do the interview, one counselor specifically responded that he had changed his 

mind about participating and 25 did not respond to phone messages or emails. Fifteen 

counselors ultimately completed the qualitative interview. 
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 Initially the intent was to do three to six interviews, but with so many willing to 

share their experiences, a request was made to the Committee on Human Subjects to 

modify the application to change the number of interview participants to 15, which was 

approved. The 15 interview participants represented seven of the 13 agencies that had 

participated in the survey. The five largest agencies ended up being represented by at 

least two participants each. 

 Interviewing a large number of counselors resulted in saturation, in which no new 

data resulted from additional data collection. Saturation was achieved prior to the 

completion of all the interviews, but the inclusion of additional interviews provided 

further verification of the categories that had emerged from the data. 

 In order to protect the confidentiality of interview participants, no identifying 

information was included in the analysis. Identifying information included references to 

agencies, islands, schools, and individual participants’ demographic information that 

could identify them. 

Qualitative data analysis. The qualitative aspect of the study allowed for 

categories, some of which were unanticipated, to emerge through inductive analysis from 

the interviews. These categories help to elucidate how assessment practices are 

constructed. The qualitative interview data were analyzed with a constant comparative 

approach. The interview recordings were transcribed and prepared for coding. Transcripts 

were read through to obtain an overall sense of the data and to reflect on their initial 

meaning. A set of codes was developed by reading and re-reading the transcripts using a 

constant comparative analysis (Charmaz, 2006; Glaser & Strauss, 1967). Open coding 

was used to conceptualize the qualitative interviews line by line in order to initially 
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identify segments of text and label what each segment was about. As additional 

interviews were analyzed the codes were constantly being reviewed. The transcriptions 

were analyzed until no new codes emerged. The interviews and subsequent codes were 

reviewed several times, resulting in the merging and renaming of some codes to reflect 

reoccurring concepts and connections emerging from the data. The codes were used to 

identify categories. Charmaz (2006) describes the role of categories as follows: 

"Categories explicate ideas, events, or processes in your data—and do so in telling words. 

A category may subsume common themes and patterns in several codes" (p. 91). 

Qualitative trustworthiness. The concept of trustworthiness is utilized in 

qualitative research in order to evaluate the quality of a study. To promote the 

trustworthiness of the qualitative findings, credibility, transferability, dependability, and 

confirmability were evaluated (Creswell, 2009; Lincoln & Guba, 1985). 

Credibility relates to how congruent the study findings are with reality. It is 

important that the results be credible from the viewpoint of participants because 

qualitative research seeks to draw upon the experience and perspective of the study 

participants (Lincoln & Guba, 1985). For this study, credibility was supported through 

use of member checking and data triangulation. Member checking involved having one 

of the interview participants review the researcher’s coding of her transcript in order to 

assess the adequacy of the findings. The participant responded that she felt that the 

coding accurately reflected her transcript and that the result accurately represented what 

she conveyed during the interview. Data triangulation involved using multiple methods to 

gather and analyze data from various perspectives. It also involved building evidence for 

a code or category from participants’ perspectives through interview transcripts, notes, 
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and memos. Direct quotes from the participants helped to substantiate the findings 

(Creswell & Plano Clark, 2011). The study’s overall credibility is also connected to the 

author’s prolonged engagement with the substance abuse community, and thus 

understanding of potential categories. The author’s background as a substance abuse 

counselor, as well as her spending an extensive amount of time involved with participants 

and analyzing the data, assisted in developing trust with participants and expanded her 

understanding of the culture of the adolescent treatment community. 

Transferability refers to the establishment of sufficient data to enable the transfer 

of findings to another context or setting. Developing a "thick description" of findings 

promotes transferability (Lincoln & Guba, 1985). To ensure transferability, this study has 

provided a clear description of the context, data collection, and analysis, as well as a full 

presentation of the findings (Graneheim & Lundman, 2004). 

Dependability requires the details and methods of a study being documented well 

enough so that they can be evaluated and replicated (Lincoln & Guba, 1985). To assist 

with dependability, an inquiry audit was done, but the audit was conducted with an 

experienced substance abuse counselor with extensive experience with adolescent 

assessment, rather than with another researcher. The audit involved a substance abuse 

counselor, who did not participate in the interviews, reviewing the coding of the data and 

its subsequent development of categories. Though there was general agreement about the 

categorization of data, the audit process provided valuable feedback to help better 

consolidate data and describe the categories. 

Confirmability checks that research procedures and results are free from bias by 

evaluating the degree to which the results can be confirmed or corroborated by others 
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(Lincoln & Guba, 1985). Each researcher brings a unique perspective to a study; 

therefore it is important to practice reflexivity to reduce bias. Analysis of the data from 

this study involved interpretation on the part of the author, whose own experiences, 

perceptions, and biases played a role in understanding participant responses. The author 

was aware of the impact of her age, sex, class, race, education, work and life experiences, 

and role as researcher during data collection and analysis. The author kept memos during 

data analysis to reflect on the process and any concerns she had about the data (Charmaz, 

2006). There is also an audit trail that includes raw data, history of analysis, process 

notes, and instrument revisions (Lincoln & Guba, 1985). The mixed methods approach 

used in this study thus provides for triangulation by looking at the data through various 

perspectives: multiple participants, qualitative data, and quantitative data (Patton, 2002). 

Measures and Treatment of the Data 

 A mixed methods approach involves the analysis of both the qualitative and 

quantitative data. In a concurrent study the data are analyzed separately and then the data 

findings are merged and compared. Analysis of data in the concurrent triangulation 

method combines qualitative and quantitative data to discover convergence within the 

results (Creswell & Plano Clark, 2011; Johnson & Turner, 2003). 

Descriptions of assessment practices were elicited from both quantitative survey 

questions and qualitative interviews. Quantitative data were measured through the use of 

statistical analysis in order to determine the significance of the findings. The qualitative 

interviews were transcribed and then analyzed using a constant comparative approach, 

which involves reading the transcripts several times and identifying emergent conceptual 

categories (Charmaz, 2006; Glaser & Strauss, 1967). 
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Measures for research question 1. The purpose of the first research question 

was to document the assessment practices and perceptions of the assessment process of 

substance abuse counselors who work with adolescents. The open-ended nature of the 

qualitative interviews helped the researcher to understand how substance abuse 

counselors use assessment data. Survey questions that document the types of tools and 

criteria that substance abuse counselors use during assessment and the interview 

questions that provided an exploration of the use of assessment data are described below 

in Table 6. 

  



 

 89 

Table 6. 

Measures for Research Question 1  

Measures for Research Question 1 
Qualitative # or 
Quantitative # 

What standardized instruments do you use when conducting an  
adolescent substance use assessment? 

Quantitative 27 

Do you use the following criteria when placing and assessing  
clients? 

 (ASAM) American Society of Addiction Medicine patient 
placement for Level of Care  

 (DSM-IV-R) Diagnostic and Statistical Manual symptoms 
for diagnosis  

 (ICD-10) International Classification of Diseases symptoms 
for diagnosis  

Quantitative 26 

How often do you use the following resources to gather assessment 
information regarding your adolescent client? 

 Structured or semi-structured clinical interview with 
assessment instrument(s)  

 Unstructured clinical interview  
 Collateral information from family members  
 Collateral information from school staff  
 Collateral information from probation, parole, or court  
 Collateral information from other behavioral health 

professionals  
 Collateral information from medical health professionals  
 Drug testing or drug screen  

Quantitative 19 

What is your experience with using assessments in substance abuse 
treatment? 

 How long have you been completing assessments and in 
what setting? 

 Describe the process you use to assess clients. 
 What tools do you use to assess a client? 
 How long does it usually take you to complete an 

assessment? 

Qualitative 1 

How does the experience of completing the assessment instrument 
appear to affect the client? 

 How has conducting the assessment impacted your overall 
client care? 

Qualitative 3 

Note: Quantitative # or Qualitative # refers to whether the question was from the quantitative survey or 
qualitative interview guide and what the number of the question was on the survey/guide. 
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Measures for research question 2. The second research question was designed 

to evince what value substance abuse counselors who work with adolescents place on 

assessment data. The value that counselors place on assessment information was 

ascertained, in part, through their responses to the qualitative interviews. Survey 

questions that document substance abuse counselors’ perceived value of assessment 

practices include an interview questions that provided an exploration of the perceived 

value of the assessment data are listed below in Table 7. 
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Table 7. 

Measures for Research Question 2 

Measures for Research Question 2	
  
Qualitative # or 
Quantitative # 

Rate the value of the assessment information for diagnosis, referral, 
problem identification, identification of strengths and social support, 
and treatment planning. 

Quantitative 23 

Please indicate your level of agreement or disagreement with the 
following statements:  

 I feel that the information from the assessment is helpful in my 
work with clients. 

 I feel that the information from the assessment provides useful 
information in my work with clients. 

 I feel that an assessment with a client at the start of treatment 
leads to better outcomes for the client. 

Quantitative 22 

How valuable do you find the following areas or domains when 
assessing adolescent clients?  

 Drug and alcohol use history  
 Medical / Biomedical / Physical health  
 Sexual history and health  
 Developmental issues and history  
 Psychological / Mental health  
 Family  
 Employment / Vocational history  
 School  
 Social / Peer  
 Legal history / Delinquency  
 Cultural  
 Community / Environment  
 Spiritual / Religious  
 Leisure-time activities / Hobbies and interests  
 Other  

Quantitative 24 

How do the results of the assessment process inform your clinical 
work with clients? 

 Would you describe the value of the assessment data as useful 
in the treatment process? 

Qualitative 5 

How does the experience of completing the assessment instrument 
appear to affect the client? 

 How did the experience of completing the assessment 
instrument affect the overall therapeutic alliance? 

Qualitative 3 

Note: Quantitative # or Qualitative # refers to whether the question was from the quantitative survey or 
qualitative interview guide and what the number of the question was on the survey/guide.  
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Measures for research question 3. The third research question was asked in 

order to understand how substance abuse counselors use assessment data when working 

with adolescents. Survey data provided descriptive statistics regarding counselors’ use of 

assessment information. The open-ended nature of the qualitative interviews helped the 

researcher to understand how substance abuse counselors use assessment data. Table 8 

outlines the measures used for research question 3. 
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Table 8. 

Measures for Research Question 3 

Measures for Research Question 3	
  
Qualitative # or 
Quantitative # 

How often do you use assessment information to assist with	
  
diagnosis, referral, problem identification, identification of strengths	
  
and social support, and treatment planning?	
  

Quantitative 20 

How often do use the following areas or domains you have 
assessed when developing a treatment plan?  

 Drug and alcohol use history 
 Medical / Biomedical / Physical health  
 Sexual history and health  
 Developmental issues and history  
 Psychological / Mental health  
 Family  
 Employment / Vocational history  
 School  
 Social / Peer  
 Legal history / Delinquency  
 Cultural  
 Community / Environment  
 Spiritual / Religious  
 Leisure-time activities / Hobbies and interests  
 Other  

Quantitative 21 

How do the results of the assessment process inform your clinical 
work with clients? 

 What does the assessment tell you about the client? 
 After the assessment is completed, how do you use the 

information? 
 How is the assessment information integrated into the rest 

of the treatment process? 
 If you did not complete the assessment process yourself, do 

you have a process to review the information? 

Qualitative 5 

Note. Quantitative # or Qualitative # refers to whether the question was from the quantitative survey or 
qualitative interview guide and what the number of the question was on the survey/guide. 
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Measures for research question 4. The fourth research question is designed to 

examine the factors that influence clinical assessment practices among substance abuse 

counselors who work with adolescents. Survey data provided information regarding the 

factors that influence assessment practices. This research question will be explained using 

information from the quantitative survey to provide descriptive statistics about training 

and supervision participants received, agency characteristics and assessment policies, and 

perception of the cultural relevance of the assessment process. The rich data resulting 

from the qualitative interviews also helped to show more about assessment practices in 

relation to supervision, policy, and culture. Inferential statistics based on quantitative data 

were used to predict which factors influence use of assessment data and counselor 

valuation of the assessment process. Table 9 lists the measures that evaluate factors 

related to assessment practices for research question 4. 
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Table 9. 

Measures for Research Question 4 

Measures for Research Question 4	
  
Qualitative # or 
Quantitative # 

What is the highest level of education you have completed? Quantitative 5 
Do you have any behavioral health licenses?  Quantitative 7 
Do you currently hold state or national certification in substance 
abuse counseling? 

Quantitative 8 

What is your primary role? Quantitative 10 
How closely does your perspective about substance abuse match 
the following models [biospsychosocial, ecological, 
medical/disease]? 

Quantitative 33 

Please indicate the degree to which you agree or disagree with the 
following statements: 

 I have received adequate training on adolescent substance 
abuse assessments. 

 My agency values the practice of comprehensive 
assessment.  

 My supervisor values the practice of comprehensive 
assessment. 

Quantitative 32 

How many years of experience do you have providing substance 
abuse counseling? 

Quantitative 11 

To what degree do you agree or disagree with the following 
statements in regards to the assessment process you use with 
adolescents??  

 The assessment process is culturally relevant for youth 
culture. 

 The assessment process provides culturally relevant 
information to effectively evaluate youth in Hawai‘i. 

 The assessment process provides culturally relevant 
information to effectively evaluate various ethnic groups in 
Hawai‘i. 

 The assessment process provides culturally relevant 
information to effectively evaluate military dependents. 

 The assessment process provides culturally relevant 
information to effectively evaluate gay, lesbian, bisexual, 
and transgendered youth. 

Quantitative 25 

 (Continued) 
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Table 9. (Continued) Measures for Research Question 4 
 

Measures for Research Question 4	
  
Qualitative # or 
Quantitative # 

How often do you use assessment information to determine  
diagnosis, determine the need for referral, to assist with problem 
identification, to assist with the identification of client strengths and social 
supports, and to assist in the development of a treatment plan? 

Quantitative 20 

Please indicate your level of agreement or disagreement with the 
following statements:  

 I feel that the information from the assessment is helpful in 
my work with clients. 

 I feel that the information from the assessment provides 
useful information in my work with clients. 

 I feel that an assessment with a client at the start of 
treatment leads to better outcomes for the client. 

Quantitative 22 

What kind of training have you received in completing 
assessments? 

 What kind of education or training have you received in 
using biopsychosocial instruments? 

 Have you been to any workshops, classes, or trainings 
relating to assessments? 

 What kind of supervision do you receive regarding 
assessments? 

 How would you describe your supervisor’s perspective on 
the assessment process? 

Qualitative 2 

How does the experience of completing the assessment instrument 
appear to affect the client? 

Qualitative 3 

Is the assessment process you use helpful in your work with 
different populations? 

Qualitative 4 

Note. Quantitative # or Qualitative # refers to whether the question was from the quantitative survey or 
qualitative interview guide and what the number of the question was on the survey/guide.  
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For the inferential statistics, this study uses independent and dependent variables 

from the survey to predict what factors affect use and value of assessment data. 

Independent variables include counselor characteristics, training, agency and supervisor 

valuation, experience, and cultural relevance. Dependent variables include the use of 

assessment data and the value counselors place on assessment. 

Cultural relevance relates to the extent that substance abuse counselors perceive 

the assessment process as relevant to youth in Hawai‘i and its various cultural groups. A 

cultural-relevance subscale was created using the mean across five items to assess 

counselor perception of the cultural relevance of assessment. Cronbach’s alpha, the 

cultural-relevance subscale, consisting of five items, was found to have high internal 

consistency (α = 0.886). The cultural-relevance subscale was used as an independent 

variable. 

Use of assessment data represents the extent to which substance abuse counselors 

report integrating assessment information into treatment. To measure the integration of 

assessment into treatment, a assessment-use subscale was created that focused on how 

often substance abuse counselors use assessment data to determine a diagnosis, determine 

the need for referral, identify problems, ascertain client strengths and social supports, and 

develop a treatment plan. Using Cronbach’s alpha, the assessment-use subscale, 

consisting of five items, was found to have moderate internal consistency (α = 0.686). 

The assessment-use subscale was used as a dependent variable. 

Counselor valuation of assessment data is the degree to which substance abuse 

counselors find the assessment data helpful and useful. The assessment-value subscale 

was created using the mean across three items to calculate counselors’ use of assessment 
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data. Using Cronbach’s alpha, the assessment-value subscale, consisting of three items, 

was found to have moderate internal consistency (α = 0.676). The assessment-value 

subscale was used as a dependent variable. 

Chapter Summary 

This study uses a concurrent triangulation mixed methods design. The 

quantitative segment of the study involved a purposive sample of 92 substance abuse 

counselors working in adolescent substance abuse treatment settings in Hawai‘i. 

Participants completed the AYS protocol that provided demographic information as well 

as data about assessment practices. The qualitative aspect of the research involved 

conducting interviews with 15 substance abuse counselors drawn from the same target 

population. The AYI guide was used to steer these interviews. The qualitative data were 

analyzed through coding, and quantitative data were analyzed through descriptive and 

inferential statistics. The results were then merged and compared. 
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Chapter 4. Results 

Introduction 

 The concurrent design used in this study allowed for the simultaneous collection 

of qualitative and quantitative data that were synthesized for a more comprehensive 

understanding of clinicians’ perceptions of substance abuse assessment practices 

(Creswell et al., 2003; Creswell & Plano Clark, 2011). The findings will integrate the 

data from both the quantitative and qualitative samples and the results will be organized 

by research question. Thus, for each research question, quantitative and qualitative data 

will be combined in order to better understand how the findings complement, contrast 

with, and supplement one another. 

The purpose of this study was to document the assessment practices of substance 

abuse counselors working with adolescents, to understand how assessment information is 

used and what information is valued by counselors, and then to determine what factors 

influence counselors’ use and perceived value of assessment data. The results are first 

presented in terms of the description of the quantitative and qualitative samples. Then 

overall quantitative and qualitative findings will be described. Finally, each research 

question will be addressed in turn by examining relevant quantitative data and qualitative 

information. 

Descriptive Characteristics 

Quantitative sample description. Participants in the quantitative portion of this 

research were 92 substance abuse counselors specializing in adolescent substance abuse 

treatment from the State of Hawai‘i. Most of the participants were women (66.3%). The 

most common ethnicities reported by participants were Caucasian (29.9%), Asian (23%), 
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and Mixed Ethnicity (21.8%). Ages of participants ranged from 23 to 60 years, with a 

mean of 38.4 years old. The survey indicated that 26.4% of the participants were 

themselves in recovery from drugs, alcohol, or both. Table 10 indicates the participants’ 

demographics. 

Table 10. 

Participants’ Personal Demographics 

Characteristic	
   n	
   Valid %	
    

Gender     
 Male 31 33.7  
 Female 61 66.3  
Age     
 21–30 25 28.4  
 31–40 27 30.7  
 41–50 27 30.7  
 51–60 9 10.1  
Race/Ethnicity     
 African-American 1 1.1  
 Asian 20 23.0  
 Caucasian 26 29.9  
 Hawaiian/Pacific Islander 15 17.2  
 Hispanic 19 6.9  
 Mixed ethnicity 6 21.8  
Recovery from drugs/alcohol    
 Yes 23 26.4  
 No 64 73.6  
 

The majority of the participants had either attained a bachelor's degree (37%) or a 

graduate degree (34.8%). The most common graduate degrees were in the fields of 

counseling psychology (8.8%), marriage and family therapy (8.8%), and social work 

(6.6%). Among the participants, 9.8% had a professional license and 40.2% were 

certified as substance abuse counselors. Table 11 shows the participants’ educations and 

credentials. 
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Table 11. 

Participants’ Education Credentials 

Education and Credentials	
   n	
   Valid %	
  

Education    
 High school diploma or equivalent 2 2.2 
 Some college 9 9.8 
 Associate degree 8 8.7 
 Bachelor’s degree 34 37.0 
 Some graduate education 7 7.6 
 Graduate degree 32 34.8 
Graduate Degree    
 None 60 65.9 
 Counseling psychology 8 8.8 
 Professional counseling 1 1.1 
 Psychology 1 1.1 
 Criminal justice 2 2.2 
 Divinity or theology 1 1.1 
 Education 2 2.2 
 Marriage and family therapy 8 8.8 
 Social work 6 6.6 
 Organizational change 1 1.1 
 Communication 1 1.1 
Licensed    
 None 83 90.2 
 Licensed Clinical Social Worker 4 4.3 
 Licensed Marriage and Family Therapist 1 1.1 
 Licensed Mental Health Counselor 1 1.1 
 Licensed Professional Counselor 1 1.1 
 Licensed Social Worker 2 2.2 
Certified as a substance abuse counselor   
 Yes 37 40.2 
 No 55 59.8 
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 Most of the participants were in the job role of a substance abuse counselor 

(84.8%). Participants had one to 22 years of experience in substance abuse counseling 

with a mean of 5.9 years. In regard to providing substance abuse counseling to 

adolescents, participants had a range of 1 to 20 years, with a mean of 5.3 years. The 

participants’ years of experience providing assessments to adolescents varied from one to 

20 years, with a mean of 5.1 years. The majority of participants had experience working 

in the school-based outpatient setting (86.2%). Table 12 reflects the experience of the 

participants. 
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Table 12. 

Participants' Substance Abuse Counseling Experience 

Experience	
   n	
   Valid %	
  

Primary role    
 Substance Abuse Counselor 78 84.8 
 Clinical Supervisor 10 10.9 
 Program Director 4 4.3 
Years of experience as a substance abuse counselor   
 1–5 56 60.8 
 5–10 20 21.8 
 11–15 13 14.2 
 16–20 2 2.2 
 21–25 1 1.1 
Years of experience counseling adolescents   
 1–5 60 65.2 
 5–10 18 19.5 
 11–15 12 13.2 
 16–20 2 2.2 
 21–25 0 0.0 
Years of experience conducting substance abuse assessments 
 1–5 62 67.4 
 5–10 17 18.4 
 11–15 11 12.1 
 16–20 2 2.2 
 21–25 0 0.0 

Experience working in substance abuse treatment modalities or settings  
(Respondents could choose more than one category if they had experience in multiple modalities) 
 School-based outpatient 76 82.6 
 Community-based outpatient 30 32.6 
 Intensive outpatient 12 13.0 
 Dual diagnosis 1 1.1 
 Residential 1 1.1 
 Aftercare 3 3.3 
 Judiciary 2 2.2 
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 Counselors rated their levels of agreement with various perspectives about 

substance abuse. This relates to the counselors’ frames of reference in understanding the 

etiology, expression, and course of addiction. Table 13 reflects participants’ agreement 

with the biopsychosocial, ecological, and medical models. 

Table 13. 

Clinician Agreement with Theoretical Model of Substance Abuse 

Theoretical Model	
   n	
   Mean	
   Std. Dev.	
  

Biopsychosocial 91 4.45 0.764 
Ecological 89 4.27 0.926 
Medical/Disease 88 4.01 1.045 

Note. Responses based on a five-point Likert scale: 1= disagree, 2 = somewhat disagree, 3 = neutral, 
4 = somewhat agree, 5 = agree. 
 
 Clinicians had high levels of agreement with all three models, but agreed most 

strongly with the biopsychosocial model. In terms of the biopsychosocial model being 

closely aligned with clinicians’ perspectives on substance abuse, 87.9% chose either 

“agree” or “agree somewhat.” As these approaches are not mutually exclusive 

conceptualizations, participants may be in agreement with more than one theoretical 

model, but the rating helps to determine the extent of their alignment with a particular 

theory. 

Qualitative sample description. Participants in the qualitative portion of this 

research were 15 substance abuse counselors providing adolescent substance abuse 

treatment in the State of Hawai‘i. Most of the qualitative participants were women 

(86.7%). The most common ethnicities reported by participants were Caucasian (46.7%) 

and Mixed Ethnicity (26.7%). Ages of participants ranged from 23 to 54 years, with a 

mean age of 39.2. Among the qualitative participants, 28.6% reported that they were in 

recovery from drugs, alcohol, or both. 
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The majority of the participants for the qualitative interview had a graduate 

degree (53.3%). Of the participants who had graduate degrees, the most common 

graduate degree was in social work (20%). Among the qualitative participants, 26.7% 

held a professional license and 53.3% were certified as substance abuse counselors. 

Most of the qualitative participants were in the job role of a substance abuse 

counselor (66.7%). Participants had one to 22 years of experience in substance abuse 

counseling with a mean of 7.3 years. In regard to providing substance abuse counseling to 

adolescents, participants had a range of one to 20 years, with a mean of 6.7 years. The 

participants’ years of experience providing assessments to adolescents varied from one to 

20, with a mean of 6.7 years. The majority of participants had experience working in the 

school-based outpatient setting (86.7%). 

Overall Findings 

Overall quantitative findings. Ninety-two adolescent substance abuse 

counselors completed the quantitative survey. Survey results were analyzed using 

descriptive and inferential statistics. Quantitative data provided a description of the target 

population. Regarding the first research question, instruments and other resources 

substance abuse counselors use to assess adolescents were identified. A descriptive 

analysis of how valuable the assessment data are in terms of treatment functions, specific 

domains, and overall value was established, which addressed the second research 

question. The third research question was explored by determining for what treatment 

functions counselors use assessment data, as well as which assessment domain 

information is used most often in developing a treatment plan. In response to the fourth 

research question, descriptive information emerged about counselors’ perceptions in the 
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areas of supervision, policy, and culture. Survey data were analyzed using inferential 

statistics to evaluate the impact of various factors on how counselors use and value 

assessment information. 

Overall qualitative findings. Fifteen interviews were transcribed and analyzed 

for the qualitative aspect of the study. The qualitative analysis process identified 797 

segments of data, which were classified into 418 separate codes. Through a further 

analysis of the interviews, 10 categories emerged, with 44 subcategories located within 

one of those 10. The 10 categories that emerged from the data are: Counselor approach, 

Evaluation of process, Assessment value, Training and supervision, Treatment planning, 

Client response, Assessment data usage, Policy, Culture, and Assessment inputs. Each 

category is briefly explained as to its content as follows: 

Counselor approach  The manner in which clinicians approach and deal 
with the youth they serve in regard to substance 
abuse assessment, as well as characteristics that are 
important for effective assessment practice. 

Evaluation of process Clinicians’ evaluations of the assessment tools they 
use and the assessment process, in terms of practice, 
critique, and environment. 

Assessment value Clinicians’ perceptions of the merits of substance 
abuse assessment, encompassing a discussion of the 
benefits of the substance abuse assessment process.  

Training and supervision The assessment-related supervision processes and 
training experiences of the clinicians interviewed. 

Treatment planning The relationship between the assessment results and 
treatment planning; describing the way in which 
assessment data are integrated into treatment. 

Client response Clinician descriptions of the impact of a client’s 
outlook and the manner in which adolescents may 
react to being assessed. 

Assessment data usage The manner in which the information that results 
from the assessment process is utilized, both within 
the treatment setting and with outside agencies. 
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Policy The interplay between assessment practices and the 
policies developed by agencies, government, 
funders, and accrediting bodies. 

Culture The role of culture within substance abuse 
assessment practice in terms of the awareness of 
difference and the impact of assessment tools on 
varied populations. 

Assessment inputs The information or tools that are used in the 
assessment process by adolescent substance abuse 
counselors. 

Evaluation of the process and Counselor approach were the most common 

subcategories. Of the 45 subcategories, the most frequently cited included Assessment 

domains, Openness, Length of assessment, Client participation, Delivery, Skills and 

traits, Assessment language, Internal training, and Information gathering. Table 14 

displays the categories and subcategories that emerged from the qualitative data analysis 

process. 
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Table 14. 

Qualitative Categories and Subcategories Ordered by Research Question 

Categories	
   Count	
   Subcategory	
  

Research question 1 
Counselor approach   
 44 Skills and traits 
 44 Delivery 
 23 Explanation 
 14 Judgment 
 125 Total 
Evaluation of process   
 43 Length of assessment 
 42 Assessment language 
 18 Impact of setting 
 10 Interview style 
 113 Total 
Client response   
 51 Openness 
 10 Intrusiveness 
 10 Building trust 
 71 Total 
Assessment inputs   
 18 Interview tool 
 9 Corroborative information 
 7 Drug testing 
 34 Total 

Research question 2 

Assessment value   
 53 Assessment domains 
 34 Information gathering 
 23 Rapport building 
 14 Motivation 

 124 Total 
  (Continued) 
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Table 14. (Continued) Qualitative Categories and Subcategories 

Categories	
   Count	
   Subcategory	
  

Research question 3 
Treatment planning   
 49 Client participation 
 15 Integration of assessment 
 9 Treatment plan criteria 
 4 Treatment plan structure 
 77 Total 
Assessment data usage   
 23 Intervention 
 11 Level of care recommendations 
 9 Identify problem areas 
 8 Develop summary 
 8 Diagnosis 
 6 Evaluate Progress 
 3 Referral 

 68 Total 

Research question 4 
Training and Supervision   
 38 Internal training 
 22 Observation 
 20 Review of assessments 
 11 Supervision 
 10 Outside training 
 8 Training needs 

 109 Total 
Policy   
 16 Agency time frame for assessment 
 13 Assessment as requirement 
 6 Completion of all information 
 6 Agency view of assessment 

 41 Total 
Culture   
 11 Age differences 
 11 Inclusiveness 
 6 Military dependents 
 4 Ethnicity considerations 

 3 Sexual orientation 
 35 Total 
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In reporting the results, participants' own words are included to better capture the 

experience of the substance abuse counselors (Corden & Sainsbury, 2006; Creswell & 

Plano Clark, 2011). When quoting substance abuse counselors, editorial conventions 

were used to increase readability. This meant the exclusion of conversational pauses and 

interruptions, such as “um” and “like,” which were not essential to the content or 

subsequent analysis. Information that would identify the counselor or the agency the 

counselor works for was also excluded from the quotations. 

Findings by Research Questions 

The next section describes the results of the quantitative and qualitative research 

in an integrated manner. The data are organized by research question in order to show 

how the qualitative and quantitative data contrast with and complement each other and 

correspond to the areas of discussion. 

Findings for Research Question 1: Assessment Practices 

The purpose of the first research question is to document the assessment practices 

and perceptions of the process by substance abuse counselors who work with adolescents 

in order to better understand the methods through which clinicians engage with 

adolescents during assessment. Quantitative and qualitative data together provide an 

understanding not only of the procedures and tools utilized, but also of the substance 

abuse counselor’s view of the process of assessment when working with adolescents. 

The quantitative findings indicate what specific tools adolescent substance abuse 

counselors use for comprehensive assessment, as well as what additional resources they 

utilize in order to gather assessment information. Substance abuse counselors often use 

standardized structured or semi-structured interviews as part of their assessment. As well 
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as standardized instruments, counselors often use specific criteria to determine the 

diagnosis of a substance use disorder or to ascertain the appropriate level of care for 

treatment. 

Quantitative information was supplemented with in-depth qualitative interviews. 

The open-ended nature of the qualitative interviews allowed for a better understanding of 

assessment practices among adolescent substance abuse counselors because counselors 

were given the opportunity to discuss their practices in more detail and in their own 

language. The categories that fall under the research question of documenting the 

assessment practices of substance abuse counselors who work with adolescents include 

Counselor approach, Evaluation of process, Client response, and Assessment inputs. 

Quantitative outcome: Assessment tools. Survey data provided a profile of the 

instruments and criteria used in assessment. The Assessing our Youth Survey 

documented the types of tools and criteria that substance abuse counselors use during 

assessment. Diagnostic, placement, biopsychosocial, and other tools used by the 

participants are described in Table 15. 
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Table 15. 

Assessment Tools Used by Participants 

Tool	
   n	
   Valid %	
  

Diagnostic   
 Diagnostic and Statistical Manual of Mental Disorders, 4th 

edition (DSM-IV) 89 96.7 

 International Classification of Diseases, 10th edition (ICD-
10) 0 0.0 

Placement/Level of Care   
 American Society of Addiction Medication Level of Care 

Index (ASAM LOC) 89 97.8 

Screening and Assessment Tools   
 Addiction Severity Index (ASI) 42 45.7 
 Adolescent Drug Abuse Diagnosis (ADAD) 85 92.4 
 Beck Depression Inventory (BDI) 2 2.2 

 Child and Adolescent Functional Assessment Scale 
(CAFAS) 1 1.1 

 Child Behavior Checklist (CBCL) 1 1.1 
 Comprehensive Adolescent Severity Inventory (CASI) 1 1.1 
 CRAFFT Screening Tool 3 3.3 
 Diagnostic Interview Schedule (DIS) 0 0.0 
 Diagnostic Interview Schedule for Children (DISC) 0 0.0 
 Drug Abuse Screening Test (DAST-20) 1 1.1 
 Global Appraisal of Individual Needs (GAIN) 1 1.1 
 Michigan Alcohol Screening Test (MAST) 12 13.0 
 Minnesota Multiphasic Personality Inventory (MMPI) 0 0.0 

 Minnesota Multiphasic Personality Inventory – Adolescent 
(MMPI-A) 0 0.0 

 Multi-Dimensional Assessment (MDA) 2 2.2 
 Problem Oriented Screening for Teenagers (POSIT) 0 0.0 

 Stages of Change Readiness and Treatment Eagerness 
Scale (SOCRATES) 1 1.1 

 Structured Clinical Interview for the DSM (SCID) 1 1.1 
 Substance Abuse Subtle Screening Inventory (SASSI) 6 6.5 
 Teen Addiction Severity Index (T-ASI) 1 1.1 
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 The majority of participants used the DSM-IV (96.7%), the ASAM LOC (97.8%), 

and the ADAD (92.4%). These tools are all required for agencies funded by the Alcohol 

and Drug Abuse Division of the Hawai‘i Department of Health (Alcohol and Drug Abuse 

Division, 2006, 2007, 2008, 2012). Among the participants, 94.6% reported that their 

agency received state funding from the Alcohol and Drug Abuse Division. The survey 

also indicated that 45.7% of participants used the ASI, which is an assessment tool 

specifically designed for adults. The qualitative interviews indicated that in some cases 

the reason for the use of this tool was that the counselor had previous experience in 

assessing adults, and in some cases it was required by the agency to be completed as part 

of the adolescent assessment. 

Quantitative outcome: Assessment resources. In conducting a substance abuse 

assessment, counselors use an interview process to gather data, but can also draw upon 

other resources such as corroborative information from other professionals involved with 

the client or from family members. Participants identified the frequency with which they 

draw upon various resources, in addition to the chosen biopsychosocial tool, to complete 

the comprehensive assessment. Table 16 indicates how often clinicians report using 

specific assessment resources. 
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Table 16. 

Descriptive Statistics of Assessment Resources 

Assessment Resources	
   n	
   Mean	
   Std. Dev. 

Structured or semi-structured clinical interview 89 4.80 0.504 
Unstructured clinical interview 85 2.84 1.454 
Information from family members 90 2.46 1.083 
Information from school staff 90 2.94 1.042 
Information from probation, parole, or court 90 2.29 1.183 
Information from other behavioral health professionals 89 2.47 1.119 
Information from medical health professionals 88 1.69 0.889 
Drug testing or drug screen 86 1.92 1.408 

Note. Responses based on a five-point Likert scale: 1= never, 2 = seldom, 3 = half the time, 4 = usually, 
5 = always.  
 

The resource used most frequently was the structured or semi-structured clinical 

interview tool. All the participants utilized it as a part of the assessment process, though 

some used it more frequently than others, with 83.1% “always” using a structured or 

semi-structured clinical interview as part of the assessment. The next most commonly 

used resource was information from school staff, though it was utilized much less 

frequently than the interview tool. The assessment resources utilized the least frequently 

were information from medical health professionals, which 50% of participants reported 

“never” using, and drug screen data, which 64% of participants reported “never” using. 

During interviews, participants indicated that drug testing was not normally used in a 

school-based setting. The majority of participants (82.6%) worked in a school-based 

setting, which appears to correlate to drug screens not commonly being included as an 

assessment resource. 

Qualitative category: Assessment inputs. From the analysis of the interview 

data, the category of Assessment inputs relates to what information or tools are used by 

adolescent substance abuse counselors in the assessment process. All of the subcategories 
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under the category of Assessment inputs are minor subcategories. There are three 

subcategories under Assessment inputs, which are Interview tool, Corroborative 

information, and Drug testing. 

 Interview tool. All of the counselors interviewed reported using a semi-structured 

interview tool as part of the assessment process. It was noted that the interview relies on 

client self-reporting.  

You have to kind of get them to come out with their whole story, because, you 
know, what they say is what we write down. So [if] they tell us that the used for 
the first time and that’s when they got arrested, then that’s what we have to write 
down. (Interview #11) 

The interview is the most commonly used tool in the comprehensive process, so the 

assessment results rely heavily on what the client shares through that interaction. 

Corroborative information. Corroborative information emerged as a subcategory 

encompassing the practice of gathering data from referral sources and relevant people or 

institutions in order to augment the assessment through alternate perspectives on the 

client’s background and history. Clinicians indicated that corroborative information for 

assessment is gathered from referral sources through reports and verbal communication. 

For instance, information from school staff is sometimes used in assessment practice, 

particularly in school-based substance abuse treatment. Corroborative information can 

also be gathered from parents and other relatives. 

But when they do get referred from, say, a school counselor, or a teacher, or a 
parent, of course we take into consideration their information or what they have to 
say about it. But we don’t come out and [say,] “Like, fine, this is what Mom says, 
so I’m basing my whole assessment on that.” (Interview #11) 

It was found that confidentiality guidelines for substance abuse treatment services place 

limitations on getting additional information about the client because it requires the 
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written consent of the youth for counselors to engage with significant others, including 

parents, or referral sources. 

This is the first time I’ve really worked with adolescents that I only get the 
adolescent’s perspective. And it’s not always the information that I need. 
(Interview #13) 

In this instance, the counselor realizes the limitations of the data collected from the youth, 

and thus the need to obtain alternative information to corroborate or challenge or add to 

the perspective that arises from the client’s assessment interview. 

Drug testing. The subcategory of Drug testing reflects the counselor’s use of drug 

test results as a part of assessment in order to determine recent drug use. In some cases, 

counselors indicated that drug testing is conducted at the treatment site, while in other 

cases the results are provided by the referral source, such as a probation officer. 

Counselors reported that drug testing is conducted primarily with youth that are mandated 

to treatment at community-based sites, as school-based substance abuse treatment sites do 

not provide drug testing in the school environment. Drug testing can also be used on an 

ongoing basis as part of the reassessment to evaluate progress toward treatment goals. 

It’s not like a punitive thing, where, “I’m going to bust you,” it’s like, “let’s prove 
you’re clean.” (Interview #8) 

As with other external sources of information, therefore, drug testing is seen as an 

important part of the treatment plan because it provides a source of data beyond what is 

reported by the client and significant others. 

 Qualitative category: Evaluation of process. The category of Evaluation of 

process includes the counselors’ evaluations of the assessment process in terms of 

practice, critique, and environment. Four subcategories emerged within the Evaluation of 

process category. The dominant subcategories are Length of assessment and Assessment 
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language. Minor subcategories include Impact of setting and Interview style. This 

category illuminates how substance abuse counselors experience the assessment process 

in order to better understand the challenges and benefits of the process. 

Length of assessment. Length of assessment emerged as the most significant 

subcategory within the Evaluation of process category, as well as one of the most 

frequent topics during the interviews. Client factors, instrument features, and 

environmental influences were all thought to impact the length or duration of assessment. 

Client factors that impact the length of the assessment process include client 

comprehension, how talkative the youth is, truancy (in the case of school-based 

treatment), and the client’s ability to focus. It can be difficult to keep youth engaged 

during the assessment process, particularly because of the length of the assessment tool. 

The assessment process can be especially challenging for youth who have difficulty 

keeping focused or have attention deficits. 

I have a lot of kids I work with that are ADHD, or ADD; that is a challenge to get 
them to stay focused long enough to answer my questions and understand why 
I’m asking them the questions. (Interview #11) 

It was found that youth who are not open to substance abuse treatment services present a 

particular challenge during the assessment process. Counselors noted that a lengthy 

questionnaire might inhibit trust in youth who are reluctant to engage in the services to 

begin with. 

Overall, there was consensus that most of the assessment tools used by the 

counselors, even those designed specifically for youth, were too long for adolescents. A 

comprehensive biopsychosocial tool that requires the participant to sit and answer many 

questions can be challenging for an adolescent to participate in. In some cases the 
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assessment process may include several different interviews or questionnaires that need 

to be completed, further extending the process. 

There are a lot of kids that have a really difficult time completing that many 
questions. It’s a lot. (Interview #6) 

Substance abuse counselors expressed concerns about the length of adolescent 

biopsychosocial tools, as well as the manner in which repetitive questions or those that 

were perceived as unnecessary added to the length. 

I find that the [biopsychosocial instrument] is horrifically long. Sometimes it’s 
horrifically redundant, so asks the same questions, like, “Are you pregnant? Have 
you been pregnant? Have you ever gotten somebody else pregnant?” It’s like, 
can’t we say no the first time and leave it at that? And some of it, it’s like, you 
know, “How bothered or troubled are you?” I have a hard time sitting still 
throughout the whole thing at times. (Interview #14) 

A lengthy biopsychosocial instrument, or the use of several different instruments, 

lengthens the time the youth must spend participating in the assessment process. There 

was general agreement that it is important to complete the assessment process promptly. 

An important rationale for completing the assessment without delay is not only to keep 

clients engaged in treatment, but also to enable the counselor and client to begin working 

on treatment goals and addressing the client's current challenges. 

For me, I think short and sweet is more important for adolescents. I mean, what 
I've noticed in working with adolescents is that what they came in for in the 
assessment literally, in like two weeks, looks so different. They're so ever-
changing that [if] I were to look at somebody's file, I don't know if I would give 
too much attention to the assessment, as opposed to what's been going on in the 
last couple of weeks. Or I would probably look more at the treatment plan, and 
how that's going. So although I think it's really important, what I've noticed with 
adolescents is they're so ever-changing that really, the assessment probably holds 
no water, like, three months into treatment. I think it's crucial in determining their 
level of treatment, and the goals, but then outside of that, I think they just change 
so much. So a thorough, extensive assessment—I don't know if it makes that 
much of a difference in the bigger picture when you look at their whole, when 
you're looking at the whole treatment modality. (Interview #10) 
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An assessment practice that is seen as comprehensive by those who developed the 

instrument(s) or require their use may in fact be less effective as an assessment tool 

because of the challenges with engaging adolescents for the length of the process. 

Assessment language. Assessment language was identified in the interviews as 

another important subcategory within the category of Evaluation of process. Clinicians 

felt there were challenges with the assessment language, particularly for adolescents. 

When explaining what was problematic about the language of particular assessment tools, 

clinicians variously described certain questions as confusing, weird, hard to understand, 

and difficult to answer. Many counselors felt that some questions on the assessment tool 

that they used were unnecessary or not applicable. 

I think that there’s a lot of questions on there that probably could just not be asked 
to shorten it. (Interview #6) 

The concern that some of the assessment tool language was not current was 

voiced by most of the interviewees. The challenge with a structured or semi-structured 

assessment tool is that over time, even a short time, it can become out of date or no 

longer seem as applicable, particularly due to the ever-changing nature of youth culture. 

The obsolescence can be because youth no longer use certain terms, begin using recently 

developed drugs or drug combinations, or engage in more contemporary activities that 

those creating the assessment tool are unaware of. 

And some of the questions don’t really apply to them anymore, or it’s not up to 
date in a sense, like—oh, I forget what they ask, but like how they spend their 
time: a lot of them spend their time text messaging, or things like that, so I think 
that’s kind of a hard part, but I also think that a lot of the questions maybe don’t 
apply to them a lot. (Interview #12) 
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Another aspect of assessment language that can be challenging is the clinical nature of 

the terms or questions in an assessment instrument. Some of the assessment language can 

be overly clinical for youth. 

And daily activities are really, “Are you able to brush your teeth, dress yourself, 
do your homework, do your chores?” “Yes.” Okay. So then, that is called, and I'll 
tell them, activities of daily living. So if you're ever asked that again, you can 
understand what that means. Because it's so—the language is intimidating! Who 
goes around and says, “Oh yeah, I'm able to do my activities of daily living”? 
(Interview #5) 

 Counselors commented that certain assessment questions use double negatives or 

redundant questioning. Double negatives were found to be challenging for youth to 

understand. 

It’s got a lot of double negatives, which for the kids, it’s almost impossible to 
decipher. (Interview #14) 

Many counselors viewed redundancy in questions as problematic, though one counselor 

pointed out that repetitive questions are part of a clinical strategy that can be helpful in 

determining if a youth is not telling the whole truth. Counselors indicated that some 

questions in particular assessment instruments were redundant. It was also noted that in 

some cases repetitive questions occurred because multiple assessment tools were required 

that asked similar questions. 

Impact of setting. Impact of setting is a subcategory that describes the 

environmental aspects related to modality that come into play in regard to assessment. 

Clinicians noted that the program setting impacted the assessment process. Modalities 

discussed during interviews included school-based outpatient, community-based 

outpatient, intensive outpatient, and residential. Most of the interviewees worked in the 

school-based setting and discussed the unique challenges involved in providing 

assessment in a school-based treatment modality. It was noted that youth are more 
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comfortable and open in a school-based setting than in a community-based setting. 

Counselors noted that this is in part because it is a more natural and relaxed environment 

for adolescents and because the youths understand that the counselor assessing them is 

not part of the Department of Education. 

Many of the interviewees talked about it being challenging to complete the 

comprehensive assessment in a school-based setting because of the class schedule. In a 

school-based substance abuse treatment setting it is common for counselors to see youth 

during the school day by having them come to services during class time. School-based 

counselors are limited in how frequently they can pull the student from a class and by 

which teachers will or will not release the student. Therefore, the assessment requires a 

longer time frame to complete in a school-based setting than in a community-based 

setting. 

I think because of the setting, because it’s [a] school-based setting, it makes it a 
little more challenging. We don’t have that problem at all with our IOP [intensive 
outpatient modality], because we have it set up, they come in with their parents, 
they do all the paperwork, and then they do their assessment. And it’s done. Next 
day, it’s done. But with school-based we’re kind of at the mercy of the school 
schedule. (Interview #6) 

In a school-based treatment setting, treatment services take place at the school and during 

school hours; therefore, having a supportive school administration and school culture, as 

well as the ability to negotiate with the school, is important. 

You know, we can most of the time get it done when we need to get it done if we 
have a school administration that supports the program and understand why we’re 
pulling the kids. And of course there’s got to be a lot of understanding between 
the counselor and the administration that, “Hey, I’m not going to pull the kid from 
a core class when I know he’s failing,” or from an entire class if they’re failing. 
I’ll just take him for fifteen, twenty minutes at a time then send him back. 
(Interview #11) 
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It was noted that when the school administration refers a youth for assessment in cases in 

which the student was caught using drugs or alcohol in school and suspended, it is 

important to finish the assessment quickly so that the youth can return to school. 

Interview style. The subcategory of Interview style describes how counselors view 

the structure of the interview tool used. Some clinicians prefer a more narrative, flexible 

approach to a structured interview tool. Other counselors pointed out that the value of 

using a structured assessment tool is that it helps to keep the interview neutral, counters 

preconceived notions about clients, and is supportive of beginning counselors who are 

not as familiar with client assessment. 

 Qualitative category: Counselor approach. The category of Counselor 

approach involves the manner in which counselors approach and deal with the youth they 

serve. Four subcategories emerged that fall within the category of Counselor approach. 

The subcategories that most frequently occur in the category are Skills and traits, 

Delivery, and Explanation. Judgment was identified as a minor subcategory. 

Skills and traits. The category of Skills and traits includes counselor approaches 

or characteristics found to be important in assessing youth. Approaches individual 

counselors identified as useful included active listening, motivational interviewing, being 

cautious at first, using commonality to reach client, being objective, and evaluation of 

non-verbal cues. Characteristics exhibited during assessment that were found to be 

valuable included being patient, genuine, humorous, calm, and helpful, as well as having 

knowledge of youth terminology, substance abuse, and recovery. Other characteristics 

that came up included enjoyment of working with youth and a passion for the work as a 

substance abuse counselor. 
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The most frequently identified aspect in the subcategory of Skills and traits was 

the view that a certain level of skill is required to be effective at substance abuse 

assessments. 

I mean it really takes someone—a good counselor—to kind of make it into 
something that isn’t like a clinical questionnaire. (Interview #13) 

One supervisor expressed the belief that some skills that are useful in assessment are 

innate and hard to teach. 

Delivery. Delivery was identified as a subcategory within the Counselor approach 

category to focus on how counselors approached clients when conducting assessments. 

Various techniques for effective delivery were identified by individual counselors, 

including communicating the assessment in an engaging manner, using eye contact to 

indicate listening, being mindful of one’s own non-verbal cues, using an engaging tone of 

voice, and being non-threatening. Environmental factors for delivery of assessment 

include letting the youth see the computer screen when completing the assessment 

electronically to increase the youth’s comfort level, breaking up the assessment into 

different sections to keep the client engaged, and giving youth something to do with their 

hands during the assessment to keep them involved. 

An important aspect of delivery indicated during various interviews is to finish 

the assessment process quickly. As was noted above, many counselors believe that the 

assessment tools are too long. The pace and focus of the interview itself is a related 

concern. 

So if you get that information in a shorter amount of time, that you can just 
become more engaging, and, “Okay, so what is it that you want to work on?” I 
think it allows the counselor to work more toward the treatment goals, or gives 
the client more opportunity to discuss what brought them in the door in the first 
place. (Interview #10) 
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It emerged that adolescents need redirection at times in order to help keep them on track 

to complete the assessment in a timely manner. When a client begins talking more 

extensively about an issue during assessment, counselors would let them know that once 

the assessment was complete they would discuss those issues in more depth. 

Sometimes if they want to tell me about an issue that they’re having, as we’re 
doing the assessment, we’ll get through some of the assessment. I’ll say, “You 
know, we need to get through so many questions, and then we’ll talk about that.” 
So that helps them get through it, and then they can talk about the issue that they 
want to. (Interview #15) 

The importance of preparing the client for what to expect during the assessment process 

as part of their delivery was also discussed, both to enhance the client’s understanding of 

the process and to help keep the assessment on track. 

You know, I normally say with the ADAD, I try to make it friendly and make it 
understandable for them why we’re doing the assessment. And I’ll tell them, you 
know what, it’s 150 questions, it’s closer to actually 200 questions, but you know 
what, I like to think of it as a camera; we can take pictures of these different areas 
in your life. And the whole point of me taking these pictures in your life is I want 
to know more about you and I want to know more about how I can help you. 
(Interview #1) 

In this way counselors use intentional approaches in delivery in order to keep the client 

engaged throughout the assessment process. 

Explanation. Within the category of Counselor approach, statements regarding 

the importance of providing youth with an understanding about the assessment process 

were the basis for the subcategory of Explanation. Counselors pointed out that youth 

sometimes react negatively when they do not have a clear understanding of why they are 

being assessed or why they are being asked so many, sometimes repetitive, questions, and 

when they do not understand the role of confidentiality in assessment. The most frequent 

observation in regard to Explanation was the need to explain the biopsychosocial 

terminology or the need to help the adolescent understand what is meant by certain 
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questions. Counselors approached this problem by either rephrasing questions, explaining 

the wording, or providing examples. 

I try not to reword them, but sometimes I’ll ask a question, and then I’ll ask them, 
“Do you understand the question?” and then if they say no, I’ll ask them what did 
they not understand. So I’ll try to explain whatever word or wording is in the 
question, so that I don’t try, I’m not trying to fish for answers or give them a way 
to answer that may not be the way the question’s asked. (Interview #2) 

Clinicians often felt that an explanation of confidentiality during assessment was 

important to help the client feel more comfortable and safe. 

One thing that I really make sure that I explain is the confidentiality, before I even 
start an assessment, before I even start asking them about any questions that they 
wouldn’t think may be confidential, or may be embarrassed to answer. (Interview 
#2) 

By helping clients to better understand the process, the practice is made more transparent. 

Judgment. The subcategory of Judgment relates to the counselor's perspective 

about the importance of being non-judgmental, including not appearing surprised despite 

their clients’ sometimes unexpected answers, and the clients' fear of being judged during 

assessment. 

Because it’s important to not make the kids feel like you’re judging them, or that 
you don’t understand them, or you think that you’re better than them because 
you’re older. (Interview #15) 

The counseling approach of “meeting the client where they are at” falls within the 

Judgment subcategory, as it is one that requires the counselor to refrain from making 

generalizations or mistaken conclusions about clients. 

We a lot of the times will have preconceived notions about people and about 
clients when they walk in the door, and a lot of those are wrong. And it [the 
assessment] takes away all those preconceived notions. That whole idea of 
meeting the client where they’re at is okay, but I think when the human factor 
comes into it and we don’t have enough information to begin with, then we can’t 
really meet them where they’re at. (Interview #9) 
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Clinicians noted that accurate assessment data assists in understanding the client’s 

experience in order to provide treatment that matches the youth’s individual needs. The 

counselor's approach is thus vital to the overall success of the assessment process. 

Qualitative category: Client response. The category of Client response 

represents how the act of assessment is experienced by the youth from the perspective of 

the substance abuse counselor. The client’s reaction and outlook on the assessment 

process influence both the process and the outcome. The subcategories within client 

response include Openness, Intrusiveness, and Building trust. The experience of 

conducting assessments with adolescents provides the reader with a better understanding 

of how the assessment process impacts adolescents. 

 Openness. Openness is an important subcategory within the category of Client 

response. Substance abuse counselors found that being mandated to attend treatment, 

having previous involvement with authority, and being from a military family can 

negatively impact a youth’s openness during assessment. There was consensus that 

voluntary clients, whether adults or adolescents, were more open during assessment than 

those mandated or required to attend substance abuse treatment. 

And then with the adolescents, they choose to come into the program. Very few of 
them are mandated to attend my program, so they want to be there; they want to 
talk. They want to tell you what’s been going on in their lives, and how they were 
raised, and how drugs and alcohol have affected them and their families. … I 
guess you could say they haven’t been through all of these … like the criminal 
justice system and those kinds of things that tell them that they should be afraid of 
us, or keeping secrets. (Interview #11) 

Several of the counselors had experience working with military dependents in Hawai‘i, as 

well as working with non-military youth. The differences between the populations were 

sometimes described in terms of openness during assessment. 
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The military kids growing up, they’re told, “What you disclose, what you tell 
outside the family, will affect my career so be careful what you disclose.” 
(Interview #8) 

One counselor conveyed the belief that the higher the rank of the youth’s parent, the more 

guarded the youth appeared to be during assessment.  

It was indicated that some youth are reluctant to disclose much information 

initially and are not always truthful in what they report, particularly about their drug use 

and their families. 

Clients aren’t always telling the truth, especially when they’re first starting 
treatment. They tend to give us a skewed idea of what their drug history actually 
is. (Interview #13) 

The experience of several clinicians was that youth often need time to open up and be 

honest. Once rapport is established, clients are more likely to increase their 

communication and disclose more reliable information. 

And sometimes they don’t say the truth right away, so be aware of whether or not 
they’re holding back information, and to not accuse them for that, but to just be 
aware of it for later; that it might be something that needs to be asked about later. 
(Interview #15) 

One counselor noted that the assessment process does not give counselors the whole story 

because initially clients will hold back to some degree, no matter what tool is used. 

Intrusiveness. Intrusiveness was a subcategory that emerged within the Client 

response category, which reflected the ways in which clients may find the assessment 

process intrusive or invasive. One indication that clients may feel the assessment is 

asking questions that are too personal or intrusive is a reluctance to engage in the process 

or hesitancy in answering certain questions or sections of the assessment. Another aspect 

relates to the challenge of a youth having to respond to so many personal questions being 
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asked by the counselor. Clinicians noted that the assessment process might feel invasive 

to a client. 

The drawback is—there’s so many questions right in the beginning that it could 
scare them off. It could be kind of—they’re not used to being asked so many 
questions about their personal life that, you know, that intensely. … You know, 
sometimes, a lot of the kids feel a little intrusive; you know, they actually say, 
“Why do you need to know that for?” (Interview #2) 

Clients are also sometimes reluctant to answer certain questions or discuss specific 

domains that they do not feel comfortable talking about. 

Building trust. Building trust falls within the category of Client response because 

the level of trust impacts the client's reactions during assessment. Several of the 

counselors emphasized the importance of building trust with youth, as well as the fact 

that it can take time to develop trust. 

We have this expectation that they’re going to walk in, and just because we have a 
piece of paper on the wall, they will go against all of their instincts and all of the 
mistrust that they have learned throughout the years and just spill their guts all 
over the place, you know? And a lot of those are kids that are just street-smart, 
and know better! (Interview #14) 

Counselors thus recognize the importance of developing a positive, trusting relationship 

with the youths they serve as the basis for creating an accurate assessment. 

Summary of findings from research question 1. The findings of research 

question 1 included quantitative data about tools used, and what resources are used to 

complete the comprehensive assessment. The qualitative categories that emerged in 

response to this research question included Counselor approach, Evaluation of process, 

Client response, and Assessment inputs. These findings provided more detailed 

information concerning what happens in regard to adolescent substance abuse assessment 

in terms of how the counselor gathers information, how the counselor perceives what the 
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experience is like for the youth, and how well the counselor believes the assessment 

process works. 

Findings for Research Question 2: Value of Assessment 

The purpose of the second research question is to understand the value that 

substance abuse counselors who work with adolescents place on assessment data. The 

quantitative findings produced data about how helpful or useful clinicians found 

assessment data to be, as well as their perspectives about the relationship between 

assessment and client outcomes. The data also provided insight into how valuable 

assessment data are in assisting with other treatment functions, such as referral and 

problem identification. Participants indicated which assessment domains, such as familial 

or psychological, are considered the most valuable and least valuable when assessing 

adolescents. The qualitative interviews provided rich data regarding the valuation that 

counselors place on assessment data. The category that falls under the research question 

of understanding the value that substance abuse counselors who work with adolescents 

place on assessment data is Assessment value. 

 Quantitative outcome: Assessment value. Participants were asked to describe 

their valuation of assessment data through the constructs of being “helpful” and “useful,” 

as well as their perceptions of whether comprehensive assessment leads to better client 

outcomes. Table 17 summarizes the descriptive statistics for assessment value. 
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Table 17. 

Overall Assessment Value  

Value Statements	
     n Mean	
   Std. Dev. 

I feel that the information from the assessment is helpful in 
my work with clients. 92 4.87 0.37 

I feel that the information from the assessment provides 
useful information in my work with clients. 92 4.84 0.40 

I feel that an assessment with a client at the start of treatment 
leads to better outcomes for the client. 92 4.65 0.686 

Note. Responses based on a five-point Likert scale: 1= disagree, 2 = somewhat disagree, 3 = neutral, 4 = 
somewhat agree, 5 = agree.  
 
 Clinicians rated the value for assessment data for various treatment functions 

including diagnosis, referral, problem identification, client strengths and supports, and 

treatment planning. Table 18 provides descriptive statistics indicating how valuable 

substance abuse counselors find assessment data for the specific treatment functions. 

Table 18. 

Assessment Data Value for Treatment Functions 

Treatment Functions	
       n	
   Mean	
   Std. Dev.	
  

Determining diagnosis 92 4.74 0.48 
Determining the need for referral 92 4.73 0.53 
Problem identification 91 4.71 0.56 
Identification of client strengths and social supports 92 4.55 0.65 
Developing a treatment plan 92 4.66 0.65 

Note. Responses based on a five-point Likert scale: 1= not very valuable, 5 = very valuable.  
 
In terms of overall means, clinicians found assessment data useful for all the treatment 

functions listed, but most valuable to determining diagnosis and least valuable in 

identifying clients’ strengths and social supports. 

Participants also rated the value of particular assessment domains. The substance 

abuse assessment instruments used by most of the participants are ordered by domains 
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representing particular areas of information, such as family history, psychological 

functioning, etc. Clinicians who conduct substance abuse assessments with adolescents 

see some domains as more valuable than others. Though much information is gathered 

during assessment, clinicians find some of it quite valuable when assessing adolescents, 

while other areas of data collected may not be as important. Table 19 indicates clinicians’ 

ratings of how valuable they found the following domains when assessing adolescents. 

Table 19. 

Descriptive Statistics of the Assessment Domain Value 

Domain	
     n	
   Mean Std. Dev.	
  

Drug and alcohol use history 92 4.95 0.228 
Medical / Biomedical / Physical health 92 4.33 1.049 
Sexual history and health 90 4.30 1.033 
Developmental issues and history 88 4.42 1.014 
Psychological / Mental health 92 4.66 0.651 
Family 92 4.83 0.409 
Employment / Vocational history 89 3.71 1.455 
School 92 4.71 0.621 
Social / Peer 92 4.77 0.516 
Legal history / Delinquency 92 4.61 0.770 
Cultural 87 4.07 1.118 
Community / Environment 87 4.32 0.970 
Spiritual / Religious 88 3.83 1.234 
Leisure activities / Hobbies and interests 91 4.58 0.776 
Other 15 4.73 0.594 

Note. Responses based on a five-point Likert scale: 1= not very valuable, 5 = very valuable.  
 
The domains of drug and alcohol history, family, peer/social, and school were found to 

be the most valuable. Spiritual/religious, employment/vocational history, and cultural 

domains were found to be least valuable in adolescent assessment practice. A similar 

result was found in the qualitative interviews, as described below. 
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Qualitative category: Assessment value. The category of Assessment value 

demonstrates what counselors perceive as the merits of substance abuse assessment. Four 

subcategories were identified as part of this category. The dominant subcategories are 

Assessment domains and Information gathering. Minor subcategories include Rapport 

building and Motivation.  

 Assessment domains. The subcategory of Assessment domains reflects substance 

abuse counselors’ perceptions of which assessment domains have merit and which are 

less significant. This subcategory encapsulates the rich data about what areas of 

information the counselor found most valuable when doing a substance abuse assessment. 

Counselors typically find the family, social, and drug and alcohol sections of the 

assessment most valuable, and the school, psychological and legal sections less so. The 

least valuable sections of the assessment were found to be the employment and medical 

history sections. 

The family domain was found to be the most valuable section for most of the 

counselors because it was seen as helpful in understanding how the client grew up and 

how their family environment influenced who they are today. 

I think the part I enjoy the most is getting their family history, which is very 
important. Getting the family history is very helpful, because if they’re growing 
up—if they’ve grown up in this environment where drugs and alcohol have been a 
factor. … That gives you a broader understanding of what this child has been 
through, so I definitely think talking about the family history—and of course 
there’s also, you know, how they are socially, that definitely is helpful. (Interview 
#11) 

Though the family section overall was found to be very helpful, the limited structure of 

parental/caregiver categories makes it difficult to gather data from youth who have non-

traditional families. 
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The social domain was found to be one of the most valuable assessment domains 

because it helps counselors understand how youth spend their time and the roles that peer 

influence play in their lives. 

I think also the question I use in the social part of it is how the student spends 
their day. I think it’s very helpful. I get to the part that says, you know, how much 
free time do you spend—or how much free time do you have—asking that 
question, because they never really associate having a lot of free time with a lot of 
using time, so pointing that out to them. (Interview #12) 

Though the social section of the assessment is seen as quite helpful, it was also noted that 

it was too long. 

The data gathered from the drug and alcohol domain assist in understanding how 

long ago youths started using as well as the extent of their use. The process of sharing the 

histories of their drug use can create insights for the youth as well. 

back to the drug and alcohol part of it: them listing everything out is very helpful 
and not just for me, but for them to realize what they’re using. Because a lot of 
my clients are like, “Whoa, I didn’t realize I’m using so much, or how long I’ve 
been using for!” So I think it’s a big eye-opener for them a lot of the time. 
(Interview #12) 

When gathering information on domains other than drugs and alcohol, clinicians 

indicated that the information might still relate back to how the adolescent’s drug and 

alcohol use impacts those areas of life. 

 The school domain is a part of assessment tools specifically designed for 

adolescents. Participants indicated that the school domain was valuable in terms of 

adolescent assessment. 

And the school relationship ’cause you can basically—if they say that they’re 
having challenges in the fifth grade, then it stops, then almost immediately to 
attendance or tardiness, and why are they tardy, and where do they—what’s 
causing them to be truant? (Interview #3) 
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The school domain thus provides the counselor with a general sense of the youth's 

situation because the student’s status at school is an indicator of what is happening in 

other domains. 

 The participants indicated that the legal domain helps to identify behaviors related 

to drug use, to understand how the youth feels about authority, and to assist in identifying 

more extreme behaviors. It was noted that the legal section is valuable mainly when 

assessing those youths who are already involved in the legal system. 

For me, the legal section is helpful in trying to figure out what behaviors they’re 
doing, and a lot of times they say that, like, fighting is drug- and alcohol-related, 
or they steal because they’re hungry—because they’re stoned. (Interview #12) 

It was indicated that the psychological section was valuable, though it was not as 

valuable to the counselors as the family, social, and drug and alcohol domains.  

I think that some of the part of the ADAD with the psychological part—it goes a 
little bit—but I mean, then I’ve had kids that have totally responded to those 
questions and they understand why they’re asking them. So I mean, yeah, it 
depends on the student, and some of the students are really having some of those 
issues, and some are having less, … so yeah, I think it’s a pretty good tool 
because it kind of lets you determine where the student falls in terms of what’s 
going on in their brains. (Interview #3) 

 The medical domain was found to be long and drawn out, and not very valuable in 

treatment planning, although it was noted that it is important to know what medication 

the client is taking.  

Overall the employment section was seen to be the least valuable of the 

assessment domains. Many youth receiving treatment services may not be employed or 

had jobs that had very little direct impact on their condition. 

 It was noted that most of the domains provide information of some value, though 

often the assessment sections created to get that information could be more concise. 
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I think all the domains are useful. I don’t think that the tool—I think the tool 
could be modified and still be very useful. But I think every section is valid and 
important, even the medical section, but it could be shorter. (Interview #6) 

As far as valuable data that the established assessment domains do not include, 

one counselor noted that the biopsychosocial tool they used was lacking in that it did not 

gather trauma-related information. Another counselor shared that she asks strength-based 

questions during the assessment in order to learn about what things the youths are good at 

and what they like about themselves. 

Information gathering. Information gathering emerged as a subcategory that 

describes the value of the assessment to better understand the client through a 

comprehensive data collection process. Counselors regard the substance abuse 

assessment as valuable in eliciting a wide range of information. A structured approach 

allows the counselors to gather more information in a shorter amount of time than one 

could by asking open-ended questions. The substance abuse assessment helps the 

counselor to get to know the client. 

I think that by the time you’ve done the assessment with someone you’re 
comfortable with them, they’re comfortable with you, and they’re just—you know 
them a lot better than when they first come in, anyway. (Interview #14) 

Counselors indicated that the data gathered during assessment identify the challenges the 

clients are experiencing as well as their needs. This knowledge helps the counselor to 

provide individualized treatment to the youth. 

You can’t really provide treatment without doing a comprehensive assessment, 
and gathering, you know, all of the pieces, just like you can’t put a whole puzzle 
together if five pieces are missing, because it’s incomplete. So it is really 
important to get all the right information so that you can provide them with what 
they need individually. (Interview #11) 
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It was found that the assessment helps to identify the severity of the youth’s drug use. A 

comprehensive substance abuse assessment gathers information not just on drug use, but 

also on other areas of life. 

I think it’s just really important to get a whole, comprehensive assessment done. 
And not only substance abuse, but really looking at the kid as a whole. And I 
think, I’m sure we all know that … substance abuse does not exist in a vacuum. 
(Interview #1) 

The results of the assessment provide the information needed to formulate a treatment 

plan and to begin treatment. Counselors described the assessment as a starting point for 

services. 

I guess it is valuable in the fact that it does give you a baseline or a starting-off 
point. (Interview #12) 

Rapport building. Rapport building was identified as a subcategory within the 

category of Assessment value. The assessment process is valued in part because it helps 

to establish a relationship between the client and counselor, in terms of it being a helping 

relationship and professional affiliation, as well as assisting in the development of 

rapport. 

I think it’s a really good way for me to balance getting to know the client and for 
them to understand my role, and understand the program. It’s a very good time for 
me to get to know them, and thus develop a rapport with them. (Interview #7) 

Almost all the interviewees discussed the value of the assessment process to develop 

rapport and foster relationships. One supervisor went so far as to point out that even if the 

substance abuse counselor does not know how to effectively integrate the assessment 

results into the client’s treatment, the assessment process still has value in terms of 

building rapport. 

 The assessment process helps the client to open up and share experiences, 

building a stronger alliance between the counselor and youth. As counselors engage in 
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the assessment process with adolescents, it is an opportunity for the counselor to build 

trust with them. 

Well like I was saying, if you do it right, the assessment, the first time, you’re 
building your rapport with them, and pretty much treatment after that is a lot 
easier, because you’ve established that rapport. And then they know that they can 
trust you. (Interview #11) 

Counselors indicated that most of the time the assessment can enhance the therapeutic 

alliance; however, it can also impede the alliance in some ways or with certain clients. 

I think in some ways it really impedes the alliance, because it really … it kind of 
forces things. (Interview #13) 

Motivation. Motivation was identified as a minor subcategory in Assessment 

value. Clinicians found that the assessment process can help the client to feel validated 

and motivate change. The structure of the assessment process validates the client and 

their needs. 

I think it—it really shows the kid that you’re interested in who they are and what 
they have going on. I know a lot of the kids that I work with, it seems like nobody 
really listens to them. And when I get contact with them and after I’ve been with 
them for a little while, I do get that feedback; it’s like, “Finally, somebody is 
listening to me—finally somebody that’s trying to understand me.” (Interview #2) 

Sharing information about the different areas of their lives in a structured way can help 

the clients to see patterns and problems that they might not have seen on their own. As 

the challenges the adolescent is experiencing are identified, it can be a motivating force 

for change. 

But once you start talking about them—start talking about what’s going on in 
their lives and how do they want to change those things—that is so powerful. That 
is a real empowering moment where the kid says, “You know what? I’m here and 
I’m going to do something about this problem that I have, or that problem that I 
have.” It’s so empowering. (Interview #1) 
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It was also noted that information gathered during assessment could be used to motivate 

clients to change by helping them to see how their current behaviors can negatively 

impact their long-term goals. 

Summary of findings from research question 2. The findings of research 

question 2 included both quantitative and qualitative data reflecting what aspects of the 

assessment process clinicians value. The qualitative categories that emerged in response 

to this research question included Assessment domains, Information gathering, Rapport 

building, and Motivation. Quantitative data reflected how important the counselor felt the 

assessment process was overall, as well as how valuable assessment data are in terms of 

assessment domains and treatment functions. These findings provided more information 

about what aspects of the assessment are seen as important to clinicians, both in terms of 

data collected and the act of going through the data collection itself. 

Findings for Research Question 3: Use of Assessment Data 

The purpose of the third research question is to understand how substance abuse 

counselors use assessment data when working with adolescents. Participants provided 

data about their use of assessment data in practice, in terms of how assessment domain 

information is integrated into both treatment planning and overall treatment functions. 

Assessment data can be used in various treatment functions, such as developing a 

diagnosis, identifying referral needs, developing a problem list, identifying supports and 

resources, and developing a treatment plan. Assessment data are used primarily to 

develop treatment interventions (CSAT, 1998). When developing a treatment plan, 

counselors incorporate certain domains as the basis for treatment planning more 

frequently than other domains. The way assessment data are used was described in the 
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qualitative interviews in terms of general use, as well a more comprehensive discussion 

of the integration of assessment data into treatment planning. The categories that fell 

under the research question of understanding how assessment data are used by substance 

abuse counselors who work with adolescents includes Assessment data usage and 

Treatment planning. 

Quantitative outcome: Use of assessment domains in treatment planning. A 

substance abuse counselor can integrate assessment data by using information from 

specific domains in the biopsychosocial instrument to help develop a treatment plan with 

the client. Though substance abuse counselors may be expected to gather data on a wide 

variety of areas as part of the comprehensive assessment, only certain aspects of that 

information are used to develop treatment interventions when working with a client, 

based on that client’s individual needs. Table 20 shows by frequency which assessment 

domains clinicians are integrating into treatment plans.  
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Table 20. 

Use of Assessment Domains in Treatment Planning 

Domain	
   n	
   Mean	
   Std. Dev.	
  

Drug and alcohol use history 92 4.95 0.228 
Medical / Biomedical / Physical health 91 4.47 1.036 
Sexual history and health 91 4.44 1.087 
Developmental issues and history 86 4.10 1.293 
Psychological / Mental health 91 4.55 0.898 
Family 91 4.71 0.637 
Employment / Vocational history 89 3.93 1.514 
School 92 4.73 0.631 
Social / Peer 92 4.78 0.590 
Legal history / Delinquency 92 4.61 0.784 
Cultural 89 3.80 1.358 
Community / Environment 89 4.22 1.156 
Spiritual / Religious 88 3.74 1.482 
Leisure activities / Hobbies and interests 91 4.64 0.823 
Other 14 4.64 1.082 

Note. Responses based on a five-point Likert scale: 1= never, 2 = seldom, 3 = half the time, 4 = usually, 5 = 
always. 
 
The domains that clinicians most often use to develop a treatment plan include drug and 

alcohol use history, social/peer, school, and family. Domains least frequently integrated 

into a treatment plan are spiritual/religious, cultural, employment/vocational history, and 

developmental issues and history. When developing a treatment plan the frequency rating 

showed that clinicians reported “always” using the drug and alcohol use history domain 

94.6% of the time and the social/peer domain 85.6% of the time. 

 Quantitative outcome: Use of assessment data for treatment functions. The use 

of data for treatment functions reflects the idea that assessment data serve a purpose 

beyond initial placement, but inform many continuing aspects of the treatment process. 

Participants rated the frequency with which they used assessment data to establish a 

diagnosis, evaluate the need for referrals, identify problems the client is experiencing, 
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identify clients’ strengths and their social supports, and develop a treatment plan. Table 

21 reflects how participants use assessment data for different treatment functions. 

Table 21. 

Use of Assessment Data for Treatment Functions 

Treatment Functions	
   n	
   Mean Std. Dev. 

Determining diagnosis 92 4.71 0.719 
Determining the need for referral 92 4.59 0.879 
Problem identification 92 4.80 0.426 
Identification of client strengths and social supports 92 4.80 0.451 
Developing a treatment plan 92 4.85 0.443 

Note. Responses based on a five-point Likert scale: 1= never, 2 = seldom, 3 = half the time, 4 = usually, 5 = 
always. 
 
 Clinicians reported using assessment data most frequently, in terms of the overall 

mean, to develop a treatment plan. In examining the ratings of the frequency data, it was 

found that 87% of the participants reported that they “always” used the assessment data 

to develop a treatment plan. Assessment data were used the least frequently to determine 

the need for referral. 

Qualitative category: Assessment data usage. The category of Assessment data 

usage refers to the manner in which the information collected during the assessment 

process is used afterwards. Six subcategories emerged within the category of Assessment 

data usage, all of which were minor subcategories. Subcategories in Assessment data 

usage include Intervention, Level of care recommendation, Identify problem areas, 

Develop summary, Diagnosis, Evaluate progress, and Referral. 

Intervention. The subcategory of Intervention within the category of Assessment 

data usage refers to the counselor's indication that assessment data are used after the 

assessment process is completed. Using assessment data to develop appropriate 
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interventions, typically outlined in a treatment plan, was a common thread that ran 

through the interviews. 

So while we’re doing the assessment, we’re always mentally taking—also 
mentally taking notes on how we’re going to base their treatment plan, which is 
the set of goals that we establish in the beginning that we need to work on while 
we’re in treatment. So that really sets the basis right there for the rest of treatment. 
(Interview #11) 

Identify problem areas. The subcategory of Identify problem areas refers to the 

use of assessment data to uncover the challenges the youth is facing. The interviews 

illuminated how the assessment process helps to ascertain problems occurring in the 

adolescent’s life, which can then be presented to the client and used to help develop a 

Master Problem List. 

Well, we go directly from the ADAD to problem list, so that’s so you can use it 
right away to determine what problems are actually occurring in their life, if they 
have school issues which they have to work on, if they’re having peer issues, 
immediately what they can work on with that. (Interview #3) 

In this way the assessment data are used to develop a list of issues, which can then be 

addressed as the treatment plan is developed. 

Develop summary. Another use of the data that was identified by participants is to 

develop a summary, which occurs after completing all the assessment instruments. Here, 

the counselor translates the comprehensive and often fragmented assessment information 

into a narrative format, sometimes called a clinical summary or interpretive summary. 

So the information is pretty necessary in writing our clinical summary. (Interview 
#13) 

Diagnosis. Several participants also noted that assessment data are used to help 

determine the client’s diagnosis. 

But, I mean, if you have been doing it for a while, you know the questions to ask, 
and you’re kind of picking up those cues as you’re assessing them, so by the end 
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of the assessment, you kind of already have an idea of what level they should be 
in, and yeah, what their diagnosis is for sure. (Interview #11) 

Level of care recommendation. Counselors assess adolescents to make 

recommendations about what treatment services are needed. A counselor noted that a 

client’s honesty during assessment influences what level of care the counselor 

recommends for the youth. However, even when a client is honest during assessment, 

they may not be willing to follow the recommendations regarding level of care. 

Participants noted that a client may be assessed as needing a higher level of care, such as 

intensive outpatient or residential, but he or she can still be admitted to school-based 

outpatient if the youth is not willing or ready to access the higher level of care. In cases 

where a youth is not willing to enter a higher level of care even when the assessment 

indicates the need, behaviors such as using drugs or alcohol in school or getting arrested 

can result in a youth being mandated to a higher level of treatment. 

Because you only can recommend them; you can't say, “Okay, well, you can't see 
me because you need a higher level of care.” …You're going to continue to see 
that client and make sure that you provide the resources and education at that 
level of care. And, I know this is—this might sound a little bit harsh, but—and 
then you think, “Well, if he gets worse, then thank goodness he'll get arrested or 
busted on school campus,” and that'll confirm that, yes, you are going to get the 
higher level of care now. (Interview #4) 

Evaluate progress. The subcategory of Evaluate progress describes how 

assessment data can be used to monitor client's progress through the treatment. The initial 

assessment can serve as a baseline for both the counselor and the client to evaluate 

changes over time. 

I think it does help them with their motivation, because they kind of figure out 
where they are, and a lot of times it helps them within treatment, like how far 
they’ve come or what they’ve cut down on, and just to see their progression, 
because a lot of times they just—I tell them, “You know, you came in using this 
much and now you’re down to this,” and for them it’s a lot—rewarding to see that 
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they’ve made these steps, so … when they first come in, it seems overwhelming 
to them, but it’s a good tool to use. (Interview #12) 

Data thus become part of the extended treatment process, wherein both the client and the 

counselor are able to assess progress and determine changes to the treatment plan. 

Referral. The subcategory of Referral came up the least frequently within the 

category of Assessment data usage. In a few cases, referral was mentioned as one of the 

ways that assessment data were utilized. 

So, information that is collected from the assessment, I guess the clinician will 
know what our services can provide for that client. And if it's more of a 
behavioral issue, we know what fine line of mental health issues that need to be 
referred to a behavioral health clinician. (Interview #4) 

In this case, data become the basis by which the counselor determines the most 

appropriate external support for the client. 

Qualitative category: Treatment planning. The category of Treatment planning 

illustrates the relationship between the assessment results and treatment planning, where 

the information collected during assessment is connected to future actions. Four 

subcategories emerged within the category of Treatment planning. The major 

subcategory was Client participation, which was a dominant topic of discussion in the 

interviews overall. Minor subcategories include Integration of assessment, Treatment 

plan criteria, and Treatment plan structure.  

Client participation. The subcategory of Client participation relates to client 

involvement in developing a treatment plan to guide the course of treatment. It was one 

of the dominant subcategories that arose from the interviews. The subcategory of Client 

participation encompasses the process of collaborating with the client to develop a 

treatment plan, youth reactions to the results of the assessment, and working with the 

adolescent to address identified problems over time. 
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Counselors depict the development of the treatment plan as a collaborative 

process with the client. Client involvement is an important part of the treatment planning 

process. 

And we do the treatment plan with the client. The client has definite say in what 
they want to work on, and they can see the screen to see what I’ve rated them, and 
a lot of the times they see where I’m coming from, or even they rate themselves 
higher. (Interview #12) 

Clinicians described the process as one where the counselor reviews the results of the 

assessment with the client in order to begin working with the youth to develop treatment 

goals. Having adolescents identify their own problems and goals helps them to feel more 

invested in the treatment plan. 

So you gather the information, you do the summary and you use it to set treatment 
goals, and you set it to identify the level of treatment the client needs, and what 
are the goals that you feel should be addressed. And then you bring those up to 
the client, saying, “Okay, based on your assessment, these are some areas of 
concern that I see. Would you agree with this, or not?” You use all that 
information to set the treatment goals. (Interview #10) 

 When presenting the results of the assessment to the client, interviewees indicated 

that there might be problem areas that were identified through the process, but that the 

youth might not want to address some of those issues at that time. Part of the goal of the 

collaborative treatment plan is to determine what the adolescent is willing to attempt to 

accomplish. 

When the assessment’s completed and there’s a summary, and from the 
assessment, then sitting down with the kid and coming up with a kind of a master 
problem list, with the counselor saying, “This is what I see as an issue,” and the 
kid saying, “Well, I want to work on only this or only that.” Then we have the 
treatment plan. (Interview #8) 

Counselors conveyed that they do not force the youth to work on problems they don’t 

want to address. It was noted, particularly by supervisors, that some clinicians have the 

skill level to bridge the results of the assessment to something that the client wants to 
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work on. If the client does not want to address the identified issue directly, the counselor 

and client can develop a plan that looks at the problem more indirectly by identifying 

some aspect of the problem the adolescent is willing to examine. 

The way I try to do it is explain, “Wow, okay, so in this area, you know, your—it 
looks like you struggle a lot with your relationship with your mom. Is there 
anything that you’d like to work on in this area?” We use that as the tool to get 
them to come up with their own problem title or whatever, so that they can buy 
into working on their own treatment plan. (Interview #6) 

 Counselors noted that when an issue arose from the assessment that the client was 

not ready or willing to examine at that time, in most cases the problem was included as 

part of a Master Problem List or included in the treatment plan with the indication that it 

was not being addressed. Clinicians found that youth may be ready to work on these 

problems later on in the treatment process, when the client has either developed more 

trust in the counselor or has become more willing to address the previously identified 

issue. 

We kind of point it out and we kind of explain to them why we think this is 
something that they need to look at. Now of course it’s always, you know, they’ll 
say, “I don’t want to talk about that; I don’t want to work on that,” then we just 
leave it alone for then, you know, I mean for that time. Because usually what 
happens is once they’re used to being in treatment, and they understand the 
process more, then they go, “You know what? I think maybe you were right, and I 
think maybe we should look at that, because I’ve been trying not to smoke, but 
every time I go surfing, these guys are lighting up, and I end up using.” (Interview 
#11) 

Integration of assessment. The subcategory of Integration of assessment reflects 

how the details of the assessment results are incorporated into a treatment plan. 

According to the descriptions provided by participants, the flow of the assessment 

process usually involves completing the biopsychosocial tool(s), then information from 

the biopsychosocial tool and other corroborative information is used to inform the 

narrative or interpretive summary, and then the Master Problem List and treatment plan 
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are developed collaboratively with the client, using the results of the assessment. 

Supervisors indicated that counselors do not always have a clear understanding of the 

purpose and flow of the assessment process. Integrating the assessment results into the 

rest of the treatment process can be challenging for counselors. One supervisor noted: 

They [the counselors] didn’t understand that that’s how you get your list of 
problems: from your assessment. It’s a successional process. But hopefully they 
do now; I mean we’ve talked a lot about it. (Interview #6) 

Supervisors estimated that 80 to 85% of the time counselors successfully integrated the 

assessment results into treatment. It was also noted by some supervisors that newer 

counselors appear more willing and able to follow the assessment process in the intended 

order and to integrate the data successfully into treatment. Alternately, when more 

experienced counselors do not incorporate the assessment data as extensively, supervisors 

suggested that it was because those counselors may feel they know what the client needs 

to work on even if that is not what the assessment indicates. 

Treatment plan criteria. Treatment plan criteria is a minor subcategory within 

the Treatment Planning category that reflects the use of standards or criteria for 

establishing a treatment plan. Different programs use different criteria for developing a 

treatment plan based on assessment. Some counselors reported that their agencies use the 

American Society of Addiction Medicine (ASAM) Adolescent Placement Criteria 

dimensions (e.g., biomedical conditions and complications, readiness to change, and 

recovery environment) to shape the treatment plan. 

Well, I mean based on what the dimensions are, if they’re medium or high, than 
we expect that it’s going to have a treatment plan for that dimension. (Interview 
#13) 

It was noted by a counselor that when the ASAM is used to format the treatment plan, 

issues that do not fit into an ASAM dimension might not end up in the treatment plan. 
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Other agencies use the biopsychosocial domains (e.g., school, family, and psychological) 

to develop treatment plans, in which case a certain score in a particular domain would 

normally generate a treatment goal. 

So the client and the counselor rate each section of the assessment, and if it’s a 
four or higher on the scale, it goes on the treatment plan, and then the client can 
choose to address the issue or not. And then if there are other issues that the client 
wants to address, they can add them onto the treatment plan. (Interview #15) 

Counselors also conveyed that the treatment plan criteria could also be based on what 

was identified as a significant issue. 

Yeah, because based on your documentation, on your notes—let's just say, client 
was severely depressed, had some suicidal ideation, this has been going on for 
several weeks, and so they would expect a treatment plan to address that—then 
you don't just dismiss it. (Interview #10) 

Some counselors relied on a rating system to help determine what treatment plan 

problems to include, but in other cases counselors used a more subjective approach based 

on their own interpretation of the assessment and past experience. 

Usually what I’ll do with the assessment: I’ll keep some handwritten notes on the 
side and I’ll use that as what I think will be the important thing for the treatment 
plan, based on the assessment. (Interview #2) 

One agency has an electronic health record (EHR) system that transfers assessment 

results to the treatment plan to help the counselor better determine what treatment goals 

are appropriate. It was also noted that a substance abuse-related goal is always included 

in the treatment plan. 

Treatment plan structure. The subcategory of Treatment plan structure is a 

minor category that deals with how the treatment plan connects to the rest of the 

treatment. It was reported by some counselors that treatment activities should connect to 

the treatment plan. This is documented through progress notes, in which sessions, 

particularly individual sessions, are connected to a treatment plan. A supervisor 
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commented that it is important to continue to update the treatment plan as things change 

and progress throughout the treatment episode. 

Summary of findings from research question 3. The findings of research 

question 3 included both quantitative and qualitative data, reflecting how substance abuse 

counselors use comprehensive assessment data. The qualitative categories that emerged 

to in response to this research question included Treatment planning and Assessment data 

usage. Quantitative data provided information about which assessment domains 

counselors are most likely to use in treatment planning. The qualitative interviews 

provided a rich description of the manner in which assessment data inform the process of 

treatment planning. Both quantitative and qualitative data reflected how the how 

assessment data were used in terms of various treatment functions such as referral, 

diagnosis, problem identification, identifying strengths and resources, and treatment 

planning. These findings provided detailed information about processes involved with 

both assessment and treatment planning in adolescent substance abuse treatment, as well 

as a better understanding about what aspects of a biopsychosocial tool tend to be 

integrated into treatment planning when working with adolescents. 

Findings for Research Question 4: Factors that Influence Assessment 

The purpose of the fourth research question of this project is to examine the 

factors that influence clinical assessment practices among substance abuse counselors 

who work with adolescents. The quantitative findings reflect descriptive data about 

participants’ perceptions in the areas of supervision, policy, and culture. To provide 

clarity about what factors influence assessment practices, inferential statistics were used 

to identify the impact of factors such as counselors’ professional credentials and 
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education and experience, as well as counselors’ views about training, supervisory and 

agency value of assessment, and cultural relevance of assessment to predict counselors’ 

value and use of assessment data. The qualitative interviews help to better understand the 

factors that influence assessment practices. The categories that fall under the research 

question of examining the factors that influence clinical assessment practices among 

substance abuse counselors who work with adolescents include Training and supervision, 

Policy, and Culture. 

 Quantitative outcome: Training and supervision. Participants indicated the 

frequency of training and supervision connected to assessments that they received. Most 

clinicians reported having received supervision and training on assessment practice. 

Table 22 reflects participants’ reports about their experiences with training and 

supervision. 
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Table 22. 

Frequency of Assessment-Related Training 

Training	
   n	
   Valid %	
    

Attended assessment workshop or training held outside of agency   
 0 times 22 24.2  
 1–3 times 39 42.9  
 4–6 times 6 6.6  
 6–9 times 7 7.7  
 10 or more times 17 18.7  
Attended in-house training on assessment    
 0 times 6 6.6  
 1–3 times 33 36.3  
 4–6 times 18 19.8  
 6–9 times 6 6.6  
 10 or more times 28 30.8  
Received individual supervision on assessment within the last year   
 0 times 4 4.3  
 1–3 times 27 29.3  
 4–6 times 13 14.1  
 6–9 times 9 9.8  
 10 or more times 34 37  
 None due to supervisory role 5 5.4  

 
Most participants reported having had training on assessment practices 1 to 3 

times in the previous year, both internally at in-house trainings (36.3%) and externally at 

workshops outside their agency (42.9%). Many clinicians received individual supervision 

on assessment ten or more times in the previous year (37.0%). 

Supervision regarding substance abuse assessment can occur in various ways. It 

can be provided through chart review, training, observation, verbal feedback, and written 

feedback. Table 23 represents the assessment-related supervision study participants 

received within the last year. 
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Table 23. 

Method of Supervision of Assessments within the Last Year 

Method of Assessment Supervision	
   n Valid %	
  

Chart reviews that include a review of assessments 59 64.1 
Individualized training on assessment 35 38.0 
Feedback based on supervisory observation of assessments 54 58.7 
Verbal feedback on case assessments 67 72.8 
Written feedback on case assessments 31 33.7 
 
The most common methods of supervision were verbal feedback on case assessments 

(72.8%), chart reviews that included a review of assessments (64.1%), and feedback 

based on supervisory observation of assessments (58.7%). Written feedback was the least 

frequently received type of supervision on assessments (33.7%). 

 Clinicians were asked about the adequacy of the assessment training they 

received. They were also asked to what degree they felt their supervisor valued the 

assessment process, which is reflected in Table 24. 

Table 24. 

Perception of Training and Supervisors’ Value of Assessment 

Domain	
   n	
   Mean Std. Dev. 

Received adequate training on adolescent substance abuse 
assessment 90 4.18 1.214 
My supervisor values the practice of comprehensive 
assessment 86 4.67 0.846 

Note. Responses based on a five-point Likert scale: 1= disagree, 2 = disagree somewhat, 3 = neutral, 4 = 
agree somewhat, 5 = agree.  

 
In terms of the training clinicians received on adolescent assessment, 80% of counselors 

either reported that they “agree somewhat” or “agree” that the training they received was 

adequate. When asked if their supervisor valued the assessment process, 89.5% of 

clinicians chose “agree somewhat” or “agree.” 
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Qualitative category: Training and supervision. The category of Training and 

supervision describes the supervision processes and training experiences of the substance 

abuse counselors interviewed. Six subcategories emerged within the category of Training 

and supervision. The dominant subcategories within the category are Internal training 

and Review of assessments. Minor subcategories are Observation, Training needs, 

Supervision, and External Training. 

Internal training. In the category of Training and supervision, the subcategory of 

internal training emerged. Internal training, which is training provided by the 

organization itself, includes how substance abuse counselors are trained on assessment 

processes, counselors’ critiques of internal assessment training, and counselors’ 

descriptions of general training provided internally by the agency. 

Most of the interviewees described being trained on assessment by their agency in 

some capacity. Clinicians described training on assessment within agencies as being 

conducted in a group setting through formal presentations or case discussions, as well as 

by way of one-on-one training by a supervisor or a peer. The assessment training 

included instruction at the time of hire and continuing training. 

Learning the purpose of the assessments, what the assessments were actually 
trying to find, getting feedback from my supervisor on how I did, you know, 
administering the assessment, seeing her give it to people, going to trainings—
everything was very helpful. (Interview #15) 

Most of the adolescent substance abuse counselors interviewed reported receiving some 

kind of initial training on assessments, either in small groups, individually, via pre-

recorded training, or a combination of these. Initial training is seen as being very 

important in assessment practice. 

I think when somebody’s training a new counselor, what we give them, it kind of 
sets the tone for the rest of their career, in a sense. (Interview #14) 
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The assessment-related training described during interviews included the teaching of 

skills in interviewing and rating responses with specific assessment tools, as well as ways 

in which to engage youth in a culturally sensitive manner. 

 Some counselors felt that their internal training on assessment was not adequate to 

prepare them for practice, while a few reported that they received little or no training 

specifically on assessment practices or assessment tools. 

I think we need a good several days. I only sat through one—she did an 
assessment and I sat and watched her do it. And you need to do several with 
supervision, for experience. Especially since I was school-based, and so I had to 
figure out ways to reword the questions to make them applicable to the students 
and work around school teen factor, so I think that three to five days training is 
not enough to be able to do as good an assessment. (Interview #7) 

Internal training includes training on assessment, but also general training that 

was provided by the agency. Counselors reported training being provided at agency or 

program meetings, typically on a monthly or semi-monthly basis. 

And then once a month, we go into all-staff training, where they’ll provide in-
services, whether it’s treatment planning, clinical summaries, assessment tools—
to get a better understanding. (Interview #5) 

Observation. The subcategory of Observation comprises the experiential methods 

that are used to teach and supervise assessment practice. The counselor sometimes 

observes the supervisor or a peer modeling the assessment with a client. Alternatively, a 

supervisor or a peer sometimes observes the counselor engaging in assessment practices 

and provides feedback as part of the training and supervision process. Clinicians 

indicated that both the opportunity to view others and the observation and feedback 

process are useful learning tools. 

I think having someone else who understands and knows the assessment provides 
feedback for how you do giving the assessment, so that way they can explain the 
wording, if you’re misunderstanding a question, or just anything that you’re not 
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doing quite right. The feedback is very helpful so you don’t continue doing it 
wrong. (Interview #15) 

Well I think observation is a big one, because I think when you have an example 
of somebody that does it well, and then it can be observed, I think that’s a really 
valid way. And I also think the opposite—so them doing the assessment, and 
getting feedback. (Interview #6) 

Hands-on practice with assessments was found to be the best learning tool with some 

counselors. From the perspective of supervisors, observation was found to be a much 

more effective supervisory tool than reviewing assessment results, though it was also 

indicated that a counselor may behave somewhat differently in terms of how they deliver 

the assessment when they are being observed as opposed to when they are only 

interacting with a youth. 

Review of assessments. Within the category of Training and supervision, Review 

of assessments indicates how completed substance abuse assessments are examined either 

by a supervisor, a quality assurance person or team, or through a peer review process. 

Most of the interviewees indicated that a supervisor reviewed assessment documents in 

some capacity, usually once or twice. 

Yeah, my boss will often QA to check that I’m completing it correctly, and then 
the—when I complete one, I have to turn in all the paperwork for scans and they 
overlook them. (Interview #7) 

Clinicians described assessments being reviewed as a part of a peer review or case 

presentation process, during which the assessment is reviewed as a part of the chart. Peer 

review was seen as a valuable way to get feedback about clients from a variety of 

perspectives. 

We have clinicals every week and that’s the first thing that starts it, after 
announcements and contract utilization and all that kind of housekeeping stuff. 
Then we go into our case reviews and we’ll review who’s got any admissions, 
who’s got any discharges, and then our ongoing cases. (Interview #5) 
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Supervision. In regard to the subcategory of Supervision, substance abuse 

counselors indicated the benefit of having a supervisor who is patient, respectful, 

nurturing, and available. Counselors appreciated supervisors who were knowledgeable, 

particularly with respect to diagnosis, assessment, and substance abuse issues. When 

working in a school-based setting, counselors also expressed appreciation for the 

Department of Education. 

You can be a Master level in Psychology or family counselor, but the spectrum of 
working in substance abuse counseling—they may have a lack of understanding 
[of substance abuse]. (Interview #4) 

Counselors typically value one-on-one guidance provided by supervisors. 

Outside training. Counselors had varied experiences with attending outside 

workshops on assessment. Some had attended outside workshops, while others had not. 

We do a lot of outside training as well. I went to an ADAD training a while ago; 
that was informative, very informative. (Interview #1) 

Though some counselors traveled to outside workshops, one of the barriers noted was 

living on a neighbor island where trainings are not as readily available. Several 

counselors also had training on assessment practice during graduate school. 

Training needs. The subcategory of Training needs refers to statements 

concerning factors that were identified by supervisors who participated in the interviews. 

Supervisors noted that counselors without education or training might not know how to 

use the assessment information. Substance abuse counselors need considerable training 

on how to integrate assessment instruments into the treatment plan. 

I would probably guess [that the counselor integrates the assessment into the 
treatment plan] 85% of the time. But—and that’s only because it seems like they 
need a lot of training on that concept. (Interview #6) 
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It was noted that new counselors have to learn that a clinician can still be therapeutic and 

build rapport at the same time as they are assessing the client. Experienced counselors, on 

the other hand, often need to be refreshed about the importance of being objective and 

brief in assessment. 

Quantitative outcome: Agency and Policy. Substance abuse counselors 

described agency characteristics in regard to policies about assessment, funding, 

accreditation, and non-profit status, which are reflected in Table 25. 

Table 25. 

Participants' Agency Characteristics 

Agency Characteristic	
   n	
   Valid %	
  

Policy requiring assessment for all youth entering treatment 
 Yes 92 100.0 
 No 0 0.0 
Receives substance abuse treatment funding from the Hawai‘i DOH 
 Yes 87 94.6 
 No 5 5.4 
Accredited by CARF, JACHO, or other national organization 
 Yes 66 71.7 
 No 26 28.3 
Participant’s work funded either wholly or in part by insurance reimbursement 
 Yes 6 6.5 
 No 86 93.5 
Not-for-profit organization   
 Yes 77 83.7 
 No 15 16.3 
 
 Participants were most often from agencies that receive funding from the Alcohol 

and Drug Abuse Division of the Department of Health (94.6%), are not-for profit 

(83.7%), and are accredited by the Commission on Accreditation of Rehabilitation 

Facilities (CARF), the Joint Commission (JACHO), or another national accreditation 

agency (71.7%). All of the participants (100%) indicated that their agency has a policy 
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that requires that all youth admitted to treatment receive a comprehensive assessment. 

Only 6.5% of participants were in a position that utilized insurance to pay for treatment, 

which is likely the case because the majority of participants (82.6%) work in school-

based substance abuse treatment that is currently funded by the state or the federal 

government in Hawai‘i. 

Clinicians were asked to what degree they felt their supervisor valued the 

assessment process, which is indicated in Table 26. 

Table 26. 

Perception of Agency Valuation of Assessment 

Domain	
   n Mean Std. Dev. 

My agency values the practice of comprehensive assessment 90 4.80 0.524 
Note. Responses based on a five-point Likert scale: 1= disagree, 2 = disagree somewhat, 3 = neutral, 4 = 
agree somewhat, 5 = agree. 
 
In terms of the counselors’ perceptions of how much their agency values assessment 

practice, 94.5% of counselors reported that they “agree somewhat” or “agree” that their 

agency values the practice of comprehensive assessment. 

 Qualitative category: Policy. The category of Policy reveals the interplay 

between assessment practices and policies developed by agencies, government, funders, 

and accrediting bodies. The qualitative interviews bring to light how policy-related 

factors impact assessment practices among adolescent substance abuse counselors. The 

four subcategories identified within the category of Policy were minor subcategories 

overall. They include Agency time frame for assessment, Assessment as requirement, 

Completion of all information, and Agency view of assessment. 

 Agency time frame for assessment. Counselors described various agency 

deadlines for when the assessment process had to be completed with adolescents, which 
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ranged from seven days to thirty days. Agency time frames for completing the narrative, 

assessment, or treatment plan were not always seen as realistic. 

I know that it’s done within the first 30 days, but it’s pretty difficult to get 
everything done, especially the ADAD, with it being so long. (Interview #3) 

The time frame thus impacted the overall sense of the effectiveness of the assessment 

instrument—not because of the instrument itself, but because of how the institution 

implemented the instrument. 

Assessment as requirement. The assessment was discussed by the counselors in 

terms of being a required process that included specified tools, which was incorporated 

into the subcategory of Assessment as requirement. Agencies, monitoring bodies, and 

funders often mandate assessment practices. 

Yeah, I would say some of the staff think it’s useful. Some of them think “Let’s 
… we need to get it done.” And a few are, like, they don’t have a clue why we’re 
doing it. (Interview #6) 

Thus the institutional imperatives could create a disconnect between the perceived 

clinical value of the assessment process and a bureaucratic mandate to conduct the 

assessment. 

Completion of all information. The subcategory of Completion of all information 

emerged out of counselors’ descriptions of needing to complete all questions and other 

information on the assessment instrument, even if they did not seem to be relevant. 

Additionally, supervisors described reinforcing the expectation that the counselors would 

complete all parts and questions of the assessment. The expectation of completing all 

elements of the assessment stemmed from the concern that monitoring bodies, such as 

quality assurance staff or the Department of Health, would consider the assessment non-

compliant if any components were skipped. 
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And in part of that we have an extensive checklist, and we have to make sure that 
everything is marked on our assessments, and it's like—say we did ask a question, 
and whenever a client answers yes, we have lines that we have to document why 
they said yes. So, yeah, so if we get docked on any kind of unanswered question 
the whole assessment would be in noncompliance. … So I always have the paper 
in front of me, because I wouldn't want to miss something because then I think it 
would be considered non-compliant, or not full. (Interview #10) 

There is thus a potential conflict between the need to fully complete the assessment 

instrument and the belief that parts of the instrument are not useful and thus do not need 

to be completed. 

Agency view of assessment. The subcategory of Agency view of assessment 

constitutes counselors’ descriptions of their agencies’ perspectives on assessment 

practice. Counselors consistently shared that their agency valued the assessment process 

and reinforced the importance of completing it. 

And the [agency], I think they do a good job of emphasizing how important it is. 
(Interview #1) 

Quantitative outcome: Culture. Clinicians were asked to evaluate the cultural 

relevance of the assessment process that they use with adolescents. Table 27 indicates 

counselors’ evaluation of the cultural relevance of assessment in terms of various cultural 

groups.  
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Table 27. 

Rating of Cultural Aspects of Assessment 

Treatment Functions	
  

Disagree or 
somewhat 
disagree 

n (%) 
Neutral 
n (%) 

Agree or 
somewhat 

agree 
n (%) Mean 

Std. 
Dev. 

The assessment process I use is 
culturally relevant for youth culture 23 (25.3) 22 (24.2) 46 (50.6) 3.39 1.190 
The assessment process I use provides 
culturally relevant information to 
effectively evaluate youth in Hawai‘i 36 (39.1) 21 (22.8) 35 (38.0) 3.05 1.226 
The assessment process I use provides 
culturally relevant information to 
effectively evaluate various ethnic 
groups in Hawai‘i 41 (44.6) 21 (22.8) 30 (32.6) 2.88 1.194 

The assessment process I use provides 
culturally relevant information to 
effectively evaluate military dependents 33 (35.9) 36 (39.1) 23 (25.0) 2.86 1.191 

The assessment process I use provides 
culturally relevant information to 
effectively evaluate gay, lesbian, 
bisexual, and transgendered youth 36 (39.2) 26 (28.3) 30 (32.6) 2.86 1.263 

Note. Responses based on a five-point Likert scale: 1= disagree, 2 = disagree somewhat, 3 = neutral, 4 = 
agree somewhat, 5 = agree. 
 
About half of the participants indicated that they felt the assessment process they used 

was clinically relevant for youth. In terms of assessing youth in Hawai‘i, clinicians were 

fairly even in terms of disagreeing (38%) or agreeing (39.1%) with the cultural relevance 

of the process. Clinicians’ view of the cultural relevancy of the assessment process in 

evaluating various ethnic groups in Hawai‘i, military dependents, as well as lesbian, gay, 

bisexual, and transgendered youth, was more negative than positive. 

 Qualitative category: Culture. The category of Culture describes the role of 

culture within substance abuse assessment practice in terms of the awareness of cultural 

difference and the impact of assessment tools on varied populations. Five subcategories 
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fall within the category of Culture, all of which are minor subcategories. The 

subcategories that emerged include Age differences, Inclusiveness, Military dependent, 

Ethnicity considerations, and Sexual orientation. 

Age differences. The subcategory of Age differences illustrates the factor that age 

plays in assessment. In discussing age, the main consideration was the importance of 

using an assessment approach and assessment tools tailored to adolescents. Some 

interviewees used the same tools for adults as they did for adolescents, and would have 

preferred a more adolescent-oriented approach to assessment. 

Well, like I said, figure out a way to tailor the assessment further for adolescents, 
yeah. (Interview #7) 

One difference between adults and adolescents that clinicians considered was that 

adolescents struggle more with comprehension and awareness. 

Maybe the only thing different is maybe the adult would understand a little bit 
more about what I was saying. So maybe the only difference is that I had to 
explain in detail more, or rephrase things constantly. Like, I do that a lot with the 
ADAD, is I have to rephrase it all the time because maybe they don’t understand a 
lot of the wording, because of their cultural differences. (Interview #6) 

Adolescents, they haven’t really found their voice. Adults are more mature and 
used to talking. They understand why they’re there, and they’re willing to tell us 
what’s going on. (Interview #7) 

It was noted that a factor to consider in adolescent assessment was a lack of maturity, but 

it was felt by some counselors that adults struggling with addiction also had problems 

with maturity and growth due to their long-term drug use. The subcategory of Age 

differences also includes differences between younger adolescents and older adolescents 

when conducting assessment. 

And that’s something we talk about a lot in our staff meeting, is the differences 
between the middle school and the high school age group. (Interview #6) 
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It was noted that different approaches are used with younger teens and that those teens 

can take longer to complete the assessment. 

 Inclusiveness. The subcategory of Inclusiveness relates to how culturally relevant 

the assessment process is overall. Most substance abuse counselors interviewed found 

that the assessment tools used and the assessment process itself were generally inclusive 

and culturally relevant for different groups.  

Overall, I think it’s fairly good at working with the different populations. 
(Interview #12) 

So I think that, I don't think it excludes anybody. I think it's all-inclusive; the 
assessment's very generic about, you know, it's about more the clients and their 
families. (Interview #10) 

Military dependent. Military culture was identified as having distinct implications 

for assessment, resulting in a subcategory of Military dependent. Military families were 

impacted differently because the child’s problematic behavior could put the serving 

parent’s career at risk. 

That was tremendously different, because this whole military system is so 
different and parents get in trouble for what their kids do. (Interview #8) 

It was noted by one counselor that among youth receiving substance abuse treatment 

services, military dependents appear to have more mental health diagnoses and take more 

medications than peers who were not from military families. If a youth from a military 

family exhibits behavioral problems they are more likely to be referred to psychiatric 

services. 

You know, I think, and I share this with other people that have serviced military 
kids, is that when kids start acting out, and get in trouble on post, or whatever, I 
think the military is very quick to, “Let's address this,” you know? And I think 
that oftentimes it's the diagnosis of ADHD. So because they can't afford to get in 
trouble on post; they might get kicked off. (Interview #10) 
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Military culture is thus an important factor in how counselors, adolescents, and external 

institutions frame the treatment process. 

Ethnicity considerations. The subcategory of Ethnicity considerations constitutes 

issues related to ethnicity or place of origin. Most of the participants indicated that the 

assessment tools and process they used was general enough to be used with many ethnic 

groups. Participants briefly touched upon concerns related to ethnicity. When working 

with Micronesian youth, for instance, it was noted that a measured approach that 

encouraged honest disclosure was more effective during assessment. 

I'm starting to get an influx of the Pacific Islanders, so it's just a little slower with 
making sure that they understand what I'm saying, because they're just a delightful 
bunch of people, they nod the yes, yes, and I want to make sure, yes, you 
understand, not yes, you're being polite. (Interview #5) 

Counselors noted that when working with youths for whom English is not their first 

language, the assessment process could be challenging, so it is important to complete the 

assessment at a slower pace. 

Sexual orientation. Sexual orientation was a subcategory included within the 

category of Culture that is intended to include personal identity issues connected to 

gender and sexual identity as they manifest in a cultural situation. Some assessment 

instruments may be silent on issues of sexual orientation or gender identity. It was noted 

by some counselors that the assessment tools used might be more effective by more 

directly addressing sexual orientation or transgender issues. Yet others interpreted the 

indirect approach as constructive because the door was opened for further exploration 

without being confrontational. 

Because even in treatment with some people, no matter what kind of questions 
you ask, if you ask it too early, they might not want to talk about it, too. So it 
keeps the whole assessment a little bit more objective, but it does have enough in 
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there that I think it opens up the conversation, if somebody wants to give the 
information. (Interview #9) 

As with other identities and groups, such as those connected to ethnicity and the military, 

sexuality is understood to contribute to cultural aspects of adolescence.   

 Quantitative outcome: Factors in value and use of assessment. Two multiple 

regression models were computed to determine what factors are statistically significantly 

associated with the substance abuse counselor's perception about the value of assessment 

and the use of assessment data in practice. Independent variables were factors related to 

professional characteristics, including having a graduate degree, being licensed in 

behavioral health, certification as a substance abuse counselor, being in recovery from 

drugs/alcohol, role as either a substance abuse counselor or a supervisor/director, and 

years of experience providing substance abuse counseling. Other independent variables 

were factors related to the counselors’ perceptions regarding assessment, including the 

assessment’s cultural relevance, the adequacy of their assessment training, and their 

supervisors’ and agencies’ valuations of the assessment process. Prior to the analyses, 

missing data for continuous values were addressed with mean substitution, in which all 

missing data in a variable were replaced by the mean of that variable. Mean substitution 

was appropriate as a method because the process allowed for the inclusion of these cases 

with missing data for inferential analysis, as opposed to listwise deletion, and because 

only a small number of cases had missing values (Saunders et al., 2006). The 

assumptions of linearity, independence of errors, homoscedasticity, unusual points, and 

normality of residuals were met. All independent variables were entered into the 

regression models concurrently as the significance of each independent variable and its 
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relation to either dependent variable had not been hypothesized a priori. Statistical 

significance was measured at the 95% confidence interval level (p = < .05). 

Factors influencing the value of assessment. The results of the standard multiple 

regression model to identify an association between clinicians’ valuation of assessment 

and the independent variables was statistically significant, F(9, 82) = 4.978, p < .001, R2 

= .353. The regression model can be considered a fair fit as the R2
adj (i.e., the adjusted R2) 

indicates that the independent variables in the model explain 28.2% of the variance of 

substance abuse counselors’ valuation of assessment data. Regression coefficients, 

standard errors, and variable significance are presented in Table 28. 

Table 28. 

Factors Associated with Clinicians' Value of Assessment Data 

Variable	
   Β SEB β t p-value 
Value of assessment (constant) 3.508 .349  10.055 .000 
Has a graduate degree -.023 .089 -.028 -0.260 .795 
Certified as a substance abuse counselor -.018 .100 -.022 -0.180 .858 
Licensed in behavioral health -.099 .143 -.075 -0.694 .490 
Supervisor/director or counselor role .350 .135 .321 2.600 .011* 
Years as a substance abuse counselor -.028 .012 -.330 -2.372 .020* 
Supervisor value of assessment process  .136 .060 .283 2.286 .025* 
Agency value of assessment process .092 .082 .121 1.122 .265 
Adequacy of training on assessment .053 .039 .162 1.368 .175 
Cultural relevance of assessment  .037 .038 .094 0.975 .332 

Note. R2 = .353, adjusted R2 value of .282; Β = standardized regression coefficient; SEB = Standard error of 
the coefficient; β = standardized coefficient; t = t value; p-value = Significance of variable within the 
model; * p < .05 ** p < .01. 
 

It was found that three of the nine independent variables significantly predicted 

the clinicians’ value of assessment. Those variables were:  

1. Years of experience as a substance abuse counselor (p = .020), 



 

 167 

2. Clinicians’ perception of the value that their supervisor places on the 

assessment process (p = .025), and 

3. Clinicians’ role as either a substance abuse counselor or 

supervisor/director (p = .011). 

Zero-order correlations indicated that among these three variables, assessment 

value was primarily associated with supervisory value of assessment (r = -.470), and to a 

lesser extent with whether the clinician’s role is that of a counselor or supervisor/director 

(r = .180) and years of experience as a substance abuse counselor (r = -.058) 

The regression model indicates that with other variables being held constant, 

years of experience as a substance abuse counselor was negatively related to the value 

counselors placed on assessment, while supervisors’ value of assessment was positively 

related. Clinicians in the roles of Director or Supervisor tended to value the assessment 

more than those whose role was that of Substance Abuse Counselor. The regression 

coefficients indicated that for every year increase in experience, a .028 decrease in 

assessment valuation would be expected. For each unit increase in the clinician’s 

perception of the value their supervisor places on the assessment process a .136 increase 

in assessment valuation would occur. With all other variables held constant, Director or 

Supervisor valuation of assessment would average 0.350 units higher than a Substance 

Abuse Counselor. 

A hierarchal multiple regression analysis was computed to further evaluate 

relationships between the variables. The hierarchal regression uncovered no further 

indicators of significance beyond those identified in the standard multiple regression.  
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Factors influencing use of assessment data. The results of the multiple 

regression model to identify an association between clinicians’ use of assessment data 

and the independent variables was statistically significant, F(9, 82) = 4.583, p < .0005, R2 

= .335. The regression model can be considered a fair fit, with the R2
adj indicating that 

26.2% of the variance for the frequency that clinicians use assessment data was explained 

by the independent variables in the model. Regression coefficients, standard errors, and 

variable significance can be found in Table 29. 

Table 29. 

Factors Associated with Use of Assessment Data in Treatment 

Variable	
   Β SEB β t p-value 
Assessment-use subscale (constant) 3.006 .366  8.221 .000 
Has a graduate degree -.067 .093 -.079 -0.724 .471 
Certified as a substance abuse counselor .127 .104 .154 1.215 .228 
Licensed in behavioral health .178 .150 .131 1.186 .239 
Counselor or supervisor/director role -.129 .141 -.115 -0.917 .362 
Years as a substance abuse counselor .006 .012 .072 0.513 .610 
Supervisor value of assessment process  .099 .063 .199 1.587 .116 
Agency value of assessment process .182 .086 .231 2.107 .038* 
Adequacy of training on assessment .040 .041 .117 0.975 .332 
Cultural relevance of assessment  .060 .039 .148 1.514 .134 

Note. R2 = .335, adjusted R2 value of .262; Β = standardized regression coefficient; SEB = Standard error of 
the coefficient; β = standardized coefficient; t = t value; p-value = Significance of variable within the 
model; * p < .05 ** p < .01. 
 

Of the nine independent variables in the model, only one added statistically 

significantly to the association, p < .05, which was the clinicians’ perception of the value 

that their agency places on the assessment process (p = .038). A zero-order correlation 

indicated that use of assessment data was associated with agency value at r = .400. The 

regression coefficient indicated that for each unit increase in the clinician’s perception of 



 

 169 

the value their agency places on the assessment process a 0.182 increase in assessment 

valuation would occur. 

A hierarchal multiple regression analysis provided a more detailed evaluation of 

relationships between the variables. It uncovered that neither certification nor supervisor 

value of assessment were significant after additional independent variables had been 

included in the model. The significance of certification was eliminated once supervisor 

value of assessment was added to the model. The inclusion of adequacy of training 

caused supervisor value of assessment to lose its significance within the regression 

model. The hierarchal multiple regression analysis validated the finding of agency value 

of assessment having a significant association with use of assessment data. 

Summary of findings from research question 4. The findings of research 

question 4 explored the factors that impact assessment practice. Descriptive statistics and 

qualitative categories provided greater insight into the role of training and supervision, 

policy, and culture. A multiple regression analysis considered the predictive influence of 

education, licensure, certification, role, experience, training, agency and supervisor value 

of assessment, and cultural relevancy on the counselors’ perceptions about the assessment 

value and their use of assessment data. Clinicians’ perception of the value their 

supervisor places on the assessment process, whether the participant was in a supervisory 

role or not, and their years of experience as a substance abuse counselor were significant 

predictive factors in determining to what degree clinicians valued assessment data. 

Clinicians’ perception of the value their agency places on the assessment process was a 

significant predictive factor in clinician use of assessment data. 
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Chapter Summary 

This chapter outlined the findings of the study, organized in terms of the research 

questions described in earlier chapters. The merging of qualitative and quantitative data 

provided insight into assessment practices, clinician valuation of assessment data, use of 

assessment information, and factors that influence assessment. Chapter 5 will discuss the 

findings and make recommendations. 
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Chapter 5. Discussion 

The concluding chapter of this study elaborates on key findings in relation to the 

research questions and discusses the implications of those findings. The first section in 

Chapter 5 provides a short overview of the study. The next section reviews the findings 

of the study. The third section discusses the research findings and the conclusions drawn 

from those findings. The implications of the study are discussed in the following section. 

In the next section the strengths and limitations of the study are assessed. The final 

section provides recommendations for future research. 

Overview of the Study 

This study explored the assessment practices of substance abuse counselors who 

work with adolescents, with the goal of determining: what tools and resources are used in 

assessment; counselors’ perceptions of the process and the value they ascribe to 

assessment data; how the assessment information is used; and the role of training, culture, 

policy, and other factors in assessment practice. 

Substance abuse assessment practice has grown to include many valid and reliable 

instruments and best practices have been established that structure the assessment process 

(CSAT, 1998; Gans et al., 2010). Despite this, it is not clear how assessment data are 

used in practice, nor are counselors’ perceptions of the process and assessment tools. This 

study has drawn upon the expertise of substance abuse counselors to better understand 

substance abuse assessment practice with adolescents. 

The conceptual framework for this study is Albert Bandura’s Social Cognitive 

Theory (1986), which was selected due to its emphasis on how people’s thoughts, 

actions, and beliefs, as well as their environments, shape their learning and behavior. A 
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concurrent triangulation mixed method design was used to explore substance abuse 

assessment practices with those who specialize in adolescent treatment. Creswell notes 

that in a mixed method design, qualitative and quantitative approaches complement each 

other and provide a more inclusive and thorough analysis than what can be provided by 

using a single method (2009).  

Ninety-two quantitative surveys and 15 qualitative interviews were completed 

with substance abuse counselors who had experience working with youth in Hawai‘i. In 

this case, the quantitative data were analyzed using both descriptive and inferential 

statistics. A constant comparative approach was used to identify codes in the qualitative 

data and then those codes were analyzed in order to recognize emerging categories. The 

analyses were then merged in order to develop a thorough understanding of substance 

abuse assessment practices. 

Key Findings of the Study 

Research question 1: What are the assessment practices and perceptions of 

the process by substance abuse counselors working with adolescents? The findings 

connected to research question 1 provided data about the tools and resources that are used 

by substance abuse counselors when conducting assessments with adolescents. 

Participants described the approaches they take when conducting assessments as well as 

their considerations in regard to client response. The expertise of the participants 

provided insight into the experience of conducting assessments with youth, including 

some of the challenges. 

It was found that most participants in this study used the same instruments—the 

Adolescent Drug Abuse Diagnosis (ADAD) (92%), the Diagnostic and Statistical 
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Manual of Mental Disorders (DSM) (97%), and the American Society of Addiction 

Medicine’s Level of Care Index (ASAM) (98%). Forty-six percent of survey participants 

also reported using the Addiction Severity Index (ASI), which is a biopsychosocial 

instrument developed for adults. Some counselors reported having used the ASI because 

they had experience working with adults, but the interviews indicated that some 

counselors use the ASI with both adults and adolescents. Some counselors reported using 

multiple assessment tools, including adolescent-focused tools as well as the ASI. Though 

many assessment tools have been developed specifically for adolescents, there still 

remain cases in which tools intended for adults are used with adolescents (Gans et al., 

2010). This study found that to be the case as well. 

In terms of assessment resources, all participants used a structured or semi-

structured clinical assessment. It was noted by participants that a structured or semi-

structured interview tool provides greater objectivity in regard to assessment than an 

unstructured interview does. Research on psychological assessment reflects the value of 

using a structured assessment tool over an unstructured interview, indicating that 

structured assessments are more effective at identifying co-occurring disorders than 

unstructured assessments (Anthony et al., 1985; Carroll & Rounsaville, 2002). 

Additionally, unstructured assessments create an inconsistent interaction that is 

influenced by setting and client characteristics, whereas more structured assessments can 

reduce bias (Meyer et al., 2001). 

Corroborative information was used less than half the time as a resource to help 

create the assessment. A barrier to gathering corroborative data is a lack of consent from 

the client. The adolescent must provide written consent in order for the substance abuse 



 

 174 

counselor to engage with family members, referral sources, or professionals. Youths who 

voluntarily come in for low levels of treatment, such as school-based substance abuse 

treatment, may not be ready to have family members or professionals involved in their 

treatment. Drug testing or drug screens were infrequently used as an assessment resource 

due to the majority of participants working in a school-based setting in which drug testing 

is not normally conducted. When drug-testing information is utilized, either when it is 

conducted as a part of substance abuse treatment or when the information is received 

from referral sources such as a probation officer, it can be useful as an objective measure 

to evaluate progress. 

Many of the significant findings in terms of the first research goal stemmed from 

the qualitative data. Adolescent substance abuse counselors emphasized the importance 

of assessment tools being relevant and appropriate for youth, which includes keeping the 

adolescent assessment brief and using language that is easy for youth to understand. The 

challenge of conducting lengthy assessments with adolescents, particularly when the 

language is difficult for youth to comprehend, was one of the most significant findings 

that emerged from the interviews.  

The skills and traits counselors can cultivate include active listening, objectivity, 

motivational interviewing, and evaluation of non-verbal cues, as well as being patient, 

genuine, humorous, calm, and helpful. When delivering assessment, substance abuse 

counselors can increase their awareness of how they actively engage the adolescent, 

which will increase the likelihood of that youth returning for additional services. 

Additionally, increased awareness of issues related to engagement can motivate the 

counselor to consider how they encourage openness, develop trust, and promote honesty 
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during assessment. Client openness and honesty during assessment helps the counselor to 

develop a more accurate assessment product, which ultimately serves the youth in getting 

needed support. 

Helping the youth know what to expect during the assessment process, explaining 

the rationale for the practice, and describing the role of confidentiality increases the 

adolescent’s comfort and builds trust. The benefits of such preparation include the 

mediation of a potentially negative reaction to being asked so many personal questions in 

a short time frame by someone the youth only recently met. An additional advantage of 

preparing the youth with what to expect is that it can help to keep the process on track, 

which allows the assessment to be completed more quickly. By completing the 

assessment sooner and using that information to inform a treatment plan, the substance 

abuse counselor and adolescent can begin working together to resolve the challenges that 

initially brought that youth to the door. 

Research question 2: What is the perceived value of assessment data among 

substance abuse counselors who work with adolescents? The findings relating to 

research question 2 reflect how valuable substance abuse counselors found the 

assessment. The value of assessment data was evaluated in terms of the overall process 

and product, as well as in terms of how particular domains and treatment functions were 

valued when assessing adolescents. Clinicians discussed the manner in which the 

assessment process was beneficial in terms of its role within the treatment process. 

Clinicians place a high value on assessment information overall.  

Comprehensive assessment processes gather a wide range of information about 

the client, not all of which is considered equally valuable when working with adolescents. 
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Both quantitative and qualitative results indicated that participants believed that the 

domains of alcohol and drug use history, social/peer relationships, school background, 

and family history were the most valuable sources of information gathered through the 

biopsychosocial instrument. The quantitative surveys indicated that the least valuable 

domains were spiritual/religious, employment/vocational history, and cultural domains, 

while the qualitative interviews identified the employment/vocational and medical 

sections as the least valuable. It was found that certain aspects of the medical domain, 

such as medication history, was helpful, which may have moderated the score for that 

domain in the quantitative survey. Employment/vocation information was not seen as 

being a valuable part of the assessment of adolescents. Most adolescents do not work 

because they are in school and because Hawai‘i’s labor laws place employment 

limitations on minors based on age and hours worked in regard to employment (Hawai‘i 

Child Labor Law of 1969, 2003). 

Regarding treatment functions counselors indicated that the assessment data were 

generally helpful in all areas, though among the five treatment functions listed, 

participants indicated that assessment data were least valuable in identifying strengths 

and resources. During the interviews, there was little discussion about the value of 

assessment to identify client strengths and resources. The eligibility and reimbursement 

requirements of funding sources place an emphasis on impairment and dysfunction, 

possibly deterring the clinician from emphasizing client strengths in order to secure 

continued provision of client services (Frager, 2000). This may help explain why some 

participants indicated that the assessment process is more focused on identifying 

problems than on recognizing strengths and resources.  
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It appeared that the standard assessment process did not incorporate the 

identification of strengths and resources to a great degree, but some counselors still made 

an effort to gather that information. When asked about additional questions outside of the 

standard biopsychosocial tool that were asked during assessment, one counselor noted the 

importance of asking positive questions, such as, “Where do you shine? What are you 

really good at? What’s your talent? What’s your favorite thing about yourself?” 

(Interview #14). This approach reflects a strength-based orientation. The strength-based 

approach can be incorporated into traditional assessment practices in a way that can 

transform the process into a focus on strengths, possibilities, and solutions (Graybeal, 

2001). A belief in the individual’s ability to grow and change using their own skills, 

knowledge, and resources promotes equal collaboration between the individual and the 

social worker (Franklin & Jordan, 2010). 

Substance abuse counselors see the primary purpose and value of assessment as 

information gathering. The comprehensive assessment provides a picture of the 

adolescent as a whole within the individual’s situational context, because it gathers 

information beyond just the client’s drug and alcohol history. Research on psychological 

assessment points to the importance of gathering comprehensive information, as 

clinicians may otherwise miss problem areas because they did not fully gather relevant 

data and consequently end up focusing too exclusively on the presenting problem. 

(Meyer et al., 2001). The participants in this study noted that the assessment process 

allows the counselor to gather a lot of information in a relatively short amount of time. 

The assessment process has the additional benefit of building rapport with the youth, 

establishing the counselor’s role, and increasing the adolescent’s motivation to change. 
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Research question 3: How do substance abuse counselors working with 

adolescents use substance abuse assessment data? The findings connected to research 

question 3 helped to provide greater clarity about how substance abuse counselors 

actually use assessment data in practice. Both the interviews and surveys indicated the 

ways in which assessment data inform various treatment functions. The quantitative data 

also provided insight into which assessment domains are most frequently integrated into 

treatment plans. The qualitative data provided rich descriptions of the practice of 

integrating assessment information into treatment planning. 

During the interviews, counselors discussed the ways in which they used 

assessment data for various treatment functions, which generally reflected the survey 

results. One area wherein the survey results differed was that no subcategory emerged 

from the interviews indicating that assessment data were used to identify client strengths 

and social supports. Areas in which the interviews expanded on the survey results 

included those wherein participants identified assessment being used to make 

recommendations for placement in a particular level of care, to develop a summary, and 

to evaluate client progress. The participants discussed some barriers to using assessment 

data for various functions. Adolescents may be deceptive or evasive in what they share, 

which impacts the accuracy of the assessment, which in turn has a bearing on 

recommendations for level of care. Even when clients are forthcoming, the youth may not 

be willing to act on the assessment recommendations. In terms of referral, both the 

interviews and surveys indicated it was not as common to use assessment data for referral 

as it was for other treatment functions. A referral cannot be made without the client’s 
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consent; therefore the youth must be ready and willing before a referral can be made. 

Counselors most frequently used assessment data to develop a treatment plan. 

The comprehensive assessment is integrated into the treatment by using the data 

to develop a treatment plan with objectives and interventions that reflect the problems, 

needs, strengths, and resources identified during assessment (Carise et al., 2007; CSAT, 

1998; Hepworth et al., 2009; Lucco, 1993). Based on their knowledge and experience, 

substance abuse counselors described the process of using the assessment information to 

develop a treatment plan, highlighting key aspects of the process. When developing the 

treatment plan, it is essential to do so collaboratively with the adolescent so they feel 

invested in the plan. The youth may not want to examine some problems identified in the 

assessment at that time. Though the findings from the assessment are transferred to the 

treatment plan, the only problems actively addressed in treatment are the ones that the 

client wants to work on. Some challenges identified through assessment that clients may 

not want to address initially can be revisited later in the treatment process. Skilled 

clinicians are able to successfully integrate the results of the assessment into the 

treatment plan by helping the adolescent to find an aspect of the identified problem that 

the youth is willing to examine. 

Clinicians gather a wide range of information through the comprehensive 

assessment process. Though each treatment plan is individualized, overall there are some 

areas of the assessment that clinicians report using more frequently when formulating the 

treatment plan than others. When developing the treatment plan with the client, the 

assessment areas most likely to be utilized were drug and alcohol use history, social/peer 

relationships, school background, and family history. The domains that the counselors 
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valued the most, as described under research question 2 findings, were the same areas 

that the counselors reported using most frequently in the treatment plan. The highest 

value and most frequent use of assessment data in treatment planning being placed on 

drug and alcohol information reflects the idea that drug or alcohol problems are normally 

the presenting problem of adolescents entering substance abuse treatment. The cultural 

and familial factors related to adolescence warrant the perception of the family, peer, and 

school domains as being important in treatment planning. Generally, youth are dependent 

on their families, influenced by their peers to a greater extent than adults due to their 

developmental stage, and spend a significant amount of their time in school. The 

significance of school-related problems being integrated into a treatment plan reflects the 

research that indicates substance use can negatively impact cognitive development, 

learning, and school performance (Califano, 2001; CSAT, 1998; Crowe, 1998; DuPont et 

al., 2013; Zhang et al., 1999). 

The biopsychosocial tool used by most of the participants, the ADAD, gathers 

information on nine domains, but culture, community/environment, developmental 

history, and spirituality are not explicit domains (Friedman & Utada, 1989). Still, many 

counselors gather and use information on these domains, reflecting the idea that 

substance abuse counselors are not limited by the biopsychosocial tools they use, as they 

can still gather additional information through unstructured interviews or supplemental 

forms or tools. 

Research question 4: What are the factors that influence clinical assessment 

practices among substance abuse counselors who work with adolescents? The 

findings of research question 4 provide a better understanding of the role of training and 
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supervision, policy, and culture in assessment practice. Descriptive statistics present 

clinicians’ training and supervisory experiences in regard to assessment, the role of 

policy, and clinicians’ perceptions of the cultural relevance of their assessment practices. 

Inferential statistics help to evaluate how professional characteristics, experience, 

counselors’ perceptions about training adequacy, agency and supervisor valuation of 

assessment, and cultural relevance of assessment predicted the use and valuation of 

assessment data. Qualitative interviews provide a rich description of the role of 

supervision, agency policy, and culture in assessment practice. 

Training and Supervision. This study presents descriptive data about the types 

and frequency of assessment training that substance abuse counselors receive. Most of 

the participants appeared to have consistent supervision on assessment practice. Though 

5.4% of participants had received no individual supervision on assessment in the last 

year, the other participants had received supervision, with the largest group (37.0%) 

reporting that they had received individual supervision 10 or more times in the previous 

year. The types of assessment-related supervision counselors most frequently received 

were verbal feedback (72.8%) and chart reviews (64.1%). 80.0% of the participants 

indicated that the training they received on assessment was adequate in terms of their 

training needs. 

The initial training on assessments is a very important part of a substance abuse 

counselor’s development. Hands-on experience with assessment tools, the opportunity to 

observe others engaged in assessment, and feedback on their own performance 

conducting assessments are essential learning tools for substance abuse counselors. In 

this way counselors develop assessment practice not only through direct practice, but also 
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through observational learning (Bandura, 1977). The supervisory feedback process can 

increase counselors’ self-efficacy in conducting assessments by establishing a social 

comparison by which to measure one’s own performance (Daniels & Larson, 2001). 

Counselors appreciate one-on-one training provided by supervisors, particularly when the 

supervisors are knowledgeable about assessment and substance abuse. 

Policy. The surveys revealed the characteristics of the participants’ agencies. All 

participants in this study had an agency requirement that a comprehensive assessment 

must be completed when adolescents are admitted to treatment. Qualitative interviews 

provided awareness about how policy and institutional factors impact assessment. 

Meeting agencies' time frames to complete the assessment, particularly in the school-

based setting, can be a challenge. Counselors are expected to complete all questions on 

the assessment tool, even if those questions do not seem pertinent. Both the qualitative 

and quantitative data indicated that counselors felt that their agencies value the 

assessment process. 

As discussed in research question 1 above, the three tools most frequently used by 

participants were the ADAD, DSM, and ASAM. The use of these instruments reflects the 

influence of funder policy in assessment practice. These tools are required for adolescent 

substance abuse treatment agencies that receive funding from the State of Hawai‘i 

(Alcohol and Drug Abuse Division, 2008) and 95% of the survey participants came from 

agencies that are state-funded. A substance use disorder diagnosis and evidence of the 

appropriate placement in terms of level of care are also often required by managed care 

organizations and other funders (King, Lee, & Taylor, 2012). As noted in the discussion 

of research question 1, 46% of the participants reported having used the ASI, a tool 
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designed for the assessment of adults. In some cases the participants had used the ASI 

with adults in other contexts. The interviews revealed that in other cases participants were 

required by agency policy to use the same assessment process for both adults and 

adolescents. This finding reflects the existing literature, which indicates that agency 

policy, as well as accreditation and third-party payer requirements, have a significant 

impact on counselor practice (Floersch, 2002; Graybeal, 2001; Miller, 2005). 

Culture. The impact of culture when conducting assessments was explored. 

Counselors rated the cultural relevance of the assessment process they use and it was 

most highly rated in terms of connecting with youth culture. Most of the substance abuse 

counselors interviewed found the assessment process they used to be inclusive and 

relevant for many cultural groups. The interviews provided rich data about how 

assessment practice is impacted by various cultural groups, including adolescents, 

military dependents, those from various ethnic groups, and youth who are LGBT.  

When assessing adolescents it is imperative to use tools and approaches that are 

culturally appropriate for youth, which aligns with the research on adolescent assessment. 

Approaches need to be culturally appropriate for adolescents, but it is also important to 

use distinctive approaches with older and younger teens. 

Another distinct cultural group involves military families. Survey responses 

showed that felt a slight majority of participants felt the assessment process they used 

lacked cultural relevancy when evaluating individuals from various ethnic groups in 

Hawaii. Military culture can present unique challenges for a family and adolescents. 

Pressures on family members to conform to accepted standards within the military culture 

means that adolescent behavioral problems, such as using drugs or alcohol on post, can 
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have a negative impact on the serving parent’s career. This finding reflects the existing 

research on military families (D. R. Segal & Segal, 2004). Children of servicemembers 

are more guarded during substance abuse assessment, a reaction that may be reflective of 

family messages to be cautious about what is shared outside of the family. 

The survey indicated that clinicians felt a slight majority of participants felt the 

assessment process they used lacked cultural relevancy when evaluating individuals from 

various ethnic groups in Hawaii. Though the interviews indicated that when working with 

cultural groups that value politeness over conflict, using a measured approach helps to 

increase the youth’s openness and honesty. It is also helpful to use a slower pace during 

the assessment with those whom English is not their first language. 

About half of the participants indicated that they felt the assessment process they 

used was clinically relevant for youth. In terms of assessing youth in Hawai‘i, clinicians 

were fairly even in terms of disagreeing (38%) or agreeing (39.1%) with the cultural 

relevance of the process. Clinicians’ view of the cultural relevancy of the assessment 

process in evaluating various ethnic groups in Hawai‘i, military dependents, as well as 

lesbian, gay, bisexual, and transgendered youth, was more negative than positive. 

When it comes to issues of sexuality and gender, it can be valuable to open the 

door to discussion during assessment without being confrontational. Adolescents may 

need to develop trust before feeling safe enough to talk openly with their substance abuse 

counselor. On the other hand, sometimes counselors do not get the information they need 

because they don’t ask significant questions related to sexuality and gender identity.  

Value and use of assessment data. A regression model found that the value of 

assessment data by clinicians was significantly associated with three independent 
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variables: 1) years of experience as a substance abuse counselor, 2) clinicians’ 

perceptions of the value that their supervisors place on the assessment process, and 3) 

clinicians’ roles as either substance abuse counselors or supervisors/directors. The 

supervisory value of assessment was found to have the strongest association with 

assessment valuation by the counselor. 

The association between the clinician’s valuation of assessment and supervisory 

value of assessment was a positive one, indicating that the higher the clinician perceives 

their supervisor’s valuation of assessment to be, the greater their own valuation of the 

assessment data. This suggests the importance of training and supervision in regard to the 

assessment process. During training the supervisor has the opportunity to convey the 

value of assessment by teaching not only the procedures, but also the benefits of the 

process. 

Being in the role of director or supervisor was also positively associated with the 

clinician’s valuation of assessment data. The responsibilities of providing training and 

supervision on assessment practice and reinforcing agency standards falls primarily on 

individuals in a supervisory position, such as a program director or a clinical supervisor. 

To maintain program standards, a supervisor continually teaches assessment procedures 

and reinforces the value of the assessment process. The act of teaching and supervising 

assessment practice may reinforce the supervisor’s own valuation of assessment. 

 Experience working as a substance abuse counselor was negatively associated 

with clinicians’ valuation of assessment data. This quantitative result correlates with the 

qualitative observation that newer counselors are often more willing to following agency 

assessment procedures than experienced counselors. Outcome expectancy (Bandura, 
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1977) indicates that if newer counselors perceive the expected outcome of assessment as 

valuable, it will influence their engagement with the behavior of conducting assessment. 

Thus newer counselors more eagerly follow assessment procedures in anticipation of a 

positive or desired outcome.  

More years of experience as a substance abuse counselor may create some 

skepticism about the value of the comprehensive treatment process in enhancing overall 

treatment for adolescents. Substance abuse counselors with more years of experience may 

not feel that the tools being used or the process itself has treatment utility, in the sense 

that the outcome benefits of assessment are overshadowed by the cost in terms of time 

and potential risk to youth engagement. This viewpoint is reflected in some of the 

clinicians’ observations during the interviews, such as the assessment process being 

lengthy and potentially intrusive for adolescents, as well as the ever-changing nature of 

adolescence that can make a comprehensive assessment product developed at the start of 

treatment quickly outdated.  

A regression model found that the use of assessment data by clinicians was 

significantly associated with only one independent variable: clinicians’ perceptions of the 

value that their agency places on the assessment process. Agency valuation of assessment 

is reflected in the policies and procedures established for assessment at an organizational 

level. This finding reflects the impact of institutional norms in the assessment process. 

The clinicians’ perceptions of the value their supervisors place on assessment 

influence their own valuation of the assessment data, whereas it is the counselors’ views 

about their agencies’ stances on assessment that impact their use of assessment data in 
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treatment. Agencies that take a positive stance on assessment policies and procedures 

regulate how assessment data are used and integrated into treatment. 

Implications 

This study helps to fill a gap in research about substance abuse counselors’ 

practices and perceptions in regard to assessing adolescents. Developing an improved 

understanding about assessment practice with adolescents has many implications for 

education and training, policy, instrument development, support from stakeholders, and 

youth engagement. 

Education and training. This research provided new insight into how clinicians 

perceive and use assessment data, and what factors account for their assessment practices. 

Education, training, and supervision of substance abuse counselors are essential aspects 

of developing effective assessment processes. Not only do counselors understand the 

assessment tools more thoroughly through education and training, but they also come to 

better understand the values of the institutions they are working for and come to believe 

in their own ability to assess clients and use those assessments effectively. 

The results of this research can be used to inform the education process of those 

clinicians who will screen, assess, refer, or treat adolescents with potential substance use 

disorders. The knowledge can enhance social work or other graduate school programs 

that teach clinical practice. Educators can aid in the development of skills, traits, and 

knowledge identified in this study as being important in conducting substance abuse 

assessment with adolescents. 

An understanding of effective assessment practice and the impact of policy, 

training and supervision, and culture can motivate agencies to establish more effective, 
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individualized training and supervision procedures for assessment practice. The results 

indicate the importance of institutional and supervisory support for assessment practices. 

Supervisory promotion of assessment practice increases the substance abuse counselor’s 

valuation of the process; therefore the role of the supervisor and the supervisor’s 

approach toward assessment play key roles in developing assessment practice. 

The study results can aid in creating training materials for substance abuse 

counselors. Trainings ought to be frequent, they ought to be aligned to the values of the 

institution, and they ought to be connected to the practical application of the assessment 

tools. The assessment tools are mandated and cannot realistically be changed, but the 

counselor can be trained to understand how to use the tools, how to explain the terms, 

how to pace the interview, and how to ensure that the client does not find the assessment 

too long or too invasive to offer open and honest responses. Training is not simply about 

how to use an assessment tool, but extends beyond the mechanics of the tools to consider 

how specific tools fit into the larger assessment process, and then how the assessment 

process sits within the framework of treatment overall. 

A lesson from this study is the value of observational learning and hands-on 

practice when the counselor is learning assessment. Agencies can incorporate modeling 

and shadowing as an effective method to teach assessment practices, while reinforcing 

agency norms around assessment. Observational learning and the opportunity to receive 

feedback about assessment-related performance increases learning opportunities, builds 

counselors’ sense of self-efficacy, and conveys supervisory values in regard to 

assessment. 
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It is useful for substance abuse counselors to understand the importance of 

completing an assessment in a timely manner in order to identify and attempt to resolve 

the problems that the client is experiencing. Addressing the problems identified by the 

assessment involves using the assessment data in the development of the treatment plan. 

Therefore, new clinicians need to be taught to effectively integrate the assessment data 

into treatment. It is also important for the institution to reinforce this concept with 

experienced counselors. Experienced counselors may lose sight of the value of 

assessment over time and can develop practices that increase bias by relying too heavily 

on clinical judgment or past personal counseling experiences in developing an 

assessment. Counselors need to understand how bias can impair clinical judgment and the 

role of structured or semi-structured assessment tools in increasing objectivity in 

assessment. To address this, supervision should include the reinforcement of agency 

assessment procedures regarding how assessment practice is conducted and assessment 

data is used in treatment. Thus, even if counselors do not place much value on assessment 

data or the process, they would still understand the institutional values and norms 

regarding assessment. 

Policy. A better understanding of the counselor's perspective in regard to 

assessment instruments and the assessment process can have a positive impact on policy 

at the agency, funder, and accreditation levels. The considerable impact that policy has in 

terms of assessment practice means an improved understanding of adolescent assessment 

may impact policy development and implementation. Currently, policies that impact 

assessment processes are often established or suggested at a funder or accreditation level, 

interpreted at the agency level, and reinforced through supervisory practice. 
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Agency policy. Agencies can develop policies that better integrate assessment 

data into the treatment process and that maintain a clear reasoning for their use. This can 

be done through policies that set guidelines for best practices in the creation of a 

treatment plan based on assessment ratings or through the establishment of quality 

improvement procedures for monitoring assessment practices. At best this would enhance 

adolescent services, but at minimum it would ensure that the problems identified through 

the assessment are considered in the treatment process. These types of policies and 

procedures help establish institutional norms that strengthen the practice of assessment. 

Agencies can also develop supervisory or quality improvement practices around 

assessment, such as standardizing the observation of assessment or the review of 

assessments in charts, in order to reinforce the practice. 

Agencies may develop bureaucratic tendencies wherein uniform procedures are 

developed in regard to the assessment process. For instance, an agency that services both 

adults and adolescents may require the same assessment forms and instruments to be 

completed for both due to a desire to simplify training and supervision. In this case the 

agency could examine if such practice led to improved treatment outcomes, and if it did 

not, whether the practice served a different organizational value. Agencies should also 

consider avenues by which substance abuse counselors could be given leeway about the 

extent of the information that is gathered and the time frame. For instance, if the 

adolescent is not old enough to work or not interested in working, will the agency still 

require that the employment/vocational information be collected? In modalities wherein it 

is more challenging to complete an assessment, such as a school-based setting, more 

leeway could be given for the time allowed to complete assessment. It may be useful for 
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agencies to reevaluate, with an eye to larger mandates, what is necessary for adolescent 

assessment practice and to then determine the value and utility of supplementary 

instruments and forms that have been added to their assessment practice over time. 

Third-party payer policy. Increasingly, third-party payers such as health 

insurance companies, managed care organizations, and government funders mandate the 

specific assessment tools used in substance abuse treatment. In establishing what tools 

are required for assessment, it is important to consider that biopsychosocial tools should 

be appropriate for adolescents—not only in terms of being psychometrically sound, but 

also in terms of client engagement, treatment utility, and modality. 

Third-party payer policies establish reimbursement practices for assessment. 

Issues with third-party reimbursement practices did not emerge from this study, which 

may be a result of many of the agencies involved being less heavily reliant on health 

insurance funding or of the counselors being shielded from the demands of the outside 

funder. In the field of psychological assessment, the practice of clinical assessment is 

being heavily impacted by changes in third-party reimbursement practices. Third-party 

payers such as managed care and insurance companies are becoming less likely to 

authorize and reimburse for psychological assessment and more likely to argue for the 

use of diagnostic interviews instead (Eisman et al., 2000). As psychological assessment 

has influenced substance abuse assessment practice, a potential development for the field 

of substance abuse may be that an increasing devaluation of comprehensive assessment 

practice by third-party payers.  

Accreditation policy. Accrediting organizations such as CARF and JACHO 

should consider clinician perspectives on what is valuable and has utility in adolescent 
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assessment. When agencies attempt to meet all accreditation standards it can place 

additional burden on counselors to collect additional assessment information, some of 

which may be difficult to gather and may not contribute positively to the treatment 

process. Certain types of information, particularly developmental histories and some 

kinds of medical data, may be difficult for the counselor to collect based strictly on the 

client’s input. In cases wherein the clinician does not have consent to gather 

corroborative information from a parent or pediatrician, it may not be feasible to gather 

such types of information. Yet, there may be requirements to collect such types of data. 

For instance, CARF requires agencies to gather developmental and medical histories; 

evaluations of speech and hearing, visual functioning, learning ability, and intellectual 

functioning; and prenatal exposure to ATOD and immunization records. Such 

requirements can cause tensions between what information is realistic for a counselor to 

gather and what is expected or required. The challenges in gathering such extensive 

information should be weighed against the potential treatment benefit. Furthermore, it 

may not be seen as valuable to the clinician or useful in treatment planning. Creating 

additional accreditation standards for assessment may thus create more harm, by 

lengthening the assessment process and creating a more intrusive process, than the 

treatment benefit it is intended to provide. 

Policy implications related to counselor burnout. Pressures to gather extensive 

assessment information about a client has a cost in terms of counselor time and risk of 

counselor burnout. Maslach, Schaufeli, and Leiter (2001) define burnout as “a prolonged 

response to chronic emotional and interpersonal stressors on the job, and is defined by the 

three dimensions of exhaustion, cynicism, and inefficiency” (p. 397). Substance abuse 
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counselors report heavy amounts of paperwork being a cause of burnout in the field 

(Oser, Biebel, Pullen, & Harp, 2013). Burnout can have a negative impact on client care 

(McCarthy & Frieze, 1999). Those that shape assessment policies, including funders, 

accreditation organizations, and the agency, should take into account not only how the 

assessment process impacts the client, but how it affects the counselor.  

Instrument development. By engaging closely with substance abuse counselors 

who have expertise assessing adolescents, this study produces insights that can aid in the 

development of assessment instruments. Even assessments that have been designed 

specifically for youth are often too long and too technical for adolescents. The more a 

counselor has to explain what a question means, the less valuable that question is likely to 

be in the overall assessment process. The results of this study support the development of 

adolescent assessment tools that are reasonable in length for adolescents and that use 

language that is accessible to youth.  

Knowledge about which assessment domains are valuable and are used in 

treatment planning when working with adolescents is important for those who develop 

assessment tools. Traditionally the feedback loop has been weak or non-existent, largely 

because there is little information coming from the people using the tools back to those 

creating the tools. The results of this research can connect the knowledge in the field with 

those in instrument development. Domains that have low value or are infrequently used 

in treatment planning could be either reduced or eliminated. Valid and reliable 

assessment tools could be developed with more screening questions to indicate if 

additional questions in a particular section or domain should be either answered or 

skipped, depending on the client’s response. This design strategy would allow 
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comprehensive information to be gathered based on the individual’s need, rather than a 

lengthy, uniform process that gathers information in all areas for all clients regardless of 

usefulness. Similarly, brief versions of substance abuse assessment instruments for 

adolescents could be developed and used with youth who are being treated in lower 

intensity settings, with the ability to include additional information if a need was 

identified. Such an individualized assessment approach will be increasingly feasible as 

electronic health records continue to be developed and used by substance abuse 

counselors. 

Support from stakeholders. A better understanding of the use of assessment data 

will help those who utilize assessment results such as the court system, case managers, 

other professionals, and families comprehend the rationale for the process and develop 

greater confidence in the results. Knowledge indicating that the assessment information is 

collected and used in a planned and competent manner can build confidence in the 

process. Knowledge of the importance of effectively integrating assessment information 

into overall treatment could encourage stakeholders to be more engaged in the process. 

Engagement can involve referral sources or family members providing corroborative 

information during the assessment or being a supportive part of the intervention plan. 

Youth engagement. Substance abuse counselors participating in this study had 

extensive experience assessing youth. Their knowledge and passion for helping 

adolescents contributed to the identification of practices and skills that support the 

engagement of youth during the assessment process. Substance abuse counselors working 

with adolescents can use the approaches identified in this study during assessment. 

Through the incorporation of practices found to be effective, the information shared by 
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the participants in this study can enhance substance abuse assessment and treatment 

services to youth. 

Due to the specialized nature of working with adolescents and conducting 

assessment, particular skills and traits, as well as developing an effective delivery 

process, are vital for substance abuse counselors to be effective in their practice. An 

engaging delivery of the assessment, as well as helping a client to feel comfortable by 

explaining the process and the importance of confidentiality, can result in the 

development of openness, honesty, and trust with the client. The more open and honest 

the client is during assessment, the more accurate the assessment results will be. Creating 

an accurate assessment product in a timely manner and integrating that information into a 

treatment plan allows for both the adolescent and counselor to begin addressing the 

challenges that the youth is facing. Thus the assessment process is the first step on the 

path to change.  

Strengths and Limitations of the Research Methods 

Strengths. The study is based on participants’ responses constructed from their 

personal experiences with adolescent assessment as counselors. The researcher's 

connection to the professional field is a strength of the study insofar as that connection 

allowed access to the survey population and subsequently an appropriately-sized 

interview sample. An advantage of doing this study in Hawai‘i is that the participants 

have experience working with a culturally diverse group of adolescents. The study thus 

provides knowledge in an area in which there has been little research. 
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 The mixed methods design of the study is an advantage. A mixed methods 

approach allows the collection of both qualitative and quantitative data in order to 

understand the research problem more completely (Creswell, 2009). 

Delimitations. The goal of the study was not to test a particular theory or 

intervention connected to assessment, nor was it intended to develop a model of 

substance abuse assessment, but was rather to understand current assessment practices 

through the perspective of practicing clinicians. 

With this focus in mind, the study enhances knowledge of clinicians’ perspectives 

of substance abuse assessment with adolescents, but excludes the perspectives of the 

adolescents being assessed. Gaining an understanding of clients' perspectives on 

assessment is not directly relevant to a study about clinician perspectives. In the current 

study, some reference is made to those consumers, but always from the perspective of the 

counselor. There is a scarcity of literature on clinician perspectives regarding substance 

abuse treatment and assessment; therefore, this study was focused on substance abuse 

counselors’ experiences. 

The focus of the study has been on substance abuse counselors who assess 

adolescents. Because substance abuse assessments are done differently for adults and 

adolescents, the study focused specifically on the assessment practices involved in 

working with adolescents. Substance abuse assessments are also conducted on adults, but 

this study did not consider that process or how those assessments may differ from 

assessments of adolescents. 

Limitations. The quantitative phase of the study faced several limitations. It 

cannot be stated with certainty that the sample used in the quantitative survey is 
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representative of the population of adolescent substance abuse counselors, due to the 

reliance on non-probability sampling. In addition, although the response rate was very 

high for this survey, there may be differences between those who responded in the 

quantitative survey and those who did not, resulting in a non-response error. The study 

may also be biased due to inaccuracy of self-reported information about the counselors’ 

assessment practices. 

Adolescents are a specialized population and require expert knowledge on the part 

of the clinicians working with them. Due to the focus on adolescents, the results cannot 

and should not be generalized to adults. The study was also limited to substance abuse 

counselors in Hawai‘i who work with adolescents; therefore the results may not be 

generalizable outside of Hawai‘i. 

 The qualitative phase of the study involves issues of subjectivity inherent to a 

mixed method approach; therefore the results may be understood as an acknowledgement 

of the epistemological stance of qualitative research, rather than a limitation. The 

researcher herself is a substance abuse counselor who works with adolescents and 

personally knows and supervises some of the participants, which could potentially result 

in bias in data collection and analysis. There is a power differential in that some participant 

responses may have been affected by the difference in education level or job position 

between the researcher and participant. The interpretive nature of qualitative research 

required the researcher to engage in a reflective practice and to be aware of how her 

insider status could impact the research process in order to prevent the introduction of 

bias into the analysis of the findings. 
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Future Research 

This study has provided a description of substance abuse assessment practice with 

adolescents in Hawai‘i. First, future research could replicate this study with participants 

from outside of Hawai‘i to see if the results can be generalized to a larger population of 

substance abuse counselors, or if these findings are unique to this population.  

Second, this study focused specifically on adolescents as the target of assessment 

practices. To better understand the differences between adults and adolescents in 

response to the assessment process, a similar study with substance abuse counselors who 

assess adults could be conducted. Such a study could enhance assessment services to 

adults by clarifying the overlapping or unique qualities of successful assessment practice 

among and between adolescents and adults.  

Third, although this research has illuminated assessment practice from the 

perspective of substance abuse counselors, interviewing clients about their experiences of 

being assessed would build upon this project. Assessment involves both the person being 

assessed and the person conducting the assessment, and this study only examined half of 

that dyad. Adding the perspective of the individual being assessed could be used to 

contrast with and complement the clinicians’ viewpoints to create a fuller picture of 

assessment practice. Similarly, the study could be extended to consider the interaction 

between the counselor and the larger institutional structure, including the accreditation 

bodies and the organizations that create and mandate the assessments. 

Fourth, determining the utility of adolescent substance abuse assessment 

instruments is critical for future research. To evaluate utility, it is important to consider 

whether or not the assessment contributes to a successful treatment outcome. When 
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developing and testing assessment instruments for adolescents, as well as when 

determining the validity and reliability of the tools, evaluating how the comprehensive 

assessment process impacts overall treatment is essential. The utility of specific 

assessment instruments should be measured by evaluating how the use of a particular 

biopsychosocial instrument impacts treatment outcomes with consideration of the risk, in 

terms of cost, time, and potential harm. Though this study found that substance abuse 

counselors value the assessment data and indicated how they use the information, it is not 

clear whether the time and cost of comprehensive assessment practice is in fact 

outweighed by the benefit of the assessment information in guiding the treatment process. 

Conclusion 

 Comprehensive assessment is the basis for substance abuse treatment in that it 

creates a starting point from which to guide the treatment process. The assessment 

process gathers information about a client in order to identify their strengths, resources, 

needs, and problems, with the goal of helping clients understand their conditions and 

formulate effective responses. Gans, Falco, Schackman, & Winters noted, “When 

properly designed and administered, assessment can identify the nature and severity of 

drug use to determine what level of treatment is appropriate, and distinguish between 

problem drug users and those who are already dependent” (2010, p. 2). The assessment 

results can be integrated into treatment by using the data to inform the treatment plan 

(CSAT, 1998). Just as substance abuse treatments should be individualized to fit the 

needs of adolescents, so should assessment processes (Drug Strategies, 2003). 

Using a mixed method approach, this study helped to increase knowledge about 

clinicians’ perceptions and the use of substance abuse assessment when working with 
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adolescents. Though there are extensive data about how clinicians should conduct 

assessments, what areas on which to gather data, and how assessment results should be 

used in treatment, there previously was little information about how assessment occurs in 

actual practice. Substance abuse counselors and the youths they serve expend a 

significant amount of time early in the treatment process engaged in assessment practice. 

If the information is not being used to inform treatment, the benefit of the process is 

greatly reduced. 

By understanding, in a rich and comprehensive way, how substance abuse 

counselors conceptualize the assessment process and what factors influence the use of 

assessment data, policy makers at agency, funding, and accreditation levels will be better 

informed when making decisions about substance abuse assessment policies and 

practices. An understanding of the role of supervision and training in developing 

assessment skills will allow for better support of substance abuse counselors. Substance 

abuse remains a serious problem for adolescents. A better understanding of substance 

abuse assessment practice can provide improved guidance for substance abuse 

counselors, better tools, improved services, and, ultimately, more effective and 

meaningful support for our youth. 
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Appendix A. CHS approval letter 
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Appendix B. Quantitative Survey 

 

 
  

Assessing our YouthAssessing our YouthAssessing our YouthAssessing our Youth

The  following  survey  asks  questions  about  substance  abuse  assessment  practices  with  adolescents.  For  purposes  of  
this  survey,  "assessment"  refers  to  the  comprehensive  evaluation  process  conducted  with  a  client  at  the  start  of  
treatment.    
Thank  you  for  participating  in  this  survey.    

1. What is your age? 
If you would rather not answer please fill box with the number 99.

  

2. What is your ethnicity?  
If you would rather not answer please fill box with the number 99. If you are not sure of 
your ethnicity please put "unsure". 

  

3. What is your gender

4. What is the highest level of education you have completed? 

  
1. Counselor characteristics

Female
  



Male
  



Other
  



Some  High  School
  



High  School  Diploma  or  equivalent
  



Some  college
  



Associate  Degree
  



Bachelor  Degree
  



Some  graduate  education
  



Graduate  Degree
  



Other  (please  specify)  
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5. If you have a graduate degree, what discipline is your graduate degree in? Check off all 
that apply for multiple graduate degrees. 

6. Do you have any of the following licenses? Please check off any behavioral health 
licenses you currently hold.

I  do  not  have  a  graduate  degree
  



Administration
  



Counseling  Psychology
  



Professional  Counseling
  



Psychology
  



Criminal  Justice
  



Divinity  or  Theology
  



Education
  



Human  Services
  



Marriage  and  Family  Therapy
  



Public  Health
  



Social  Work
  



Other  (please  specify)  

I  have  no  behavioral  health  license
  



Licensed  Addiction  Counselor  (LAC)
  



Licensed  Clinical  Professional  Counselor  (LCPC)
  



Licensed  Clinical  Psychologist  (LCP)
  



Licensed  Clinical  Social  Worker  (LCSW)
  



Licensed  in  Psychology  (LPsy)
  



Licensed  Marriage  and  Family  Therapist  (LMFT)
  



Licensed  Mental  Health  Counselor  (LMHC)
  



Licensed  Professional  Counselor  (LPC)
  



Licensed  Social  Worker  (LSW)
  



Other  (please  specify  license)  
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7. Do you currently hold state or national certification in substance abuse counseling (e.g. 
CSAC, MAC, NAAP, NCAC, CADC)?

8. Would you describe yourself as someone who is in recovery from drugs or alcohol?

9. What is your primary role?

10. How many years of experience do you have with each of the following? 
 
Please round your years of experience to the nearest year.  
If you have some experience, but less than a year, record it as 1 year.  
If you have no experience for a specific question, enter a 0. 
If you would rather not answer please fill box with the number 99.  
If you are not sure of please fill box with the number 98. 
Providing  substance  abuse  counseling?

Providing  substance  abuse  counseling  to  adolescents?

Conducting  substance  abuse  assessments  with  adolescents?

  

Yes
  



No
  



Unsure  or  unable  to  answer
  



Yes
  



No
  



Unsure  or  unable  to  answer
  



Substance  Abuse  Counselor
  



Clinical  Supervisor
  



Program  Administrator  or  Director
  



Independent  Therapist  providing  substance  abuse  counseling
  



Other  (please  specify)  
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11. What is the what modality of substance abuse treatment that you currently work in 
(check off all that apply)? 

12. Does your organization have a policy that requires clients entering substance abuse 
treatment to complete a comprehensive assessment?

13. Does your organization receive funding from the Hawaii Alcohol and Drug Abuse 
Division (ADAD) of the Department of Health for substance abuse treatment services?

  
2. Agency characteristics

I  am  not  working  in  adolescent  substance  abuse  treatment  at  this  time.
  



School-­based  outpatient
  



Community-­based  outpatient
  



Intensive  outpatient
  



Day  Treatment
  



Dual  Diagnosis
  



Residential
  



Partial  Hospitalization
  



After  care
  



Other  (please  specify)  

Yes
  



No
  



Unsure
  



I  am  not  part  of  an  organization
  



Yes
  



No
  



Unsure
  



I  am  not  part  of  an  organization
  


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14. Is your organization nationally accredited by the Commission on Accreditation of 
Rehabilitation Facilities(CARF), the Joint Commission (JACHO), or another national 
accreditation? 

15. Is your work with clients funded either wholly or in part by insurance reimbursement 
for services (e.g. HMSA, HMAA, Alohacare, Quest)?

16. Is your agency a not-­for-­profit organization?

17. What is your experience in conducting substance abuse assessments?

  

Yes
  



No
  



Unsure
  



I  am  not  part  of  an  organization
  



Yes
  



No
  



Unsure
  



Yes
  



No
  



Unsure  or  unable  to  answer
  



I  currently  conduct  assessments  either  as  an  intake  counselor,  substance  abuse  counselor,  supervisor,  or  some  other  capacity  (includes  

conducting  assessments  as  part  of  your  regular  caseload  or  in  an  intermittent  or  training  capacity)  



I  have  conducted  assessments  in  the  past,  but  currently  do  not  conduct  them.
  



I  currently  do  not  conduct  the  initial  comprehensive  assessment,  but  I  am  provided  with  the  results  of  the  assessment  for  the  clients  I  work  

with.  



I  don't  have  experience  with  assessments.
  



I'm  not  sure
  


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The  term  'assessment'  below  indicates  the  comprehensive  assessment  that  if  normally  completed  at  the  start  of  
treatment.  
  
18. How OFTEN do you use the following resources to gather assessment information 
regarding your adolescent client?

19. How OFTEN do you use assessment information to assist with the following? 

  
3. Use of assessment data

Never Seldom
About  half  the  

time
Usually Always

Structured  or  semi-­structured  clinical  interview  with  assessment  
instrument(s)

    

Unstructured  clinical  interview     

Collateral  information  from  family  members     

Collateral  information  from  school  staff     

Collateral  information  from  probation,  parole,  or  court     

Collateral  information  from  other  behavioral  health  professionals     

Collateral  information  from  medical  health  professionals     

Drug  testing  or  drug  screen     

Never Seldom
About  half  the  

time
Usually Always

Determining  diagnosis     

Determining  the  need  for  referral     

Problem  identification     

Identification  of  client  strengths  and  social  supports     

Developing  a  treatment  plan     
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20. How OFTEN do use the following areas or domains you have assessed when 
developing a treatment plan? 
 
If the domain listed is not one you gather information about, please mark the column listed 
NA

Never Seldom
About  half  the  

time
Usually Always N/A

Drug  and  alcohol  use  history      

Medical  /  Biomedical  /  Physical  health      

Sexual  history  and  health      

Developmental  issues  and  history      

Psychological  /  Mental  health      

Family      

Employment  /  Vocational  history      

School      

Social  /  Peer      

Legal  history  /  Delinquency      

Cultural      

Community  /  Environment      

Spiritual  /  Religious      

Leisure-­time  activities  /  Hobbies  and  interests      

Other      

  

If  you  rated  "other"  please  describe  what  area  or  domain  you  are  referring  to  
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21. Please indicate your level of agreement or disagreement with the following statements:

22. Please rate the value of the data from the comprehensive assessment process to do 
the following:

  
4. Value of assessment data

Disagree
Somewhat  
Disagree

Neutral
Somewhat  
Agree

Agree

I  feel  that  the  information  from  the  assessment  is  helpful  in  my  work  with  
clients.

    

I  feel  that  the  information  from  the  assessment  provides  useful  
information  in  my  work  with  clients.

    

I  feel  that  an  assessment  with  a  client  at  the  start  of  treatment  leads  to  
better  outcomes  for  the  client.

    

Not  very  
valuable

Very  valuable

Determining  diagnosis     

Determining  the  need  for  referral     

Problem  identification     

Identification  of  client  strengths  and  social  supports     

Developing  a  treatment  plan     
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23. How valuable do you find the following areas or domains when assessing adolescent 
clients? 
 
If the domain listed is not one you gather information about, please mark the column listed 
NA

24. To what degree do you agree or disagree with the following statements in regards to 
the assessment process you use with adolescents?

Not  very  
valuable

Very  valuable N/A

Drug  and  alcohol  use  history      

Medical  /  Biomedical  /  Physical  health      

Sexual  history  and  health      

Developmental  issues  and  history      

Psychological  /  Mental  health      

Family      

Employment  /  Vocational  history      

School      

Social  /  Peer      

Legal  history  /  Delinquency      

Cultural      

Community  /  Environment      

Spiritual  /  Religious      

Leisure-­time  activities  /  Hobbies  and  interests      

Other      

Disagree
Somewhat  
Disagree

Neutral
Somewhat  
Agree

Agree

The  assessment  process  I  use  is  culturally  relevant  for  youth  culture     

The  assessment  process  I  use  provides  culturally  relevant  information  to  
effectively  evaluate  youth  in  Hawaii

    

The  assessment  process  I  use  provides  culturally  relevant  information  to  
effectively  evaluate  various  ethnic  groups  in  Hawaii

    

The  assessment  process  I  use  provides  culturally  relevant  information  to  
effectively  evaluate  military  dependents

    

The  assessment  process  I  use  provides  culturally  relevant  information  to  
effectively  evaluate  gay,  lesbian,  bisexual,  and  transgendered  youth

    

  

If  you  rated  "other"  please  describe  what  area  or  domain  you  are  referring  to  
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The  term  'assessment'  below  indicates  the  comprehensive  assessment  that  is  normally  completed  at  the  start  of  
substance  abuse  treatment.  
  
Please  answer  based  on  your  experience  with  assessment.  If  you  currently  do  not  conduct  comprehensive  assessments,  
but  have  done  so  previously,  please  answer  the  following  questions  based  on  your  previous  experience  with  
assessments.  
  
If  you  don't  have  experience  with  assessments  please  skip  to  question  #31.  

25. Do you use the following criteria when placing and assessing clients?

26. What standardized instruments do you use when conducting an adolescent substance 
abuse assessment (check off all that apply)?

  
5. Conducting assessments

Yes No Not  sure

(ASAM)  American  Society  of  Addiction  Medicine  patient  placement  for  Level  of  Care   

(DSM-­IV-­R)  Diagnostic  and  Statistical  Manual  symptoms  for  diagnosis   

(ICD-­10)  International  Classification  of  Diseases  symptoms  for  diagnosis   

  

ASI  (Addiction  Severity  Index)
  



ADAD  (Alcohol  and  Drug  Abuse  Assessment)
  



BDI  (Beck  Depression  Inventory)
  



CBCL  (Child  Behavior  Checklist)
  



CASI  (Comprehensive  Addiction  Severity  Inventory)
  



DIS  (Diagnostic  Interview  Schedule)
  



DISC  (Diagnostic  Interview  Schedule  for  Children)
  



GAIN/GAIN-­I/GAIN-­Q  (Global  Appraisal  of  Individual  Needs)
  



MAST  (Michigan  Alcoholism  Screening  Test)
  



MMPI-­A  (Minnesota  Multiphasic  Personality  Inventory  for  Adolescents)
  



MMPI/MMPI-­2  (Minnesota  Multiphasic  Personality  Inventory)
  



POSIT  (Problem  Oriented  Screening  Instrument  for  Teenagers)
  



SASSI  (Substance  Abuse  Subtle  Screening  Inventory)
  



SCID-­I/SCID-­II  (Structured  Clinical  Interview  for  DSM-­IV)
  



TASI  (Teen  Addiction  Severity  Index)
  



Other  (please  specify)  
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27. How many times, IN TOTAL, have you attended a workshop or training OUTSIDE YOUR 
AGENCY on substance abuse assessment or assessment related issues? 

28. How many times, IN TOTAL, have you attended an in-­house workshop or training 
WITHIN YOUR AGENCY on substance abuse assessment or assessment related issues? 

29. IN THE PAST YEAR, how many times have you received individual supervision on 
assessments (e.g. through chart reviews that included a review of assessments, verbal or 
written feedback on your assessments, individualized training on assessment, or 
supervisory feedback of assessment based on observation)? 

  
6. Factors influencing assessment

0  times
  



1-­3  times
  



4-­6  times
  



6-­9  times
  



10  or  more  times
  



Don't  know
  



0  times
  



1-­3  times
  



4-­6  times
  



6-­9  times
  



10  or  more  times
  



Don't  know
  



0  times
  



1-­3  times
  



4-­6  times
  



6-­9  times
  



10  or  more  times
  



Don't  know
  



I  do  not  receive  supervisory  case-­specific  feedback  because  I  am  supervisor  or  director  who  does  not  have  an  on-­going  caseload  or  an  

independent  therapist  who  doesn't  get  case-­specific  supervision  


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30. When you received individual supervision on assessments in the last year, through 
what method(s) was it provided to you? (check off all that apply)

31. Please indicate the degree to which you agree or disagree with the following 
statements:

32. The following question relates your frame of reference in understanding the etiology, 
expression, and course of addiction. 
How closely does your perspective about substance abuse match the following models? 

Disagree
Disagree  
Somewhat

Neutral
Agree  

Somewhat
Agree N/A

I  have  received  adequate  training  on  adolescent  
substance  abuse  assessments.

     

My  supervisor  values  the  practice  of  comprehensive  
assessment.

     

My  agency  values  the  practice  of  comprehensive  
assessment.

     

Disagree
Disagree  
Somewhat

Neutral
Agree  

Somewhat
Agree

The  BIOSPSYCHOSOCIAL  MODEL  (explains  the  complex  interaction  between  the  
biological,  psychological,  and  social  aspects  of  substance  abuse;;  the  significance  of  
each  particular  pathway  depends  on  the  individual)

    

The  ECOLOGICAL  MODEL  (substance  abuse  arises  in  the  context  of  multiple  systems  
of  influence,  including  family,  school,  peer,  and  neighborhood;;  it  focuses  on  the  
reciprocal  interplay  between  these  systems)

    

The  MEDICAL/DISEASE  MODEL  (contends  that  addiction  is  a  primary,  chronic,  
relapsing  disease;;  it  has  a  strong  genetic  component  and  chronic  use  over  time  can  
lead  to  changes  in  the  brain  resulting  in  compulsive  behavior)

    

  

I  did  not  receive  individual  supervision  on  assessment  in  the  past  year
  



chart  reviews  that  include  a  review  of  assessments
  



individualized  training  on  assessment
  



feedback  based  on  supervisory  observation  of  assessment
  



verbal  feedback  on  case  assessments
  



written  feedback  on  case  assessments
  



Other  (please  specify)  
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33. Would you would be willing to be contacted for a follow up interview to discuss your 
assessment practices? The interview would take between 30 minutes and one hour. If you 
participated in the interview, you would be given a $20.00 gift card in appreciation of your 
time.  
 
If you are willing to be contacted for an interview, please list your name, phone number, 
and email below. If you would rather not, there is no need to write anything in the box.  
 
Thank you for your help!

  

  
7. MAHALO!







 

 215 

Appendix C. Consent for Quantitative Survey – Paper Version 

Assessing our Youth: Clinician Perceptions of Assessment Practices with 
Adolescents in Substance Abuse Treatment  

 
My name is Colleen Fox. I am a graduate student at the University of Hawai‘i at Mānoa 
in the School of Social Work. As part of the requirements for earning my graduate 
degree, I am doing a research project. This study is designed to gain a better 
understanding of clinician perceptions of assessment practices with adolescents in 
substance abuse treatment. The goal of this research is to better understand how 
assessment data informs the clinical work of substance abuse counselors. I am asking you 
to participate because you have experience with adolescent substance abuse assessments. 
 
What you will be asked to do: As a participant, you will be asked to complete a survey 
on your assessment practices and perceptions. The survey should take about 15 minutes 
to complete. Around 100 people will take part in this survey.  
 
Risks and Benefits: I believe there is little or no risk to those participating in this 
research project. Information gained from this study may help to understand counselor 
perceptions of the assessment process and how counselors use assessment information in 
clinical practice.  
 
Confidentiality and Privacy: During this research project, all data from the surveys will 
be kept in a secure location. Only I will have access to the data, although legally 
authorized agencies, including the University of Hawai'i Committee on Human Studies, 
have the right to review research records. Any report of this research that is made 
available to the public will not include your name or any other identifying individual 
information by which you could be identified. 
 
Voluntary Participation: Participation in this study is voluntary. You can choose freely 
to participate or not to participate. In addition, at any point during this project, you can 
withdraw your permission without any penalty or loss of benefits. Your participation or 
non-participation will not impact your employment status. 
 
As compensation for time spent participating in the research project, I will provide you 
with a $10.00 gift certificate to either Starbucks or Jamba Juice. 
 
If you have questions or want a copy or summary of the study results: If you have 
any questions about this research project, please call me at (808) 533-2310 or email me at 
foxc@hawaii.edu. If you have any questions regarding your rights as a research 
participant, please contact the UH Committee on Human Studies at (808) 956-5007, or 
uhirb@hawaii.edu  
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Please keep the prior portion of this consent form for your records. 
If you agree to participate in this project, please sign the following signature portion of 

this consent form and return it with the completed survey. 
 
 
Signature(s) for Consent: 
 
I agree to participate in a survey for the research project entitled, Assessing our Youth: 
Clinician Perceptions of Assessment Practices with Adolescents in Substance Abuse 
Treatment. I understand that I can change my mind about participating in this project at 
any time without any negative consequences to me. 
 
 
Your Name (Print):   _____________________________________________ 
 
Your Signature:  _____________________________________________ 
 

Date:  _________________________________ 
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Appendix D. Consent for Quantitative Survey – Electronic Version 

 

Assessing our Youth - OnlineAssessing our Youth - OnlineAssessing our Youth - OnlineAssessing our Youth - Online

Consent  to  Participate  in  Research  Project:  Quantitative  Survey  
  
Assessing  our  Youth:  Clinician  Perceptions  of  Assessment  Practices  with  Adolescents  in  Substance  Abuse  Treatment  
  
My  name  is  Colleen  Fox.  I  am  graduate  student  at  the  University  of  Hawai`i  at  Manoa  in  the  School  of  Social  Work.  As  part  of  the  requirements  of  
earning  my  graduate  degree,  I  am  doing  a  research  project.  This  study  is  designed  to  gain  a  better  understanding  of  clinician  perceptions  of  
assessment  practices  with  adolescents  in  substance  abuse  treatment.  The  goal  of  this  research  is  to  better  understand  how  assessment  data  informs  
the  clinical  work  of  substance  abuse  counselors.  I  am  asking  you  to  participate  because  you  are  have  experience  with  adolescent  substance  abuse  
assessments.    
  
What  you  will  be  asked  to  do:  As  a  participant,  you  will  be  asked  to  complete  a  survey  on  your  assessment  practices  and  perceptions.  The  survey  
should  take  about  15  minutes  to  complete.  Around  100  people  will  complete  this  survey.    
  
Risks  and  Benefits:  I  believe  there  is  little  or  no  risk  to  those  participating  in  this  research  project.  Information  gained  from  this  study  may  help  to  
understand  counselor  perceptions  of  the  assessment  process  and  how  counselors  use  assessment  information  in  clinical  practice.    
  
Confidentiality  and  Privacy:  During  this  research  project,  all  data  from  the  surveys  will  be  kept  in  a  secure  location.  Only  I  will  have  access  to  the  
data,  although  legally  authorized  agencies,  including  the  University  of  Hawai`i  Committee  on  Human  Studies,  have  the  right  to  review  research  
records.  Any  report  of  this  research  that  is  made  available  to  the  public  will  not  include  your  name  or  any  other  identifying  individual  information  
by  which  you  could  be  identified.    
  
Voluntary  Participation:  Participation  in  this  study  is  voluntary.  You  may  choose  freely  to  participate  or  not  to  participate.  In  addition,  at  any  point  
during  this  project,  you  can  withdraw  your  permission  without  any  penalty  or  loss  of  benefits.  Your  participation  or  non-­participation  will  not  impact  
your  employment  status.    
  
As  compensation  for  time  spent  participating  in  the  research  project,  I  will  provide  you  with  a  $10.00  gift  certificate  to  either  Starbucks  or  Jamba  
Juice.    
  
If  you  have  questions  or  want  a  copy  or  summary  of  the  study  results:  If  you  have  any  questions  about  this  research  project,  please  call  me  at  (808)  
533-­2310  or  email  me  at  foxc@hawaii.edu.  If  you  have  any  questions  regarding  your  rights  as  a  research  participant,  please  contact  the  UH  
Committee  on  Human  Studies  at  (808)  956-­5007,  or  uhirb@hawaii.edu    
  
Statement  of  Consent:  I  have  read  the  above  information  and  have  received  answers  to  any  questions.  I  consent  to  take  part  in  the  research  study  
of  assessment  practices  of  substance  abuse  counselors.    
  
Please  print  a  copy  a  copy  of  this  form  for  your  records.    
  

1. I want to participate in this research and continue with the survey. 

  
1. Consent to Participate

*
Yes  I  would  like  to  participate  in  the  survey

  


No  I  would  not  like  to  participate  in  the  survey
  


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Appendix E. Interview Guide for Qualitative Interviews 

1) What is your experience with using assessments in substance abuse treatment? 
• How long have you been completing assessments and in what setting?  
• Describe the process you use to assess clients.  
• What tools do you use to assess a client? 
• How long does it usually take you to complete an assessment? 

 
2) What kind of training have you received in completing assessments? 

• What kind of education or training have you received in using biopsychosocial 
instruments? 

• Have you been to any workshops, classes, or trainings relating to assessments? 
• What kind of supervision do you receive regarding assessments? 
• How would you describe your supervisor’s perspective on the assessment 

process 
 
3) If you conduct the assessment yourself, how does the experience of completing the 

assessment instrument appear to affect the client? 
• How did the experience of completing the assessment instrument and the overall 

therapeutic alliance? 
• Is the assessment process you use helpful in your work with different 

populations such as different ethnicities? Different Ages? GLBT youth? Other 
various backgrounds such as military dependents or those with specific group 
identity such as gangs? 

• How has conducting the assessment impacted your overall client care? 
 
4) If you conduct the assessment yourself, how would you evaluate the assessment 

process? 
• What are the benefits and the challenges of the assessment process? 
• What are the strengths and weaknesses of the biopsychosocial instrument that 

you use? 
• Are certain sections of a biopsychosocial instrument that particularly useful in 

your work with clients (e.g. family, drug, social)? 
• Do you find the assessment process valuable? 

 
5) How do the results of the assessment process inform your clinical work with clients? 

• What does the assessment tell you about the client? 
• After the assessment is completed, how do you use the information? 
• How is the assessment information integrated into the rest of the treatment 

process? 
• How would you describe the value of the assessment data useful in the treatment 

process? 
• If you did not complete the assessment process yourself, do you have a process 

to review the information? 
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6) Follow-up: Did you have any other thoughts you would like to share regarding your 
view about the process of gathering biopsychosocial data or the overall assessment 
process? Was there anything you wanted to expand upon? Was there anything you 
wanted to share about your experience in participating in this process? 

 
** Italicized questions are probing questions to be used if the discussion is not getting 
started or to stimulate discussion about a certain aspect of the process.  
  



 

 220 

Appendix F. Consent for Qualitative Interviews 

Assessing our Youth: Clinician Perceptions of Assessment Practices with 
Adolescents in Substance Abuse Treatment  

 
My name is Colleen Fox. I am a graduate student at the University of Hawai‘i at Mānoa 
in the School of Social Work. As part of the requirements for earning my graduate 
degree, I am doing a research project. This study is designed to gain a better 
understanding of clinician perceptions of assessment practices with adolescents in 
substance abuse treatment. The goal of this research is to better understand how 
assessment data informs the clinical work of substance abuse counselors. I am asking you 
to participate because you have experience with adolescent substance abuse assessments. 
 
What you will be asked to do: As a participant, you will be asked to participate in an 
interview that will last approximately 30 minutes to 1 hour depending on the length of 
your responses. I will record the interview using a computer. It is being recorded so I can 
later type a transcript of the interview in order to analyze the information. If you 
participate, you will be one of a total of approximately five substance abuse counselors I 
will interview.  
 
Risks and Benefits: I believe there is little or no risk to participating in this research 
project. In your responses, should you choose to share any personal stories that include 
individuals other than yourself, please use pseudonyms or do not use the individual’s 
name. Information gained from this study may help to understand the counselor 
perceptions of the assessment process and how counselors use this tool in clinical 
practice. 
 
Confidentiality and Privacy: During this research project, all data from the surveys will 
be kept in a secure location. Only I will have access to the data, although legally 
authorized agencies, including the University of Hawai'i Committee on Human Studies, 
have the right to review research records. Any report of this research that is made 
available to the public will not include your name or any other individual information by 
which you could be identified. 
 
Voluntary Participation: Participation in this study is voluntary. You can choose freely 
to participate or not to participate. In addition, at any point during this project, you can 
withdraw your permission without any penalty or loss of benefits. Your participation or 
non-participation will not impact your employment status. 
 
As compensation for time spent participating in the research project, I will provide you 
with a $20.00 gift certificate to either Starbucks or Jamba Juice. 
 
If you have questions or want a copy or summary of the study results: If you have 
any questions about this research project, please call me at (808) 533-2310 or email me at 
foxc@hawaii.edu. If you have any questions regarding your rights as a research 
participant, please contact the UH Committee on Human Studies at (808) 956-5007, or 
uhirb@hawaii.edu  
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------------------------------------------------------------------------------------------------------------ 
 

Please keep the prior portion of this consent form for your records. 
If you agree to participate in this project, please sign the following signature portion of 

this consent form and return it to the researcher. 
 
 
Signature(s) for Consent: 
 
I agree to participate in an interview for the research project entitled, Assessing our 
Youth: Clinician Perceptions of Assessment Practices with Adolescents in Substance 
Abuse Treatment. I understand that I can change my mind about participating in this 
project at any time without any negative consequences to me. 
 
 
Your Name (Print):   _____________________________________________ 
 
Your Signature:  _____________________________________________ 
 
Date:  _________________________________ 
 
 

Consent for audio recording: 

• Data will be recorded on computer and then the interviews will be transcribed. 
Transcriptions of the discussion will be kept on a personal computer to which 
only the researcher has access. Once the discussions have been fully transcribed 
the recordings will be deleted.  

• Please sign below if you are willing to have this interview audio recorded. You 
may still participate in this study if you are not willing to have the interview 
recorded. 

 
 
Your Signature:  _____________________________________________ 
 
Date:  _________________________________ 
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