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Chapter 3

Individual Characteristics and Needs Associated
with Substance Misuse of Adolescents and
Young Adults in Addiction Treatment

Michael L. Dennis, Michelle K. White, and Melissa L. Ives

This chapter examines the characteristics and needs of substance misusing adolescents
(ages 12—-17) and young adults (ages 18-25), as well as implications for improving
practice. The chapter begins with a review of the literature on the prevalence,
course, and correlates of adolescent substance misuse. It then uses a large treatment
data set to provide a detailed description of the different demographic, sub-
stance use, and comorbidity characteristics of adolescents presenting to substance
abuse treatment and explores how they vary by three demographic groups, systems
where they could be recruited from, and levels of addiction treatment. The chapter
then focuses on using more detailed data on 14,776 adolescents from 113 Substance
Abuse and Mental Health Services Administration (SAMHSA) Center for
Substance Abuse Treatment (CSAT) grantee treatment programs in the United
States who were interviewed with a standardized biopsychosocial assessment
called the Global Appraisal of Individual Needs (GAIN; Dennis, Titus, White,
Unsicker, & Hodgkins, 2003). The chapter concludes with implications for early
intervention (EI) and treatment.

Background on the Prevalence, Course, and Correlates
of Adolescent Substance Misuse

Prevalence

Using a life course perspective, the prevalence of substance use, abuse, and depend-
ence rises through the teen years, peaking at around 20% between ages 18 and 20,
then declines gradually over the next four decades (Dennis & Scott, 2007). Of the
~24.3 million adolescents (ages 12—17) in the US, ~16.6% have used alcohol in the
past month (10.3% to the point of intoxication), 9.8% have used illicit drugs (6.7%
marijuana), and 8.0% self-report criteria for substance abuse or dependence in the
past year (SAMHSA, 2007a). Of the ~32.4 million young adults (ages 18-25) in
the US, ~61.9% have used alcohol in the past month (42.2% to the point of intoxi-
cation), 19.8% have used illicit drugs (16.3% marijuana), and 21.3% self-report
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criteria for substance abuse or dependence in the past year (SAMHSA, 2007a). Yet
it is estimated that less than 1 in 6 adolescents (1.4% of the population) and 1 in 12
young adults with abuse or dependence (1.7% of the population) received any kind
of addiction treatment in the past year (SAMHSA, 2007a). It has been further noted
that over 90% of those who develop substance dependence in their lifetime started
using under the age of 18 and half started using under the age of 15 (Dennis, Babor,
Roebuck, & Donaldson, 2002). Thus, substance misuse is primarily an adolescent-
onset disorder:

Long-Term Course and Demographic Correlates

The age of onset is related to the long-term course of addiction. Those who initiate
substance use prior to the age of 15 are significantly more likely than those who
start over the age of 18 to have symptoms of dependence as an adult an average of
20 years later (Dennis, Babor, Roebuck, & Donaldson, 2002). In a study of adults
in treatment (Dennis, Scott, Funk, & Foss, 2005), the median time from first use to
at least a year of abstinence was significantly longer for people who started using
before the age of 15 (median of 29 years of use before a year of abstinence) than
those who started between the ages of 15 and 20 (26 years of use) or who started at
the age of 21 or older (18 years of use). Conversely, even after controlling for age
of onset, the median duration of use was significantly shorter for those treated in
the first 9 years of use (15 years of use) than for those first treated after 10-19 years
of use (23 years of use) or after 20 or more years of use (over 35 years of use).
Multiple investigations have suggested that in addition to the age of onset, gender
and race are related to the rates of initiation, prevalence, and remission from sub-
stance use and substance use disorders (Dennis, Foss, & Scott, 2007; Grant &
Dawson, 1998; Rounds-Bryant & Staab, 2001; Van Etten & Anthony, 1999). While
they have similar rates of abuse and dependence as boys in the community
(SAMHSA, 2007a), on average girls represent only about one-third of the people
who receive publicly funded treatment (SAMHSA, 2008). Thus, intervention dur-
ing adolescence and young adulthood is an important strategy for reducing long-
term use but it is important to explore gender differences.

Need for Screening and Intervention in Multiple Systems

Relative to adolescents who are abstinent, those who report the use of marijuana
(and typically alcohol as well) weekly or more often are 4—47 times more likely to
have a wide range of past-year problems including symptoms of cannabis depend-
ence (0% vs 77%), alcohol dependence (0% vs 67%), clinically severe symptoms
of attention deficit, hyperactivity, or conduct disorder (CD; 13% vs 57%), getting
into physical fights (11% vs 47%), dropping out of school (6% vs 25%), emergency
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room admissions (17% vs 33%), any illegal activity (17% vs 69%), and any arrest
(1% vs 23%) (Dennis & McGeary, 1999). In fact, substance use is increasingly
recognized as the leading malleable cause of death in the US (Mokdad, Marks,
Stroup, & Gerberding, 2004). As a person develops from ages 611 to ages 12—-17
to ages 18-20, there are dramatic increases in the rate of emergency departments
admissions with problems related to illicit drug use (2.4 to 197.9 to 517.5 per
100,000 population) with higher rates for males at all ages than females (SAMHSA,
2007b). While interventions at this point can be effective (e.g., Spirito et al., 2004),
from a public health perspective it makes more sense to intervene within other sys-
tems of care before problems become life threatening.

Some of the other major systems that provide opportunities for screening and
early interventions with adolescent substance users include schools, the workplace,
child welfare systems, and the justice system. In schools, among 12th graders,
48.2% have used illicit drugs at some point in their lives (21.5% in the past month)
and 56.4% have been drunk in their lifetime (30.0% in the past month) (Johnston,
O’Malley, Bachman, & Schulenberg, 2007). Among adolescents in the workplace,
23.3% reported lifetime illicit drug use (19.1% in the past month), 17.5% have been
drunk in the past month, and 4.4% self-report criteria for substance abuse or
dependence in the past year; among young adults in the workplace, 76.7% report
lifetime illicit drug use (24.7% in the past month), 82.5% have been drunk in the
past month, and 6.2% self-report criteria for substance abuse or dependence in the
past year (SAMHSA, 2007a). Clearly, there is a need for screening and intervention
in school and workplace settings.

The child welfare system also has a need for screening and intervention: research
suggests that 50-90% of child welfare cases involve one or more family members
with a substance use disorder (Marsh, Ryan, Choi, & Testa, 2006; McAlpine,
Marshall, & Doran, 2001) and 60-87% of adolescents in substance abuse treatment
self-report having been victimized (Shane, Diamond, Mensinger, Shera, &
Wintersteen, 2006; Titus, Dennis, White, Scott, & Funk, 2003). Within the system,
tremendous racial disparities exist — for African-Americans in particular — includ-
ing higher likelihood of cases being opened, more case dispositions resulting in
out-of-home placement, longer foster care stays, reduced likelihood of family
reunification, and longer time to reunification (Government Accountability Office
[GAO], 2007; Green, Rockhill, & Furrer, 2007; Lu et al., 2004). Further, African-
American families in the child welfare system are less likely to have received addic-
tion treatment and other services than Caucasian and Latino families and experience
overall poorer case outcomes (Courtney et al., 1996).

Of the adolescents and young adults who reported lifetime arrests, 81.9% had
used illicit drugs (61.1% in the past month), 56.1% had been drunk in the past
month, and 11.5% self-report criteria for substance abuse or dependence in the past
year (SAMHSA, 2007a). From 1992 to 2006 the number of adolescents referred to
publicly funded treatment from the juvenile or criminal justice systems increased
from 35,369 to 67,437 (39.0% to 50.6% of all public treatment admissions); in the
same time period the number of young adults referred to publicly funded treatment
from the justice system increased from 105,560 to 163,179 (43.3% to 50.2%) of all
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public treatment admissions (SAMHSA, 2008). Across ages, referral to treatment
by the juvenile or criminal justice system was much more likely for males than for
females (56.6% vs 36.9%) and for African-American and mixed-race adolescents
than for Caucasian youth (60.0% and 51.1% vs 47.8%) (SAMHSA, 2008). Thus,
there are multiple promising systems for identifying and intervening with more
adolescents and young adult substance users, and doing so systematically has the
potential to reduce current health disparities.

Variations by Level of Care

While policymakers and researchers have often attempted to compare outpatient
(OP) and inpatient treatment, these programs have historically served different
adolescents in terms of the severity of substance use disorders and other co-
occurring problems (Dennis, Dawud-Noursi, Muck, & McDermeit (Ives), 2003;
Gerstein & Johnson, 1999; Hser et al., 2001; Hubbard, Cavanaugh, Craddock, &
Rachal, 1985; Rounds-Bryant, Kristiansen, & Hubbard, 1999; Sells & Simpson,
1979; Simpson, Savage, & Sells, 1978). These differences grew in the 1990s with
the increasing use of more explicit patient placement criteria, such as those rec-
ommended by the American Society of Addiction Medicine (ASAM, 1996,
2001), the use of which has been mandated in several states. The guidelines rec-
ommend (and studies have increasingly also found) that the severity of substance
use disorders and co-occurring problems increase with the intensity of services
(i.e., EI, OP, intensive outpatient (IOP), residential). One of the major shifts that
has been noted in the past decade is a significant drop in the number of short-term
residential (STR) programs for low-severity youth. The short-term programs
remaining today are typically more likely to target dual diagnosis and high-
severity youth (at least in terms of medical and psychiatric needs) than are long-
term programs (Dennis, Dawud-Noursi, Muck, & McDermeit (Ives), 2003).
Thus, it is important to recognize the heterogeneity of who is served in different
types of treatment programs.

Methods

Data Source

The rest of this chapter will explore the needs and correlates of adolescents present-
ing to treatment in more depth, and how they vary by the systems they are involved
in and by their demographics. The data for the rest of this chapter are from 14,776
adolescents interviewed from 1998 to 2007 as part of 113 SAMHSA/CSAT adoles-
cent and young adult treatment grants across the United States. These studies were
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conducted across a variety of addiction treatment levels of care (e.g., early interven-
tion, regular and intensive outpatient, short-, moderate-, and long-term residential)
and institutional settings (e.g., addiction agencies, student assistance programs,
child protective service agencies, justice agencies). All data were collected as part
of general clinical practice or specific research studies under their respective volun-
tary consent procedures and have been pooled for secondary analysis here under the
terms of data sharing agreements and the supervision of Chestnut’s Institutional
Review Board.

Measures

The participant characteristics, substance use, and comorbidity profiles were
based on participant self-report to in-person interviews with the Global
Appraisal of Individual Needs (GAIN; Dennis, Titus, White, Unsicker, &
Hodgkins, 2003). GAIN is a standardized biopsychosocial assessment that integrates
clinical and research measures into one comprehensive structured interview
with eight main sections: background, substance use, physical health, risk
behaviors, mental health, environment risk, legal involvement, and vocational
correlates. GAIN has been used primarily to assess problems in order to support
clinical decision making related to diagnosis, placement, and treatment planning,
to measure change, and to document service utilization. GAIN incorporates
DSM-IV-TR (American Psychiatric Association [APA], 2000) symptoms for
common disorders, the American Society of Addiction Medicine’s (ASAM,
2001) patient-placement criteria for the treatment of substance-related disor-
ders, the Joint Commission on Accreditation of Healthcare Organization’s
standards (JCAHO, 1995), epidemiological questions from the National
Household Survey on Drug Abuse (NHSDA; SAMHSA, 1996), and items
which have been economically valued for benefit—cost analysis with adults and
adolescents by Dr. Michael French (1994, 2003) and colleagues.

The GAIN’s main scales have demonstrated excellent to good internal consist-
ency (alpha over .90 on main scales, .70 on subscales), and test-retest reliability
(Rho over .70 on problem counts, Kappa over .60 on categorical measures) (Dennis,
Chan, & Funk, 2006; Dennis, Dawud-Noursi, Muck, & McDermeit (Ives), 2003;
Dennis, Ives, White, & Muck, 2008; Dennis, Scott, & Funk, 2003; Dennis et al.,
2004). GAIN measures have been validated with time line follow-back methods,
urine tests, collateral reports, treatment records, blind psychiatric diagnosis, Rasch
measurement models, confirmatory factor analysis, structural equation models, and
via construct or predictive validation (Dennis, Chan, & Funk, 2006; Dennis, Scott,
& Funk, 2003; Dennis et al., 2002, 2004; Godley, Godley, Dennis, Funk, & Passetti,
2002; Godley, Godley, Dennis, Funk, & Passetti, 2007; Lennox, Dennis, Ives, &
White, 2006; Lennox, Dennis, Scott, & Funk, 2006; Riley, Conrad, Bezruczko, &
Dennis, 2007; Shane, Jasiukaitis, & Green, 2003; White, 2005; White, Funk,
White, & Dennis, 2004). GAIN has also been demonstrated to be sensitive to
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changes in clinical diagnosis and needs by age (Chan, Dennis, & Funk, 2008;
Dennis, Chan, & Funk, 2006). A more detailed list of studies, copies of the actual
GAIN instruments and items, and the syntax for creating the scales and diagnostic
group variables are publicly available at www.chestnut.org/li/gain.

Participant Characteristics

The youth in this sample (n = 14,776) were interviewed across multiple levels of
care including 7% early intervention, 62% outpatient, 7% IOP, 2% short-term
(under 30 day) residential, 8% moderate-term (30-90 days) residential, 7%
long-term (more than 90 days) residential, 2% correctional, and 5% outpatient
continuing care (OPCC). In terms of current systems involvement, 88% were in
school, 31% employed, 31% involved in the child welfare system, and 70%
involved in the justice system (including 16% with 14 or more days in detention/
jail of the 90 days before intake). Note that information on the degree of child
welfare system involvement was available only for a subset of 5,934 clients
(40% of the total). Clients involved in child welfare systems represented 31% of
this subset or 1,815. Demographically, the youth in this sample were 73% male
and 27% female; 16% African-American, 44% Caucasian, 21% Hispanic, 14%
Mixed, and 6% other; 19% under the age of 15, 74% between the ages of 15 and
17, and 8% between the ages of 18 and 25 (range 9-25; mean age = 15.8,
SD. = 1.5).

Analyses

Descriptive data is presented in the tables and sections below overall and then by
level of care, system involvement, gender, race, and age. The differences were
tested with chi-square analysis for the mutually exclusive groups (level of care,
gender, race, and age). Clients were often involved in more than one system, thus
chi-square analyses were done comparing those involved in the system versus
those who were not. For space purposes the latter is not shown. Chi-square analy-
ses were not done when a variable was part of the definition of a group (e.g., race
by race). The results are organized in terms of the overall characteristics of
adolescents in the data set, with comments on how they vary by each of the sub-
groups. Because the large sample sizes make even small differences statistically
significant, the latter focuses on differences that are statistically significant at
p < .05 and at least 25% different from the overall average (e.g., 1% if average is
4%; 10% if average is 40%) or more than a 9 percentage point difference (e.g.,
65% vs 75%).
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Characteristics and Correlates of Adolescents in Treatment

Overall Findings

Demographic and Environmental Characteristics

As noted earlier and shown in the first column of Table 3.1, the adolescent and young
adult clients in this sample were predominately male, nonwhite, and between the
ages of 15 and 17. Overall 49% of the clients were in the custody of a single par-
ent, 27% reported weekly alcohol use in the home, 13% reported weekly drug use
in the home, and 31% reported having been homeless or runaway. Clients reported
high levels of social peer drug use (72%), vocational peer (at work/school) drug
use (64%), and social peer weekly alcohol use (53%), with only slightly fewer
reporting weekly alcohol use among vocational peers (48%). Thus, many clients
had one more major environmental risk factor associated with continued use
or relapse.

Most (88%) of the clients had been in school in the past 90 days (88%), and 31%
had worked in the same time period. About 31% reported some kind of involvement
in the child welfare system, either for themselves or their own children. Most (70%)
were currently involved in juvenile or criminal justice system. Thus, there was
clearly overlap with the populations seen by other systems of care.

Substance Use Characteristics

As shown in the first column of Table 3.2, the average age of first use was 12.6 years
of age (range 1-20, SD. = 2.2), with 73% beginning use between the ages of 10 and
14. Clients reported an average of 3.2 years of substance use prior to intake (range
0-19, SD. = 2.3), with 23% reporting more than 5 years of use. Most (56%) self-
reported criteria for lifetime substance dependence, with an additional 31% self-
report criteria of lifetime abuse, and 12% self-reporting use with no abuse or
dependence symptoms and 1% reporting no use or symptoms. In the 90 days before
intake, 56% reported using substances weekly or more often, with the most com-
mon substances being marijuana (44 %), alcohol (15%), cocaine (3%), heroin (2%),
or other drugs (6%; includes amphetamines, tranquilizers, inhalants, PCP, etc.). In
addition, 52% reported using tobacco weekly or more often. It should be noted that
these rates were somewhat suppressed because 38% had been in a controlled envi-
ronment (e.g., incarceration, residential/inpatient treatment) during the 90 days
prior to intake (including 25% for 13 or more of 90 days). Many (42%) reported
lifetime withdrawal symptoms, with 27% reporting withdrawal in the past week
and 6% reporting a high number (11 or more) of withdrawal symptoms in the past
week. Only 33% had been in treatment before, but almost half of those (14%) had
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been in treatment two or more times before. While only 27% believed they had a
problem related to alcohol or other drugs (AOD), 69% recognized that they needed
treatment to deal with some substance-related problem. While certainly in need of
treatment, this profile also suggests that the adolescents and young adults present-
ing to treatment are largely being seen earlier (i.e., first 10 years) in the course of
their addiction.

Co-occurring Psychiatric, Victimization, HIV Risk, Crime Problems

As shown in the first column of Table 3.3, 67% of the clients self-reported criteria
for one or more major psychiatric problems, including externalizing disorders
(59%) such as CD (50%) or attention-deficit hyperactivity disorder (ADHD, 43%),
and internalizing disorders (42%), such as depression (major depressive disorder,
MDD, 35%), traumatic distress disorders (TDD, 24%), suicidal thoughts or actions
(22%), or generalized anxiety disorders (GAD, 14%). This includes over half (52%
of those with any, 35% of total) self-reporting criteria for both internalizing and
externalizing disorders. However, only 40% reported having received prior mental
health treatment. Thus, co-occurring psychiatric problems are the norm and often
have not been treated.

Most (63%) of the clients reported being victimized (physically, sexually, or emo-
tionally) in their lifetime, with almost half (45%) reporting high levels of victimiza-
tion (i.e., multiple types of victimization, multiple times or people involved, people
they trusted involved, physical harm, fear of death, no one believed them when they
sought help, ongoing concerns about it happening again) and 20% reporting recent
victimization in the 90 days prior to their intake assessment. In the 90 days prior to
intake, the most common HIV-risk behaviors were having sex (65%), having sex with
multiple sexual partners (30%), and having unprotected sex (25%); though present,
needle use was relatively rare (2% in the past 90 days). In the year prior to intake,
80% self-reported violence toward others (68%) and/or illegal activity (64%), with
the latter including property crimes (48%), violent crimes (43%), and drug-related/
other crimes (45%; not including just use). Figure 3.1 shows the number of past-year
problems endorsed in 12 areas: alcohol disorder (abuse or dependence), marijuana
disorder, other substance disorder, depression, anxiety, suicide, traumatic distress,
CD, ADHD, victimization, physical violence, and illegal activities. Most (94%)
reported at least one problem, with the majority reporting multiple problems, 84%
reporting two or more problems, 72% reporting three or more problems, 58% report-
ing four or more problems, and 45% reporting five or more problems. Thus, multiple
co-occurring problems are the norm of people entering treatment.

The following three sections summarize the characteristics of clients by the ini-
tial study treatment level of care, by four measures of system involvement (school,
work, child welfare, justice), and by key demographics (gender, race group, and age
group) using breakouts found to the right of the total in these three tables and the
figure. The rest of the chapter highlights only differences of 25% or more from the
overall average characteristics described above.
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Variation by Level of Care

Early Intervention (n = 991)

As shown in Table 3.1, EI clients were more likely than average to be Hispanic
(38%) and to be involved with child welfare (45%), but were less likely than aver-
age to be female (18%), Caucasian (24%), to have weekly alcohol use in the home
(18%), to report regular drug use among vocational peers (54%), or to be employed
(22%). Table 3.2 shows that EI clients had the lowest rates of weekly tobacco use
(38%) and lower than average weekly use of any substance (43%), including mari-
juana (33%), cocaine (2%), and other drugs (2%). They were more likely than
average to have been in a controlled environment in the past 90 days (44%). They
were less likely than average to report withdrawal in each time period. They
reported slightly lower levels of prior treatment (28%) and were much less likely to
report multiple episodes of treatment (8%). Table 3.3 shows that EI clients reported
the lowest rates of suicidal thoughts (18%). As would be expected from their higher
than average justice system involvement, this group had higher than average illegal
activity (73%) and involvement in violent crime (54%). In Figure 3.1, the total
number of problems reported by EI clients is equal to or higher than for clients in
OP. Thus, rather than reaching lower severity people, EI is more characterized by
reaching people who are appropriate but not yet reaching outpatient treatment
(whether due to motivation, barrier, or opportunity).

Outpatient (n = 9,156)

As shown in Table 3.1 OP clients were the largest group. They were less likely
to have child welfare system involvement (22%), but on other measures, this
group was close to average. Table 3.2 shows that OP clients had the lowest
proportion of those who started using under the age of 10 (6%) and the lowest
percentage with lifetime dependence (45%), perceiving the need for treatment
(61%) and of perceiving AOD use as a problem (18%). They were also the least
likely to have had any prior treatment (22%) and to have 2* prior episodes (7%).
Their rates of weekly use were average for most substances. Table 3.3 shows
that OP clients reported the lowest or among the lowest rates of internalizing
problems (36% any) and externalizing problems (54% any). In Fig. 3.1, OP
clients were most likely to report no problems (8%) and the least likely to
report five or more problems (39%).

Intensive Outpatient (n = 1,095)

As shown in Table 3.1, IOP clients were more likely than average to be African-
American (23%) and less likely to be aged 18-25 (2%). Table 3.2 shows that IOP
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clients were more likely to have started using under the age of 10 (13%) and less
likely to have started over the age of 15 (10%). They were more likely than EI or
OP clients to have had prior treatment (43%). Table 3.3 shows that IOP clients
had higher than average rates of TDD (31%), violent crime (53%), and drug
crimes (55%). In Fig. 3.1, this group was more severe that EI or OP, but less
severe than STR.

Short-Term Residential (7 = 361)

As shown in Table 3.1, STR clients were the most likely to report weekly alcohol
(49%) or drug (31%) use in the home, weekly alcohol or drug use among social
(79% and 90%, respectively) or vocational (65% and 78%, respectively) peers.
STR clients were more likely than average to have ever been homeless or runa-
way (44%), but were least likely to be involved with the child welfare system
(17%). Those in STR had the highest percentage who started using under the age
of 10 (20%) and had the highest percentage of clients with lifetime dependence
(91%), as well as the highest with weekly use of each substance (89% of any
substance, 81% tobacco, 72% marijuana, 37% alcohol, 15% cocaine, 8% opioids,
and 20% other) and more than average for 13* days in a controlled environment
(42%). Clients in STR were most likely to perceive a need for any treatment
(95%) and AOD use as a problem (64%). They were also among the highest in
reporting withdrawal (60% lifetime, 34% past week, 18% acute past week) and
prior treatment (54%), including two or more prior treatment episodes (24%).
Table 3.3 shows that STR clients reported the highest rates of most co-occurring
problems. The exceptions, where STR clients were among the lowest, were having
“only” internalizing problems (5%) and “only” externalizing (20%), as opposed
to both (STR was highest at 68%) or neither (STR was lowest at 7%). While
higher than average, these clients were not the most likely to have received prior
mental health treatment (48%). Past 90-day needle use was higher than average
for STR (7%). In Fig. 3.1, STR clients were the most likely to report problems in
five or more areas (78%), and least likely to report no problems (1%). Thus, STR
clients are actually a subset of the most severe clients who have often gotten the
farthest into trouble, often very quickly.

Moderate-Term Residential (n = 1,219)

As shown in Table 3.1, moderate-term residential (MTR) clients were the second
largest group and the most likely to be under 15 years of age (22%), of other race
groups (27%, including Native American, Alaskan, Hawaiian, Pacific Islander,
Asian, Other). Similar to STR, those in MTR were more likely to report weekly
drug use in the home (22%), ever being homeless or runaway (40%), and regular
peer drug (82%) and alcohol use (72% social peers; 59% vocational peers). Table
3.2 shows that MTR had the highest withdrawal severity rates across time periods.
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They were higher than average in starting use under the age of 10 (15%), reporting
lifetime dependence (81%), in weekly use of each substance (81% of any sub-
stance), having 13+ days in a controlled environment (35%), having prior treatment
(54%; including 2+ episodes (24%), perceiving a need for any treatment (89%), and
for perceiving AOD as a problem (48%). Table 3.3 shows that MTR clients had a
similar pattern of high comorbidity as those in STR, but with slightly lower rates
than that group. In Fig. 3.1, this group was more severe than EI or OP, but less
severe than STR.

Long-Term Residential (n=998)

As shown in Table 3.1, LTR clients were the most likely to be of mixed race
(33%), to have been homeless or runaway (51%), to report weekly drug use in the
home (23%), and weekly alcohol use among social peers (68%). LTR clients were
also more likely than average to have regular peer drug users (81%) and be
involved in the child welfare system (81%) and/or justice system (83%). Table 3.2
shows that LTR clients were quite similar to MTR clients, but weekly tobacco use
was higher among LTR (64%) than among MTR (55%) clients, and LTR clients
were more likely to have 13+ days in a controlled environment (53%). Table 3.3
shows that LTR clients were the most likely to report needle use in the past
90 days (10%); otherwise their rates generally fell between the high rates of STR
clients and the lower rates for MTR clients. Of the three groups of residential
clients, they were the least likely to report anxiety (27%) and recent victimization
(25%) and the most likely to report externalizing problems only (23%). In Fig. 3.1,
this group was more severe than EI or OP, but less severe than STR. Thus, LTR
(and to a lesser extent MTR) serve clients who are characterized by high levels of
involvement in welfare and justice systems and higher than average psychiatric
severity (but not the highest).

Corrections (n = 275)

As shown in Table 3.1, corrections settings were the smallest group and were
most likely to be African-American (30%), from a single parent family (62%),
and involved in the child welfare system (97%). None in this sample were over
the age of 18. By definition they were 100% involved in the justice system. They
were less likely than average to report weekly alcohol use in the home (19%) and
were least likely to be employed (10%). Table 3.2 shows that correctional setting
clients had the highest percentage starting use between the ages of 10 and 14
(79%). While similar to average or slightly lower for weekly use of most sub-
stance, this group had high rates of 13* days in a controlled environment (69%),
second only to OPCC (76%). Withdrawal was lowest for those in corrections
(34% lifetime, 1% acute past week) and they were more likely than average to
report prior treatment (45%). Table 3.3 shows that corrections clients reported
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average rates of internalizing problems (44%), but higher than average rates of
externalizing problems (75%), including both CD (69%) and ADHD (53%).
They were the most likely to have received prior mental health treatment (52%)
and the least likely to report current worries about victimization (9%). As
expected, they were among the most likely to report acts of physical violence
(any 80%), any illegal activity (78%), property crime (63%), violent crime
(55%), and drug-related crime (56%). In Fig. 3.1, this group was more severe
than EI, OP, or LTR, but less severe than STR or MTR. Having nearly twice the
average number of African-Americans as the overall average suggests the need
to better understand and address health disparities in the justice system.

Outpatient Continuing Care (n = 681)

As shown in Table 3.1, OPCC clients are unique in having been in a controlled
environment (residential treatment or correctional) for some period of time
prior to their current treatment. They were the most likely to be of ages 18-25
(27%), more likely than average to be Caucasian (49%), and the least likely to
be Hispanic (14%). OPCC clients were more likely to have been homeless or
runaway (48%) and to be involved with the child welfare system (85%). They
were the least likely of all groups to be under 18 (67% 15—-17 and 6% under 15),
to report weekly alcohol use in the home (16%), or regular drug use among
social (53%) or vocational (41%) peers. This group was also less likely than
average to be employed (22%) or to have current justice system involvement
(66%). With the exception of weekly tobacco use (56%), OPCC clients reported
close to or the lowest rate of any weekly substance use (20%) and each specific
substance (presumably related to being in a controlled environment). As
expected, OPCC had the highest rates of prior treatment (85%) and two or more
episodes of prior treatment (51%). They were the most likely to have been
13+ days in a controlled environment (76%), and had higher than average rates
of lifetime dependence (89%) and lifetime withdrawal (55%). Past-week with-
drawal, however, was lower than average for OPCC (8% past week, 1% acute
past week). OPCC clients were the more likely to perceive a need for treatment
(94%), and that their AOD use was a problem (45%). Table 3.3 shows that
OPCC clients were the most likely to report “only” internalizing problems
(10%) and the least likely to report “only” externalizing problems (17%). They
were more likely than average to report both internalizing and externalizing
problems (45%) and lifetime victimization (78%). However, they were the least
likely to report recent victimization (10%). They were also the least likely to
report needle use (<1%) and multiple sex partners (21%). OPCC clients with
OP clients were the least likely to report any violence or illegal activities
(76%). In Fig. 3.1, this group was more severe than EI or OP, but less severe
than STR or MTR. Thus, while they have high severity in the past year, OPCC
serves clients characterized by high levels of service and recent reductions in
problems.
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Variation by System Involvement

In School (2=12,993)

Since 88% of the clients were in school, the characteristic of those in school was
within 2 percentage points of the total for most of Tables 3.1-3.3 and Fig. 3.1 (see
overview above). The exception is that those in school were less likely to be of ages
18-25 (6%) compared to those who were not in school.

In the Workforce (n = 4,522)

In Table 3.1, clients in the workforce were more likely to be white (58%) and of
ages 18-25 (12%); they were less likely to be African-American (10%), Hispanic
(15%), under the age of 15 (7%), or involved in the welfare system (21%). Table
3.2 shows that clients in the workforce were more likely to have started use over
the age of 15 (27%) and to report weekly use of opiates (3%). Clients in the work-
force reported average rates of mental health, HIV risk, and crime-related problems
(Table 3.3) and number of other problems (Fig. 3.1).

Child Welfare (n = 1,815 of 5,934)

In Table 3.1, clients involved in the child welfare system (themselves or via their
children) were more likely to be female (38%), of mixed race (22%) or other race
(8%), to have weekly drug use in the home (16%), or to have a history of running
away or being homeless (53%). They were less likely to be Hispanic (13%), of ages
18-25 (1%), from a single parent family (39%), or employed (21%). Table 3.2 shows
that they were more likely to have started using before the age of 10 (13%), self-
report criteria for dependence (66%), to have spent 13 or more of the 90 days before
intake in a controlled environment (56%), to report prior treatment (47%; 26% mul-
tiple episodes of treatment), to perceive AOD use as a problem (35%), and/or to
perceive the need for treatment (76%). Table 3.3 shows that they were more likely to
report having any psychiatric problem (78%) overall and for each type of disorder
listed. They were also more likely to report having both internalizing and external-
izing disorders (47%) and a history of mental health treatment (58%). They were
more likely to report both lifetime victimization (73%), high levels of victimization
(58%), and needle use (3%). In Fig. 3.1, they were more likely to report having prob-
lems in five or more areas (56%). Thus, clients in the welfare system are more severe
than average and a particularly high risk of long-term substance misuse.

Justice System (n = 10,352)

Since 70% of the clients were involved in the justice system, the characteristic of
those involved in the justice system was generally within a few percentage points
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of the total for most of Tables 3.1-3.3 and Fig. 3.1 (see overview above). Not sur-
prisingly, the exception is that those involved in the justice system were more likely
to have spent 13 or more days prior to intake in a controlled environment (32%).

Variation by Demographic Groups

Gender (n = 10,745 males and 4,024 females)

In Table 3.1, females are more likely than males to have weekly drug use in their
home (17% vs. 11%), a history of running away or being homeless (43% vs 26%),
and be involved in the child welfare system (39% vs 27%); they are less likely to be
African-American (11% vs 18%) and involved in the juvenile justice system (61%
vs 74%). Table 3.2 shows that females are more likely than males to report weekly
use of cocaine (4% vs 3%), opioids (3% vs 2%), and other drugs (10% vs 4%), and
to report a high number of withdrawal symptoms in the past week (8% vs 5%); they
were less likely to have started using under the age of 10 (7% vs 10%). Table 3.3
shows that females are more likely than males to report each mental health problem
and to have higher rates of any psychological problem (78% vs 62%), including
higher self-reported rates of any internalizing disorder (62% vs 35%), any external-
izing disorder (67% vs 56%), having both internalizing and externalizing disorders
(52% vs 29%), and having a history of prior mental health treatment (50% vs 36%).
Females were also more likely than males to report high levels of victimization (55%
vs 41%) and report needle use in the past 90 days (3% vs 2%); they were less likely
to report having multiple sexual partners in the past 90 days (23% vs 32%), any ille-
gal activity (55% vs 67%), and each type of crime. In Fig. 3.1, females are more
likely than males to report five or more major problems (55% vs 41%). Thus, female
clients tend to be more severe on average, but have different issues (more mental
health, less illegal activity) than do male clients.

Race (n = 2,399 African-American; 6,412 White; 3,032 Hispanic;
2,032 Mixed; and 865 Other)

In Table 3.1, African-American clients were less likely than average to be female
(18%), and the least likely of all race groups to report weekly alcohol use in their
home (17%), regular peer alcohol use (31% vocational, 41% social) or drug use
(50% vocational, 62% social), and to be employed (19%), and the most likely of
any race to be of ages 18-25 (9%) or from a single parent family (62%). White cli-
ents were more likely to be employed (41%) while Hispanic clients were less likely
to be employed (22%). Mixed race clients were more likely to report a history of
running away or being homeless (44%) and being involved in the child welfare
system (47%); they were less likely to be of ages 18-25 (6%). Table 3.2 shows that
African-Americans were less likely to report starting under the age of 10 (7%),
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dependence (41%), weekly use of alcohol (10%), cocaine (1%), opioids (1%), other
drugs (1%), and withdrawal symptoms (29% lifetime, 22% past week, 3% high
number of symptoms in the past week), prior treatment (24% any, 8% more than
once), and to perceive that their alcohol or drug use is a problem (16%). White cli-
ents were most likely to report weekly use of opioids (3%) or tobacco (62%).
Hispanic clients were more likely to report weekly cocaine use (6%) and less likely
to report first use over the age of 15 (13%) and weekly tobacco use (37%). Mixed
race clients were more likely to report first use under the age of 10 (12%), weekly
use of other drugs (8%), being in a controlled environment for 13 or more of the
past 90 days (34%), and having been in treatment two or more times (17%). Other
race clients were the most likely to have started using under the age of 10 (15%)
and to report weekly alcohol use (19%), lifetime dependence (67%), prior treatment
(43% any, 19% two or more times), and to perceive their alcohol or drug use as a
problem (34%). They were more likely to report being in a controlled environment
13 or more of the past 90 days (33%) and withdrawal symptoms (54% lifetime,
33% past week, and 14% a high number in the past week), and with Hispanics, the
least likely to report weekly tobacco use (37%). Table 3.3 shows that African-
American clients report the lowest rates for any race group of each psychological
disorder including any disorder (54%), internalizing disorders (30%), externalizing
disorders (46%), and both internalizing and externalizing disorders (22%), as well
as prior mental health treatment (26%). Although both were relatively average in
their rates of mental disorders, White clients had higher than average rates of prior
mental health treatments (50%), while Hispanic clients had lower than average
rates of prior treatment (25%). Mixed race clients were the most likely to report any
internalizing disorder (52%), particularly symptoms suggestive of depression
(44%), traumatic stress disorders (30%), and victimization (72% lifetime; 56%
high levels). Other race clients were more likely to report symptoms suggestive of
anxiety disorders (22%) and concerns about future violence (27%) and were the
most likely to report only internalizing disorders (10%). Past-year needle use was
higher than average for Hispanics (3%) and other race clients (3%) and lower than
average for African-Americans (1%) and mixed race clients (1%). In the past
90 days, African-Americans were the most likely to report any sexual experience
(74%) and multiple sexual partners (44%) while other race clients were less likely
to report unprotected sex (18%) or multiple sexual partners (22%). In Fig. 3.1,
African-American clients had lower than average problem counts while those of
mixed and other race had the highest. This demonstrates the importance of adapting
materials to target the different perspectives and risks associated with clients who
are mixed and other races.

Variation by Age Group (n = 2,739 under the age of 15;
10,886 age 15-17; 1,149 age 18-25)

Since three-quarters of all clients were of ages 15-17, this group was generally
within a few percentage points of the total for most of Tables 3.1-3.3 and Fig. 3.1.
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However, differences were evident for younger and older clients. In Table 3.1, clients
under the age of 15 were less likely to report regular peer alcohol use (43%), to be
employed (11%), and to be involved in the justice system (61%). Clients of ages
18-25 were more likely to report weekly drug use in their home (17%), to be
employed (48%), and to be involved in the child welfare system (73%); they were
less likely than average to report being of mixed race (10%), from a single parent or
from a single parent family (7%), regular peer drug use at work (46%) or socially
(60%), and being in school (66%). Table 3.2 shows that clients under the age of 15
were more likely to report first use between the ages of 10 and 14 (89%) and less
likely than average to report criteria for dependence (44%), weekly use of alcohol
(11%), tobacco (40%), cocaine (2%), opioids (1%), and other drugs (4%), being in
a controlled environment for 13 or more of the past 90 days (18%), prior addiction
treatment (19% any, 6% multiple), and to perceive their alcohol or drug use as a
problem (17%). Clients of the ages 18-25 were more likely to report first use over
the age of 15 (39%), dependence (67%), weekly use of alcohol (19%), tobacco
(61%), cocaine (5%), and opioids (5%), being in a controlled environment for 13 or
more of the past 90 days (34%), prior addiction treatment (48% any, 24% multiple),
and to perceive their alcohol or drug use as a problem (36%). They were less likely
than average to report weekly marijuana use (33%). Table 3.3 shows that clients
under the age of 15 report slightly lower rates of internalizing disorders, slightly
higher rates of externalizing disorders, and lower rates of HIV risk behaviors. Clients
of ages 18-25 conversely report higher rates of internalizing disorders, lower rates
of externalizing disorders, and higher rates of HIV risk behaviors; they were less
likely to report any past-year violence or illegal activity (70%). These trends cancel
each other out and produce little difference in Fig. 3.1. Thus, severity and mix of
focal clinical conditions shift with the client’s age.

Discussion

Implications for Improving Practice

The background literature and data presented here demonstrate that adolescents and
young adults are at high risk of substance misuse, that this misuse is associated with
a wide range of problems, and that the consequences of misuse (particularly early
onset) may last for decades. While intervention during the first decade of use is
associated with a reduced duration of problems (Dennis, Scott, Funk, & Foss,
2005), relapse is also common after adolescent treatment (Dennis et al., 2004;
Godley et al., 2007). Given that 73% of the youth presenting to treatment had 3 or
more (45% 5 or more) of the 12 co-occurring risk factors in the following areas —
substance use, mental health, victimization, physical violence, and illegal activity
problems — it is likely that in addition to addressing substance use, it is important
to address other co-occurring problems to reduce the likelihood of relapse.
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Consistent with the treatment literature reviewed earlier, it is important to recog-
nize that different levels of care are targeting clients with different needs and that
these needs are sometimes different than commonly expected. For instance, the
severity of clients in early intervention in school settings was very similar to those
in regular outpatient settings. Rather than reaching a lower severity client, these
programs appear to be more assertive in reaching adolescents where they are.
Consistent with trends for short-term programs to be increasingly focused on dual
diagnosis, the STR programs were serving the most severe clients. Clients in mod-
erate- and long-term programs were still more severe than average, but were as or
more defined by environmental risks and their involvement in the welfare and jus-
tice systems.

The literature and data presented here demonstrate that a large number of youth
with substance misuse are involved in school, workplace, welfare, and justice sys-
tems. These systems represent an important opportunity for screening and earlier
intervention to reduce substance misuse. They also have implications for practice.
Most youth in treatment were involved in school, suggesting the importance of
making treatment more convenient (e.g., via schedule, location) so that these youth
can continue with their schooling and providing opportunities to continue with
school while in residential treatment. After treatment, the high rates of substance
misuse in schools suggest that they are also potentially risky recovery environments
and suggest the need to provide youth with formal programs and support to re-enter
school or to consider providing special programs like recovery schools (e.g., http://
www.recoveryschools.org/). While becoming vocationally engaged is a positive
outcome in its own right, data on use in the workplace suggests that this is by no
means a substitute for treatment and that clients need help in negotiating it as a
recovery environment as well. Clients in the child welfare system are at particularly
high risk of relapse and continued use given their higher rates of early onset and
co-occurring problems. While it is understandable that these systems focus first on
the safety of the child and the public, the data presented here suggest that substance
abuse and other behavioral health treatment is likely to be vital to their long-term
course of recovery as individuals and as families. Targeting these systems with
increased screening and referral protocols and enhanced multiple-system interac-
tion has the potential to reduce some of the health disparities that have been previ-
ously noted in the literature (e.g., lower rates of girls in treatment than expected,
higher rates of African-Americans in welfare).

While there is often much discussion about making treatment more gender, cul-
turally, or age appropriate in abstract terms, the data presented here suggest that
there are also some explicit implications for treatment. Girls are more likely to need
psychiatric services while boys need more services related to controlling anger,
violence, and illegal activities. African-Americans are at lower overall risk of problems
on average while Hispanic, mixed, and other race youth are at much higher risk and
each group has different problems. This suggests the importance of adapting mate-
rials to include issues relevant to the subgroup. This said, clients in each subgroup
experienced each type of problem, hence the need for comprehensive screening.
Age was associated less with a change in the overall severity than in a shift of the
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problem mix. As age increased the severity of system involvement, substance use
disorders, internalizing disorder problems, and HIV risk behaviors increased while
the rates of externalizing disorders, crime, and violence decreased.

Adolescents and young adults have high rates of substance misuse. The hetero-
geneity and number of different clinical problems suggest the need for comprehen-
sive screening and intervention. Given the high rates of youth involved in other
systems and their rates of use/problems, these systems represent an important
potential venue for further screening and intervention. The fact that most clients
had multiple problems points to the need to develop better approaches for cross-
system collaboration. Given the high rates of use in those environments, treatment
providers need to develop protocols to support youth trying to negotiate these envi-
ronments during their recovery.
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