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Abstract

The Addiction Severity Index (ASl) is a multi-dimensional interview used to measure the
substance use, health and social problems of those with alcohol and other drug problems; both at
admission to treatment and subsequently at follow-up contacts. This article first discusses the
conceptual and practical importance of the ASI’s multi-dimensional approach to measuring
addiction severity asillustrated by two case presentations. The second section of the paper
reviews how this measurement approach has led to some important findings regarding the
prediction and measurement of addiction treatment effectiveness. The third section describes the
historical and practical considerations that have changed the instrument over time, details the
problems with the instrument, and describes our efforts to correct those problems with the ASI-6.
Finally, we take the opportunity of this paper to present some recent ASI data collected from
over 8,400 patients admitted to a nationally representative sample of U.S. addiction treatment
programs.
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Introduction

The Addiction Severity Index (ASI) was developed 25 years ago® by our team of
investigators as a semi-structured clinical- research interview designed to measure patient status
in seven functional domains: alcohol and drug use, medical and psychiatric health,
employment/self support, family relations, and illegal activity. In each of these functional
domains two time frames are sampled. Lifetime information is designed to help evaluate the
duration and severity of each problem. Knowledge of the frequency and intensity of recent
problems (past 30 days) in each of these domains is aso used for these purposes; and for
monitoring change in patient status through subsequent re-administratiors.

The items in each of the seven areas have been tested for understanding, and test-retest
reliability as well as concurrent, predictive and discriminate vaidity among adults of both
genders and most large ethnic groups®* The ASl has become very widely used mainly due to
extensive psychometric testing, a comprehensive training manua (plus other instructional
materials) and its availability in the public domain.® It is a standard in virtually all clinical trials
of addicted patients; it is part of the standard clinical assessment of alcohol and drug abusing
patientsin more than 20 states and 50 cities in this country as well as the Veterans
Administration, the Indian Health Service and the federal prison system. The ASI has been
trandated into over 20 languages” ” and one international version of the instrument® is part of
standard clinical practice and treatment evaluation studies throughout European countries.

After 25 years of working with the ASl our group was asked to review the history of the
instrument, discuss what we feel are its main contributions to the addiction field and suggest
directions for future research. To these ends we begin by discussing two case examples that

illustrate the conceptual and practical issues that helped to shape the design and construction of



the ASI. We next review the history of the ASl, its uses and some of the findings that have
resulted from treatment research with this instrument. In the next section we discuss some of the
problems with the instrument and introduce our efforts to remediate some of them in the latest
version of the instrument — the ASI-6. We end with some new normative data on the ASI from a
sample of over 8,400 patients admitted to a representative sample of treatment programs in the
United States.

The multi-dimensional measur ement approach in the AS

From the beginning of our work in this field we felt that “addiction could not be
understood; and addicted patients could not be adequately characterized ssmply by measuring the
nature, amount and duration of their substance use.”! Like everyone else who has come into
contact with addicted individuals, we too were struck with the number and severity of additional
problems. Like many othersin the field at that time, we assumed that the “addiction related”
health and social problems that were so obvious were the direct result of the addiction process,
and that they would resolve with the reduction of substance use. That these assumptions were
wrong — or at least incomplete — is just the first of many surprises we encountered as we
developed the instrument and the research that followed it.

Perhaps the best way to illustrate and illuminate this discussionis through case
presentations of two actual patients treated in our center —an anesthesiol ogist addicted to
prescription opioids; and a pregnant young woman, addicted to cocaine. The problem profiles

for these two individuals, are illustrated using AS| interviewer severity ratingsin Figure 1.



Figurel

Interviewer Severity Ratings of Two Patients Admitted to Drug Abuse Treatment:

An Opiate-Dependent Physician (light bars) and A Cocaine-Abusing, Pregnant Woman
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The lighter barsin Figure 1 describe the severity of problems presented by a physicianat
the time of admission to treatment. Prior to admission he had been injecting pharmaceutical
opioids multiple times per day for the past seven years and throughout the 30 days prior to
admission. While the opioid use was a very serious problem, he aso had many assets in other
functional domains, including a successful career and a supportive family, no significant medical
problems and no history of criminal behavior (beyond the drug use). He did report some
psychiatric symptoms (depression and anxiety) which he related to his growing guilt about his
drug use.

Based on this profile, this physician was detoxified and prescribed naltrexone for the
recommended duration of one year while continuing active participation in family therapy. At
one year follow-up he had complied with the recommendation to change occupation to an
administrative position and he had been continuowsly abstinent. Despite a serious and chronic
problem, the patient had personal and socia resources that provided motivation and support for
treatment adherence and for the lifestyle change that was required to maintain the symptom
remission initiated by the naltrexone.

The darker barsin Figure 1 illustrate the admission problems of a young woman whose
addiction to crack cocaine became obvious during an emergency room visit during month four of
her pregnancy. Thisyoung woman had been smoking crack cocaine about 10 days per month for
the past two years; and in two-day binges during the month prior to admission. In addition, she
had been drinking heavily during and following the cocaine binges. Beyond the medical
complications associated with her pregnancy, she had a sexually transmitted disease (syphilis).
She had not completed high school and had amost no employable skills. She was under state

probation resulting from two arrests for drug possession and shoplifting. She had no stable



residence. Throughout the prior year this young woman had been experiencing severe symptoms
of depression, anxiety and confusion.

She was referred to inpatient hospital care due to the medical complications of the
pregnancy and because of the symptoms of depression. Following stabilization (5 days), she was
transferred to outpatient addiction treatment and prenatal medical care. She delivered a healthy
baby girl who she placed into adoption. Concurrent with this and for three months following the
delivery she engaged in the recommended group oriented treatment, eliminating all cocaine use
and reducing alcohol use substantially. However, she continued drug sales and was arrested a
third time which produced a profound depression and a suicide attempt via alcohol and cocaine
overdose. She dropped out of the treatment program but ultimately returned in a succession of
emergency room visits and brief detoxifications.

These cases illustrate three issues confronting any effort to define, measure and treat
addiction. First, if addiction were defined only by the type, intensity and severity of
substance use - it is clear that the addicted physician had the most severe problem due to the
intravenous route of administration, of high potency opiodsat greater frequency, intensity
and duration. However, the young womanwas much more difficult and complicated to treat
— but not because of the severity of her drug use.

The second measurement issue illustrated by these two cases is the difficulty of
determining whether the health and social problems seen in these two patients caused the
substance dependence; whether the substance use caused the observed health and socia
problems; whether the entire constellation of substance use, health and social problems were
all caused by some broader acquired or inherited personality or temperament; or whether all

the problems are due to coincidental economic, social, environmental and genetic factors.’



Thisis not smply an interesting philosophical issue. Much of society assumes that the
criminal behaviors among drug abusing arrestees; the lack of employment among welfare
recipients and homeless clients; or the poor work performance of substance abusing employees
—areall duedirectly to the effects of substance use. These types of assumptions have been the
basis for referral to substance abuse treatments and have formed some of the outcome
expectations for substance abuse treatments.’® But as can be seen from the two cases, this type
of broad assumption and expectation is at best only partially accurate and fails to truly capture
the complexity of individual cases.

The final point about the measurement of addiction, illustrated by these cases is that
regardless of the original relationship between the health and social problems accompanying
substance use and addiction, these health and socia problems are extremely important to
measure. These “addiction related” problems are typically reasons for referral to addiction
treatment; are often of greater concern to the patient than the substance use itself; and are
usually important for deciding upon the setting and content of care.** Perhaps more
importantly, problems in health and socia function are typically the major reasons for relapse
to substance use following initial care!*® Again, thisis evident in the two cases presented.

Implications: Because of our findings about the importance of the health and social
problems of addicted patients, we and others made the early prediction* 117 that variations in
the setting, duration, amount or intensity of "addiction focused" therapies (i.e., sessions

targeted exclusively on the drug and alcohol use of the patient) - in the absence of other health

and social services- would not result in different treatment outcomes. In general, research

over the past decades examining different settings of "addictionfocused" treatment, '8

different intensities of "addiction focused" treatment®'® and different theoretical approaches



to "addiction-focused" treatment®:2* have failed to show different levels of improvement at
follow-up.

The obverse has also been true and has followed from the multi-dimensional
measurement approach to addicted patients. We predicted that even modest amounts of
addictionfocused therapy (regardless of the setting, philosophy or intensity) could be

effective if coupled with adequate amounts of health and social services, especialy if those

health and social services were a) matched to those specific health and socia problems
presented by the patients at admission; and b) potent enough to reduce the severity of the
targeted health or socia problem.

In fact there are now a number of studies that have investigated the addition of health
and/or social servicesto "standard" addictionfocused care in methadone, outpatient and
inpatient settings, with adults and adolescents from a range of socioeconomic backgrounds.

In summary, these studies have shown that: additional medical and psychiatric services,>> %

15,30-32 33-37 or

or additional employment services, or additional couplesor family therapy,
additional health and social services™ 242" 30323839 haye 4| improved the outcomes of
standard addiction treatments in a significant and sustained manner.

How was the ASI Developed?

The ASI was originally created in order to permit completion of a “patient-treatment”
matching study funded by the VVeterans Administration(VA) in 1977.°%* That study involved
Six treatment programs operating within the Coatesville and Philadelphia VA Medical Centers.
The point of the grant was to evaluate whether admitted patients showed any improvements six
months following treatment; and to develop an algorithm that would enable admission staff to

match a particular “type” of patient to one of the treatment programs.



Assessing Multiple Domains - Once we got the grant, we presented the study to the

trestment staff at these programs and there was an immediate eruption. They could see nothing
but extra work in the bargain. They talked about how much time it already took to complete the
VA forms of the day and how this “ paperwork” was ruining their ability to treat the patients.

Sound familiar?

Practical Considerations - Because we wanted to get our research project off the ground,

we made a bargain with the treatment staff. We agreed to perform all the admission interviews,
representing the many perspectives and issues that were important within the multi-disciplinary
staff, and collecting all the information each profession had to report to the VA. This would save
administrative time and reduce staff burden. This clinical-research agreement set the early
parameters of the eventua instrument. They were:
It had to be an interview. Thiswas considered not only clinically appropriate — but polite
- away of getting to know the patient and to introduce the treatment experience.
It had to be multi-dimensional. Measures of substance use were necessary but other areas
of patient function (employment, medical/psychiatric symptoms, family/social
relationships, illegal acts) had to be covered to be considered comprehensive by the VA
and useful by the various professions that were part of the treatment team.
It had to provide historical, lifetime information on patient function. This was considered
germane to a clinical understanding of “who the patient was.”
It had to provide recent information on problem status. This was necessary both for
prioritizing emergent clinical problems at admission but also for measuring changein

problem status through re-administration at follow- up after treatment.
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It should informclinical care. The interview was expected to make some contribution to

the early clinical understanding of and initial treatment planning for each patient.

Starting with these practical, clinical and administrative requirements, we began with
approximately 250 questions culled from the existing instruments at the time, the expressed
concerns of the clinical staff at the programs and common sense. Armed with these
requirements, a battery of items and the unique enthusiasm of complete naiveté, we began
interviewing patients in a private room with a one-way mirror. Each interview was watched,
scored and critiqued by the rest of the investigative teamand after each interview we compared
notes, discussed the flow of the interview, developed conventions for asking and probing each
guestion, and for interpreting answers. These notes and conventions ultimately became the

administration manual.*?

We not only asked the patients the questions directly, we asked them what they thought
the meaning of the question was and whether other patients would understand the questionthe
same way. When a question was unclear to respondents or had multiple interpretations, it was
re-phrased or eliminated. By the time the first version of the ASI was developed we had

interviewed over 500 patients using this procedure.

Refining the Interview Process - This fundamental process of asking, listening, re-asking

and re-thinking was primarily responsible for the eventual order of the problem areas. We found
that even in the confines of a protected, clinical environment, it was difficult for patients to begin
an interview with a stranger by talking about their most private and socially undesirable
problems. We thus found it best to begin with discussions of medical and employment problems
since patients told us that these were the issues they felt most comfortable talking about.

Substance use and legal issues were the next most private problems. Virtually all patients

11



indicated that family relationships and “emotional” (psychiatric) problems were the most private
and sengitive issues. Thus, the order of the ASI problems was developed to promote rapport
during the interview, building fromdiscussion of those issues of greatest comfort to those issues
of greatest sensitivity.

Measures of Lifetime Severity The third version of the ASI (ASI-3) was published in

1980 and included one measure of problem severity in each area; a ten-point, lifetime, problem
severity rating. These ratings came about through our communications with clinical staff. The
clinicians were frustrated by the lack of summary information in each problem area and asked
for asmple interviewer severity rating (I1SR) for each problem domain.  While subsequent
testing showed that these ISRs can be reliable and valid,? it is also true that they have beenvery
difficult to train and can be quite unreliable in normal clinical use. We ultimately suggested

43,44

dropping these ISRs and have recently developed more reliable lifetime measures to take

their place, as will be discussed below.*>#

Measures of Recent Status and Change Because we were never comfortable with ISRs as

outcome measures in research studies due in part to their subjective nature, we devel oped
guantitative composite measures of problem status from combinations of 30-day questions
within each of the problem areas. **“® Like the severity ratings, these composite scores (CSs)
were derived through clinical trial and error rather than modern multivariate statistical methods.
Based on shared views of the clinical importance of items within each problem area, and the
results of correlation analyses we identified sets of variables to include in each problem
composite score, weighted them equally and constructed formulae for these composite scores.*?

Throughout the 1980’ s our group and others™ #4950 went on to evaluate the test-retest

reliability as well as the concurrent, predictive and discriminant validity of the ISRsand CSsin
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multiple samples of patients and in multiple treatment settings. In general, both the ISRs and the
CSs showed very satisfactory test-retest reliability across genders, racia groups and treatment
setting samples. In addition, the CS'sin particular showed satisfactory concurrent, predictive
and discriminate validity across genders, racial groups and treatment samples.

The ASI-5: Incorporating New Scientific Findings — By 1990 there had been many new

findings from research in alcohol and drug abuse treatment and these findings had not been
included in the ASI-3. Thus, in 1992, we published an up-dated version of the ASI (ASI-5) that
retained all the original items but added root of administration for each drug as well as questions
related to antisocial personality disorder, trauma, relapse environment, and the biological
heritability of alcohol, drug and mental disorders. At that time, we aso published the first set of

“normative values’ on key items and composite scores in various populations.** %!

The ASI-5 contains 164 items (some containing multiple questions) in seven problem
areas. |t requires approximately 45 — 75 minutes to administer at admission, depending upon the
number and nature of the problems presented; and about 20 - 25 minutes to administer at follow-

up since the follow-up version of the ASl excludes most lifetime questions.

The ASI-Lite — By 1995 many states, counties and treatment systems had incorporated
the ASI astheir clinical admission interview. However, staff from treatment programs that had
been essentially forced to use the ASI often rebelled, saying correctly that they aready collected
lots of what was in the ASI. In turn, our group felt a need to provide the most reduced form of
the instrument possible; a shortened form that would provide composite scores and historical
information but nothing else. We therefore eliminated the interviewer severity ratings, the grid
of questions asking about family/genetic heritability of substance use and emotional problems

from the ASI-5, aswell as afew additional questions used aimost exclusively by researchers.

13



This became the “ASI-Lite,” the most popular of all versiors— likely because there is less of it.
It contains 111 items and requires approximately 30 - 40 minutes to administer at admission as a
semi-structured interview. Our group has shown that this reduced version of the ASI retained
most of the important elements of the ASI-5 and also produced reliable and valid composite
measures of recent problem severity.>?

Problems With the ASI-5 - Evolution of the ASI -6

By 2000 there were accumul ating reasons to substantially modify the instrument (see
Makela, 2004°3 for arecent critique). A major revision had been delayed in part because the
instrument had been widely adopted and any change might undercut the value of the work done
to that point. Nonetheless, abasic tenet in the construction of assessment instruments is that no
instrument should be viewed as a fixed entity. Rather, a useful instrument should stand as a
dynamic construction that is periodically reevaluated to ensure its consistency with the state of
knowledge.>**

The first reasons to substantially revise the ASI were profound changes during the past 25
years in the nature of the substances abused, patient populatiors and treatments provided. For
example, at this writing, larger numbers of substance abuse patients are women and they have
forced recognition of issues that are much less prevalent among men in treatment such as abuse
and childcare. There have been cocaine, methamphetamine and synthetic opioid epidemics.

Both smoking and gambling have been considered “addictions.” Serious addictionrelated public
health problems such as HIV/AIDS and hepatitis C have emerged. On the treatment side, there
ismuch less availability of inpatient or residential forms of care. New medications such as
naltrexone and acamprosate for acohol dependence and buprenorphine for opioid dependence

have been developed. Interactions with the criminal justice system have increased in number

14



and complexity through the emergence of drug court and post-rel ease combinations of
supervision and treatment. These and many other issues have all occurred since the original
development of the ASI.

Another reason for a major revision of any assessment instrument is a changein its
projected uses, what has been termed consequential validity.>”® With regard to the ASI, such
uses originally included clinical assessment, treatment evaluation, and clinical research - all with
substance dependent treatment populations. However, by 2000, the ASI had been extended to
other fields and uses such as clinical case assessment in welfare, crimina justice, employment,
homeless and primary psychiatric populations. The ASI and a companion instrument the
Treatment Services Review (TSR)® have been used to measure the costs and cost effectiveness
of treatments.®™®2 Finally, the instrument was used in post- marketing studies of new
pharmaceuticals to determine abuse liability.% In turn, these changesin populations and

purposes suggested rethinking of the item content and even the problem domains measured.

In addition to these more general and theoretical reasons for an updated ASI, there were
longstanding, specific limitations within the instrument that grew in number and importance as
more changes occurred within the addiction field. We list them here briefly but they have been

detailed in other publications by our group and others. 44 % %470

Training - Training with the ASl has been quite structured and generally useful especially
for counselors as an introduction to clinical interviewing and the uses of patient history
information in clinical decision making and client rapport building. We have upgraded the
training process in a number of ways by developing: quizzes’ and scripted role plays to test
interviewer competence; improved training materials via videotapes and manuals; vignettes to

help interviewers derive more accurate severity ratings;’? self-administered forms of the
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instrument;’37°

and software that provides the interviewer numerous error and consi stency
checks as well asaclinical narrative report.”® " ASI Training typically takestwo full days.
Considering the high tur nover rates of counseling staff, many treatment providers have difficulty

training new staff. Even after this intensive training, it is always a question whether trainees are

able to perform the interview with clinical integrity.

Measurement of Costs and Benefit - While the ASl has been used to make cost-
effectiveness, cost-offset and benefit-cost determinations of addiction treatmentsin several
populations, the item content and time periods (lifetime and 30 days) are not fully adequate for
these determinations.®® Consultations with economists suggested that a time frame of at least six
months would be desirable as well as more detailed information on cost-related issues such as

length of time in specific controlled environments, amounts of specific treatments, etc.

Soecial Populations - There have been issues regarding the ability of the instrument to
adequately represent the clinical needs of special groups such as women, ethnic minorities and
groups with specia needs, such as those with co-occurring addiction and mental or physical
health problems. Although a variety of studies showed that most of the existing ASI items were
reliable and valid for women, the coverage of many of the important potential problems typically
facing women(e.g. pregnancy, parenting, etc.) was relatively limited, tracing back to the
instrument’ s development with male veterans. Many of the subjective items were not well-suited

to patients with severe mental illness.®> 676978

Summary Measures — Despite our research studies showing that Interviewer Severity
Ratings (ISRs) could be reliable and valid under structured research conditiors, these ratings
have proven to be less reliable when they are done by less intensively trained and monitored

intervi ewers.44'46* 64,70, 78
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As described above, there have also been problems with the composite scores (CSs) used in
SO many treatment outcome studies. While Alterman, McDermott and colleagues devel oped new
psychometrically sound, standardized indices of lifetime function (Clinical Indices; Cls); and
new summary measures of past 30 day status (Evaluation Indices; Els) both of these measures
were derived from the existing ASl items and did not address deficiencies in domain coverage.
For example, Els could not be obtained for the medical and employment domains due to their

limited content. 6 47 &4
Problems in Specific Domains —

Medical Domain— While the ASI medical section was never intended to be a

comprehensive physical assessment, particularly since the interview is typically conducted by
counselors or research technicians, the domain still lacks some important information including:
current pregnancy status of women recent medical treatment services including ER visits;
compliance with any current medications; and impairment in daily living due to physical

problems.

Employment and Self Support - Valid criticisms of the employment section

include the lack of distinction between onthe-job problems (e.g., missed days, conflicts with co-

workers, etc.) and problems finding work (e.g., motivation to work, days seeking work, €tc.).

Alcohol and Drug Use - The most obvious and significant omission in this section

has been the absence of information on nicotine use. Clinicians have suggested that age of first
use and first regular use of substances should be included for their prognostic value.
Additionally, there are commonly abused substances (e.g, ecstasy, steroids, marijuana-

phencyclidine combinations) that had not been included. Finally, many clinicians had suggested
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that the inclusion of the DSM-1V"® criteria necessary to make substance use diagnoses would be

very helpful and efficient in the context of an ASl administration.

Lega Problems - Changes that have taken place in the legal system since the late

1970s have rendered some ASI items outdated and uninformative. For example, the legal
coercion item did not indicate whether substance abuse treatment was formally mandated and

there was no distinction betweenprobation and parole.

Family and Social Relationships- Because of the inherent complexity of this

section, the item content focused primarily on serious problems in interpersonal relationships
with family and with others (i.e., non family members), neglecting the importance of
interpersonal support. The ASI-5 summary scores for this domain focus primarily on the family
relationships and do not adequately reflect interpersonal problems outside the family. This
restricted focus misses serious and prevaent problems in developing relationships (e.g.,
loneliness). More importantly, there is a serious need for measuring parental relationships, the

status of the client’s children, child protective service involvement, etc.

Psychiatric Problems - The psychiatric problem section of the ASI-5 has perhaps

been the most reliable and validated of any ASI domain. Nonetheless, trauma and its

consequences had not been adequately addressed.

Preview of The ASI-6

Because of the widespread use of the ASI, any improvements in its reliability, validity
and efficiency could have broad positive consequences for the field. However, if changes are too
great they could reduce the value of existing databases, eliminate continuity of evaluation efforts
and require massive re-training. Further, despite the importance of additional information in

virtually all of the ASI problem domains, most treatment agencies and even researchers are
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facing pressing restrictions on time available for information collection. Thus, an optimally
effective revision to the instrument would add more items, reduce training and administration
time, and leave its mgor elements unchanged; atall order.

A five-year revision of the instrument (under the direction of Drs. Alterman and
Cacciola) has attempted this task with consultation from scientists, clinicians, administrators, and
policy makers; and by direct input from patient interviews and multivariate data analysis. In
collaboration with Dr. Michael French (a health economist), we have also integrated and
evaluated cost-related items to improve the ASl's performance in cost benefit and cost
effectiveness evaluations.

In orienting ourselves to this revision, we decided that its primary use would continue to

be with adults in substance abuse treatment or researchthough we have kept in mind that the ASI

has become increasingly used in other populations (e.g., criminal justice, psychiatric, welfare,
mental health). Additionally, we decided to retain four hallmarks of the ASI:
1) Lifetime and past-30 day time frames remain the primary assessment intervals.
2) The inclusion of both objective (i.e., verifiable) items and subjective items (i.e.,
patient-rating scales).
3) The original seven problem areas of the ASI.
4) The paper-and pencil interview format. At the same time, we recognize there are

computer-assisted ASI-5 interviews'® 7/

and computer self-administered versions of the ASI-5,"
7> and have made provision for these forms of administration in the near future.
While these fundamental aspects of the instrument are the same, several other aspects have

changed. Interviewer Severity Ratings (1SRs) have been eliminated because of the problems

outlined above. We are confident that standardized indices of lifetime functioning (i.e., CIs) can
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be derived as replacements.*® We have added a 6- month time frame for key items, especialy
those relevant for cost analysis, in addition to the standard ASI 30-day and lifetime intervals.
While we have added items to correct many of the problems noted earlier, in order to keep the
length of the interview to less than an hour, screening questions with “skip-outs’ have been
employed. In thisway the ASI-6 obtains considerably more information than the ASI-5, but
takes no longer to administer. Also, the ASI-6 is a more structured interview and should be
easier to train. The instrument should be released for use and an article describing its
psychometric properties published in 2006.

Updated Nor mative Values: Admission ASI Data from the Drug Evaluation Networ k

System

Over the years that the ASl has been in use, there have been substantial changesin the

characteristics of substance abusers and the nature of substance abuse trestment. Also, there
is every indication of continued change within the substance abuse treatment field in the years
to come. If there were away to rapidly collect, analyze and report comprehensive
information about the nature of the drug problems presented by those coming into treatment,
we would be able to track trends such asthe emergence of new types of drug problems (e.g.
Oxycontin, ecstasy, etc.) as well as changes in system utilization by different populations (e.g.
homeless, welfare-to-work clients, drug court clientsetc.). Thistrend reporting would
provide local, state, and national policy makers early warnings of important devel opments
within the field and alow them to plan more coordinated and efficient strategiesto deal with
these emerging trends.

To thisend, the Drug Evaluation Network System (DENS) was initiated in 1996 by

the Office of National Drug Control Policy (ONDCP) to provide aclinically useful way for
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treatment programs to simultaneously collect admission information to plan treatment at the
individual patient level; and (through computer networking) to report regional, aggregate
level data on emerging trends for policy development and planning. The ASI was chosen as
the admission instrument for this purpose since it was used by more treatment programs than
any other instrument and because it collected the widest range of information. A computer-
assisted software program was devel oped to make the collection of the ASI easier and more
clinically useful, through generation of narrative assessment reports and initial treatment
plans.”® This software program continues to be provided free to any program willing to share
their de-identified data. Finally, a nationally representative sample of treatment programs was
drawn from the National Substance Abuse Treatment Services registry, and the DENS was
installed in that national sample.

Since 1996, the DENS has been used by over 300 substance abuse treatment programs
across the nation and has been adapted for use in treatment systemsin several countries
outside the US (e.g. Sweden, Ireland, Egypt, Thailand, etc.). During this period over 70,000
ASI’s fromover 300 public and private treatment programs in the U.S.A. representing all
modalities have been collected by the Treatment Research Ingtitute in Philadelphia and made
freely available through the company’ swebsite.® From this larger database we have selected
asample of over 8,400 admission ASI-5 interviews collected during the past three years from
42 programs that were part of the original nationally representative sample. Thissample
provides an opportunity to update normative data on the ASI.

Aswe did in 1992* and in 2000°* we provide summary information (means and
standard deviations) on selected demographic and lifetime ASI items (Table 1), aswell as

CSs, Cls and selected 30-day status items within each of the seven problem domains (Table
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2). Ineach table, data are presented for the total sample in the first column and then
subdivided by gender, major drug problem and setting of care.
It is important to note that while we believe thisis the largest and most representative

and diverse set of AS| data currently available, even thislarge sample of programs and

patients likely no longer represents patients entering the national treatment system Thisis

true not only because of the many changes in the nature of drug problems each year, but also
because the high rates of treatment program closures and re-organizations® make it unlikely
any nationally representative sample will be truly representative for very long. Additionally,
because so many drug problems are peculiar to specific regions of the country, regionally
representative samples may ultimately be more informative. Despite these important caveats,
we offer the data for those who wish to compare the patient profiles in their own programs or
treatment systems to these national data. For those who desire more fine- grained comparative

analyses, this dataset will soon be available for download.°
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TABLE 1

LIFETIME ASI Data from a Nationally ALL Male Female | Alcohol Opiate Poly-drug | Inpatient Outpatient
Representative Sample of Treatment Programs n=8429 n=5539 n=2890 | n=1935 n=611 n=2129 n=3133 n=3885
DEMOGRAPHIC FACTORS
Age (SD) 34 (11) 35(11) 34(10) | 36(12) 38(10) 34 (10) 36 (10) 33 (1)
Gender (% male) 66% 100% 0% 73% 60% 55% 61% 69%
Race/Ethnicity
% White 60% 61% 60% 75% 55% 61% 48% 68%
% Black or African American 23% 21% 27% 6% 24% 27% 28% 20%
Marital Status
% Never Married 53% 55% 45% 46% 49% 51% 48% 54%
% Married or living as married 17% 16% 16% 19% 22% 14% 14% 16%
% Separated or Divorced 29% 26% 33% 31% 27% 31% 32% 26%
% Satisfied with Marital status 72% 72% 71% 77% 69% 68% 63% 7%
Y ears of Education
% <12 yrs. 33% 32% 34% 25% 33% 36% 36% 32%
% H.S. Graduate 53% 53% 51% 60% 48% 51% 47% 54%
% 2 Yrs. College/Tech. 9% 9% 10% 8% 12% 10% 11% 9%
% College Graduate or more 4% 5% 4% 6% 8% 3% 5% 4%
SUBSTANCE USE
ALCOHOL
% previoudly treated 49% 51% 44% 77% 20% 64% 57% 44%
% with past history of DT's 8% 6% 11% 3% 30% 15% 13% 4%
DRUGS
% previoudly treated 47% 43% 54% 7% 86% 70% 63% 37%
% with past history of Overdoses 9% 10% 8% 11% 6% 10% 15% 6%
% Used Heroin 17% 15% 17% 1% 87% 17% 22% 7%
% Used Cocaine 41% 37% 50% 9% 64% 62% 61% 30%
% Used Amphetamines 20% 16% 26% 6% 21% 35% 26% 18%
% Poly Drug Users 49% 47% 53% 18% 75% 77% 62% 41%




PERSONAL HEALTH

MEDICAL

% reporting a chronic medical problem 29% 25% 35% 24% 45% 31% 32% 26%
% taking medications 25% 21% 33% 27% 32% 25% 26% 24%
PSYCHIATRIC
% previoudly treated 19% 15% 27% 15% 22% 27% 26% 17%
% taking medications 29% 23% 40% 28% 37% 33% 31% 28%
% lifetime history of depression 49% 41% 64% 38% 55% 61% 63% 43%
% lifetime history of anxiety 44% 38% 57% 35% 54% 54% 58% 38%
% lifetime history of suicide attempts 15% 10% 24% 10% 14% 21% 20% 14%
SOCIAL FUNCTIONING
EMPLOYMENT
% who have worked full-time 82% 82% 77% 83% 84% 78% 79% 81%
Employment Pattern, Past 3 Yrs:
% Working (Full time or Part time) 2% 7% 61% 76% 63% 66% 2% 73%
% Unemployed 15% 8% 27% 8% 23% 20% 20% 12%
FAMILY/SOCIAL
Living Situation past 3 years
% With Sexua Partner 36% 34% 40% 37% 38% 36% 34% 36%
% With Family 32% 30% 35% 29% 30% 32% 29% 34%
% With Friends 7% 7% 6% 10% 6% 7% 7% 7%
% Other Living Situation 23% 26% 16% 22% 25% 23% 27% 21%
% Satisfied with living situation 65% 66% 63% 78% 65% 56% 54% 70%
% Reporting physical abusein lifetime 36% 23% 61% 25% 38% 50% 48% 31%
% Reporting sexual abuse in lifetime 21% 8% 45% 12% 23% 31% 28% 17%
LEGAL
% Convicted of Crime 62% 66% 53% 47% 66% 65% 62% 64%
% incarcerated in lifetime 51% 58% 40% 35% 60% 57% 59% 50%




TABLE 2

ASl| Datafrom a Nationally Representative TOTAL Male Female Alcohol Opiate Poly-drug Inpatient Outpatient
Sample of Treatment Programs n=8429 n=5539 n=2890 n=1935 n=611 n=2129 n=3133 n=3885
SUMMARY SCORES& PAST 30-DAY DATA

SUBSTANCE USE*
ALCOHOL COMPOSITE SCORE 21(.26) | .22(.25) .20(.26) .29 (.22) .06 (.13) .26 (.27) .33(.27) .16 (.23)
ALCOHOL CLINICAL INDEX 55 (10) 56 (10) 54 (10) 60 (6) 48 (9) 58 (9) 60 (9) 53(9)
Mean Days of Alcohol Drinking 5(8) 5(8) 5(9) 7(8) 1(4) 6(9) 8(10) 4(7)
Mean Days of Heavy Drinking** 3(7) 3(7) 3(7) 4(7) 3(2) 4(8) 5(9) 2 (6)
DRUG COMPOSITE SCORE 12(.13) |.10(13) .15(.14) .07 (.03) 26(.13)  .15(.13) 11 (.14) .09 (.11)
DRUG CLINICAL INDEX 40(11) | 38(11)  42(10) 30(3) 51 (9) 43(9) 39(12) 38(9)
Mean Days of Heroin Use 2 (6) 2 (6) 2(7) 0(1) 10(12) 1(5) 2(8) 0(2
Mean Days of Cocaine Use 3(7) 2(6) 4(9) 0(0) 3(7) 4(8) 3(8) 2(6)
Mean Days of Marijuana Use 2 (6) 2 (6) 2 (6) 0(2) 2 (6) 3(7) 2 (6) 2 (6)
PERSONAL HEALTH*
MEDICAL
MEDICAL COMPOSITE SCORE 17(.30) |.15(.28) .21(.32) 14(.27) 30(.37)  .19(.31) .16 (.29) 15(.28)
MEDICAL CLINICAL INDEX 44 (13) 43 (13) 47 (13) 44 (12) 50 (14) 45 (13) 45 (13) 43 (12)
Mean Days of Medical Probs. 5(10) 4(9) 6 (10) 4(9) 8(12) 5(10) 4(9) 5(10)
PSYCHIATRIC
PSYCHIATRIC COMPOSITE SCORE 19(.23) | .15(21) .27(.25) 15(.21) 22(.24)  .25(.25) .20 (.24) 16(.22)
PSYCHIATRIC CLINICAL INDEX 51 (9) 50 (9) 54 (9) 49 (9) 53 (9) 54 (10) 51 (10) 50 (9)
% Reporting Depression 30% 24% 44% 22% 3% 42% 31% 25%
% Reporting Anxiety A% 28% 45% 2% 3% 43% 35% 2%
Mean Days of Psych Probs. 8(11) 6 (10) 10 (12) 5(10) 8(12) 10 (12) 8(12) 6 (11)

SOCIAL FUNCTIONING*

EMPLOYMENT




EMPLOYMENT COMPOSITE SCORE .65(.32) | .62(.32) .70(.30) .55 (.31) .70 (.32) .71 (.30) .65 (.32) .63(.32)
EMPLOYMENT CLINICAL INDEX 52 (8) 52 (8) 52 (8) 51(7) 52 (8) 53(8) 52 (8) 52 (8)
Mean Days Paid for Working 8(10) 9(11) 5(9) 11(11) 6 (10) 6 (10) 8(10) 9(11)
Mean Days of Employment Probs. 8(12) 8(12) 9(13 6(11) 9(13 10 (13) 8(12 9(12
FAMILY/SOCIAL

FAMILY COMPOSITE SCORE 16(.21) |.13(.20) .22(.23) A10(.17) A5 (.19) .20(.23) 15 (.21) .13(.20)
FAMILY CLINICAL INDEX 45 (10) 44 (9) 49 (10) 42 (8) 46 (9) 48 (11) 46 (10) 44 (10)
Mean Days Family Conflicts 3(7) 2 (6) 4(9) 1(5 2 (6) 4(9) 3(8) 2(7)
Mean Days Social Conflicts 1(5 1(4) 2(6) 1(3) 1(5 2(6) 2(6) 1(5
% Currently living with person with alcohol problem 12% 10% 15% ) 11% 15% 13% 11%
% Currently living with person using or abusing drugs ) ™ 12% 2% 15% 11% ™ 8%
LEGAL

LEGAL COMPOSITE SCORE A18(.21) |.18(.21) .19(.21) 21(.22) A7 (.22) .18 (.20) .20(.22) .18 (.20)
LEGAL CLINICAL INDEX 52 (9) 53 (8) 50 (9) 49 (8) 53 (10) 52 (9) 50 (9) 53 (8)
Percent in Controlled Environment 44% 43% 45% 4% 36% 53% 68% 28%
Mean Days Illegal Activity 1(4) 1(4) 1(5) 0(0) 1(5) 1(5) 1(5) 1(4)
Mean Days Incarcerated 3(7) 3(7) 2(7) 1(4) 3(8) 3(8) 2 (6) 3(8)

*All values reflect the 30 days prior to the admission interview. Values are means (with standard deviations).
**Heavy drinking on the ASI is defined as 5 or more drinksin one day.




Discussion and Conclusion

The first version of the Addiction Severity Index (ASI) was created over 25 years ago by
ayoung group of addiction treatment researchers informed without the benefit of 25 years of
experience, and without the most recent 25 years of advances in the fields of addiction and
psychometrics. Relying largely on clinical trial and error and using arestricted sample of mae
veterans in residential and methadone maintenance treatment, we developed a dynamic
instrument that remains both relevant and broadly applicable.

In reviewing this history, we believe that there are three reasons for its acceptance and
longevity in the field. The nost important reason is that the ASI characterizes and quantifiesthe
severity of the multiple health and socia problems found among those with substance use
disorders. The instrument was among the first to measure more than just the amount, duration,
and intensity of substance use. Whileit is still not possible to know definitively whether the
health and social problems so often seen in an addicted person are the cause, the result or simply
coincident with the substance use problems, it is quite clear that knowledge about the nature and
severity of these health and social problemsis key to developing an appropriate treatment plan;
for predicting the course of treatment and for fully evaluating the ability of treatment
interventions to resolve or improve the so-called “addiction related” problems of crime,
employment, excessive healthcare utilization etc.®?

The second reason for the continued use of the ASI is that it has been free and in the
public domain. Thisis because it has been generously supported over the past 25 years - first by
the Department of Veterans Affairs and thenby the National Institutes on Drug Abuse, the
National Institute on Alcoholism and Alcohol Abuse, the Office of National Drug Control Policy

and the World Health Organization This support has allowed us to make better training manuals



and software applications, and enabled us to provide assistance to those seeking to trandate or
adapt the ASI for their particular research project, clinical organization, or country. The fact that
the instrument has been made freely available to all parties a'so accounts for the wide
commercial interest in developing software and training products to foster the use of the ASI.">
" In this regard, the recent publication of standards for naming AS! variables and for storing
ASl information in “standard ASI databases™®® should provide software developers with a
standard database to host their products and thereby, a larger market for their clinical support
software programs. In turn, we hope these decision support tools will help clinicians reduce the
burden of “data’ collection and increase the “information” that derives from the ASl.

We think the final reason for the continued use of the ASl beyond its shaky start, has
been the continuous effort to refine, validate and improve its ability to measure contemporary
issues in addiction treatment. As indicated, the ASI is now in its fifth version and the sixth is
imminent. These revisions have been necessary to keep the instrument contemporary with the
new discoveriesin the addiction field and to correct problemsin early versions that have been
discovered by clinicians and researchers.>® There have also been significant developmentsin
psychometric researcH*# and we will continue to apply these newer methods to the refinement

of the ASl. In the future perhaps we will seethe ASI-10!



10.

11.

12.

13.

14.

References

McLéelan AT, Luborsky L, Woody GE, O'Brien CP. An improved
diagnostic evaluation instrument for substance abuse patients. The
Addiction Severity Index. J Nerv Ment Dis. Jan 1980;168(1):26-33.
McLellan AT, Luborsky L, Cacciola J, et al. New data from the Addiction
Severity Index. Reliability and validity in three centers. J Nerv Ment Dis.
Jul 1985;173(7):412-423.

Kosten TR, Rounsaville BJ, Kleber HD. Concurrent validity of the
addiction severity index. J Nerv Ment Dis. Oct 1983;171(10):606-610.
Hendriks VM, Kaplan CD, van Limbeek J, Geerlings P. The Addiction
Severity Index: reliability and validity in a Dutch addict population. J Subst
Abuse Treat. 1989;6(2):133-141.

Treatment Research Institute. The Addiction Severity Index.
http://www.tresearch.org/ASl.htm Accessed August 29, 2005.

European Monitoring Centre for Drugs and Drug Addiction (EMCDDA).
Evaluation Instruments Bank (Addiction Severity Index).
http://eib.emcdda.eu.int/?nnodei d=3538. Accessed August 29, 2005.
World Health Organization (WHO). Addiction Severity Index - Lite
Version (ASI-Lite).

http://www.who.int/substance abuse/research tools/addictionseverity/en/in
dex.html. Accessed August 29, 2005.

Kokkevi A, Hartgers C. EuropASl: European adaptation of a
multidimensional assessment instrument for drug and alcohol dependence.
European Addiction Research. 1995;1:208-210.

Meyer RE. How to understand the relationship between psychopathology
and addictive disorders. In: Meyer RE, ed. Psychopopathology and
Addictive Disorders. New York, NY: Guilford Press; 1986:301-362.
McLellan AT, Metzger DS, Alterman Al, Woody GE, Durrell J, O'Brien
CP. Is addiction treatment "worth it"? Public health expectations, policy-
based comparisons. Proceedings of Josiah Macy Conference on Medical
Education. New York, NY: Josiah Macy Foundation; 1995:165-212.
American Society of Addiction Medicine. ASAM Patient Placement
Criteria for the treatment of Substance-Related Disorders, 2nd ed. Revised.
Chevy Chase, MD: American Society of Addiction Medicine; 2001.
McLellan AT, Luborsky L, Woody GE, O'Brien CP, Druley KA.
Predicting response to alcohol and drug abuse treatments. Role of
psychiatric severity. Arch Gen Psychiatry. Jun 1983;40(6):620-625.
McLelan AT, Childress AR, Griffith J, Woody GE. The psychiatrically
severe drug abuse patient: methadone maintenance or therapeutic
community? Am J Drug Alcohol Abuse. 1984;10(1):77-95.

McLellan AT, Alterman Al, Metzger DS, et a. Similarity of outcome
predictors across opiate, cocaine, and alcohol treatments: role of treatment
services. J Consult Clin Psychol. Dec 1994,62(6):1141-1158.




15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

McLelan AT, Gutman M, Lynch K, et a. One-year outcomes from the
CASAWORKS for Families intervention for substance-abusing women on
welfare. Eval Rev. Dec 2003;27(6):656-680.

Rounsaville BJ, Tierney T, Crits-Christoph K, Weissman MM, Kleber HD.
Predictors of outcome in treatment of opiate addicts. evidence for the
multidimensional nature of addicts problems. Compr Psychiatry. Sep-Oct
1982;23(5):462-478.

Rounsaville BJ, Dolinsky ZS, Babor TF, Meyer RE. Psychopathology as a
predictor of treatment outcome in acoholics. Arch Gen Psychiatry. Jun
1987;44(6):505-513.

Hayashida M, Alterman Al, McLellan AT, et al. Comparative effectiveness
and costs of inpatient and outpatient detoxification of patients with mild-to-
moderate alcohol withdrawal syndrome. N Engl J Med. Feb 9
1989;320(6):358- 365.

Alterman Al, O'Brien CP, McLellan AT, et al. Effectiveness and costs of
inpatient versus day hospital cocaine rehabilitation. J Nerv Ment Dis. Mar
1994;182(3):157-163.

McKay JR, Alterman Al, McLellan AT, Snider EC. Treatment goals,
continuity of care, and outcome in a day hospital substance abuse
rehabilitation program. AmJ Psychiatry. Feb 1994;151(2):254-2509.
Matching Alcoholism Treatments to Client Heterogeneity: Project
MATCH posttreatment drinking outcomes. J Sud Alcohol. Jan
1997;58(1):7-29.

Crits-Christoph P, Siqueland L, Blaine J, et a. Psychosocia treatments for
cocaine dependence: National Institute on Drug Abuse Collaborative
Cocaine Treatment Study. Arch Gen Psychiatry. Jun 1999;56(6):493-502.
McLellan AT, Hagan TA, MeyersK, Randall M, Durdll J. "Intensive’
outpatient substance abuse treatment: comparisons with "traditiona”
outpatient treatment. J Addict Dis. 1997;16(2):57-84.

McLédlan AT, Grissom GR, Zanis D, Randall M, Brill P, O'Brien CP.
Problem-service 'matching’ in addiction treatment. A prospective study in 4
programs. Arch Gen Psychiatry. Aug 1997;54(8):730-735.

Woody GE, Luborsky L, McLellan AT, et al. Psychotherapy for opiate
addicts. Does it help? Arch Gen Psychiatry. Jun 1983;40(6):639-645.
Woody GE, McLéellan AT, Luborsky L, O'Brien CP. Psychotherapy in
community methadone programs:. a validation study. Am J Psychiatry. Sep
1995;152(9):1302-1308.

McLéelan AT, Arndt 1O, Metzger DS, Woody GE, O'Brien CP. The effects
of psychosocial servicesin substance abuse treatment. Jama. Apr 21
1993;269(15):1953-1959.

Svikis DS, Golden AS, Huggins GR, et a. Cost-effectiveness of treatment
for drug-abusing pregnant women. Drug Alcohol Depend. Apr 14
1997;45(1-2):105-113.

Weisner C, Mertens J, Parthasarathy S, Moore C, Lu Y. Integrating
primary medical care with addiction treatment: a randomized controlled
trial. Jama. Oct 10 2001;286(14):1715-1723.



30.

31

32.

33.

35.

36.

37.

38.

39.

40.

41.

42.

43.

Dennis ML, Karuntzos GT, Rachal JV. Accessing additional community
resources through case management to meet the needs of methadone
clients. NIDA Res Monogr. 1992;127:54-78.

Zanis DA, Metzger DS, McLellan AT. Factors associated with
employment among methadone patients. J Subst Abuse Treat. Sep-Oct
1994;11(5):443-447.

McLellan AT, Hagan TA, Levine M, et a. Supplemental socia services
improve outcomes in public addiction treatment. Addiction. Oct
1998;93(10):1489-1499.

Stanton MD, Shadish WR. Outcome, attrition, and family-couples
treatment for drug abuse: a meta-analysis and review of the controlled,
comparative studies. Psychol Bull. Sep 1997;122(2):170-191.

McCrady BS, Nodl NE, Abrams DB, Stout RL, Nelson HF, Hay WM.
Comparative effectiveness of three types of spouse involvement in
outpatient behavioral acoholism treatment. J Sud Alcohol. Nov
1986;47(6):459-467.

O'Farrell TJ, Cutter HS, Floyd FJ. Evaluating behavioral marital therapy
for male alcoholics: Effects on marital adjustment and communication
from before to after treatment. Behav Ther. 1985;16(2):147-167.
Fas-Stewart W, Birchler GR, O'Farrell TJ. Behavioral couples therapy for
mal e substance-abusing patients: effects on relationship adjustment and
drug- using behavior. J Consult Clin Psychol. Oct 1996;64(5):959-972.
Liddie HA, Dakof GA, Parker K, Diamond GS, Barrett K, Tejeda M.
Multidimensional family therapy for adolescent drug abuse: results of a
randomized clinical trial. Am J Drug Alcohol Abuse. Nov 2001;27(4):651-
688.

Jerrell IM, Ridgely MS. Comparative effectiveness of three approaches to
serving people with severe mental illness and substance abuse disorders. J
Nerv Ment Dis. Sep 1995;183(9):566-576.

Fiorentine R, Anglin MD. More is better: counseling participation and the
effectiveness of outpatient drug treatment. J Subst Abuse Treat. Jul-Aug
1996;13(4):341-348.

McLellan AT, O'Brien CP, Kron R, Alterman Al, Druley KA. Matching
substance abuse patients to appropriate treatments. a conceptual and
methodological approach. Drug Alcohol Depend. Mar 1980;5(3):189-195.
McLéelan AT, Woody GE, Luborsky L, O'Brien CP, Druley KA. Increased
effectiveness of substance abuse treatment. A prospective study of patient-
treatment "matching”. J Nerv Ment Dis. Oct 1983;171(10):597-605.
Treatment Research Institute. ASI Manua and Question by Question
Guide. August 29, 2005;

http://www.tresearch. org/resources/manual S/A SI QbyQGuide. pdf.
McLellan AT, Kushner H, Metzger D, et al. The Fifth Edition of the
Addiction Severity Index. J Subst Abuse Treat. 1992;9(3):199-213.
Alterman Al, Brown LS, Zaballero A, McKay JR. Interviewer severity
ratings and composite scores of the ASI: afurther look. Drug Alcohol
Depend. Feb 1994;34(3):201-209.




45.

46.

47.

48.

49,

50.

Sl

52.

53.

55.

56.

S7.

58.

59.

60.

Alterman Al, McDermott PA, Cook TG, et al. New scales to assess change
in the Addiction Severity Index for the opioid, cocaine, and alcohol
dependent. Psychol Addict Behav. 1998;12(4):233-246.

Alterman Al, Bovasso GB, Cacciola JS, McDermott PA. A comparison of
the predictive validity of four sets of baseline ASI summary indices.
Psychol Addict Behav. Jun 2001;15(2):159-162.

McDermott PA, Alterman Al, Brown L, Zaballero A, Snider EC, McKay
JR. Construct refinement and confirmation for the Addiction Severity
Index. Psychol Assess. 1997;8(2):182-189.

McGahan PL, Griffith JA, Parente R, McLellan AT. Addiction Severity
Index Composite Scores Manual.
http://www.tresearch.org/resources/compscores/ CompositeM anual . pdf.
Accessed August 29, 2005.

Rogalski CJ. Factor structure of the Addiction Severity Index in an
inpatient detoxification sample. Int J Addict. Oct 1987;22(10):981-992.
Stoffelmayr BE, Mavis BE, Kasm RM. The longitudinal stability of the
Addiction Severity Index. J Subst Abuse Treat. Jul-Aug 1994;11(4):373-
378.

Weisner C, McLellan AT, Hunkeler EM. Addiction severity index data
from general membership and treatment samples of HMO members. One
case of norming the ASl. J Subst Abuse Treat. Sep 2000;19(2):103-109.
Cacciola JS, Alterman Al, McLéellan AT. Initial Evidence for the
Reliability and Validity of a? Lite? Version of the Addiction Severity
Index. 2005 (In Submission).

MakelaK. Studies of the reliability and validity of the Addiction Severity
Index. Addiction. Apr 2004;99(4):398-410; discussion 411-398.
American Educational Research Association. Sandards for Educational
and Psychological Testing. Washington, DC: American Educational
Research Association; 1999.

Haynes SN, Richard DC, Kubany ES. Content validity in psychological
assessment: A functional approach to concepts and methods. Psychological
Assessment. 1995;7(3):238-247.

Smith GT, McCarthy DM. Methodological considerations in the
refinement of clinical assessment instruments. Psychological Assessment.
1995;7(3):300-308.

Nunnally JC, Bernstein IH. Psychometric Theory (3rd Ed.). New York,
NY: McGraw Hill; 1994,

Thorndike RL. Applied Psychometrics. Boston, MA: HoughtonMifflin;
1982.

Messick S. Validity of psychological assessment: Validation of inferences
from persons' responses and performances as scientific inquiry into score
meaning. American Psychologist. 1995;50(9):741-749.

McLelan AT, Alterman Al, Cacciola J, Metzger D, O'Brien CP. A new
measure of substance abuse treatment. Initial studies of the treatment
services review. J Nerv Ment Dis. Feb 1992;180(2):101-110.




61.

62.

63.

65.

66.

67.

68.

69.

70.

71.

72.

73.

74.

French MT, Salome HJ, Sindelar JL, McLellan AT. Benefit-cost analysis
of addiction treatment. methodological guidelines and empirical
application using the DATCAP and ASI. Health Serv Res. Apr
2002;37(2):433-455.

French MT, Roebuck MC, McLellan AT, Sindelar JL. Can the Treatment
Services Review be used to estimate the costs of addiction trestment and
ancillary services? Journal of Behavioral Health Services Research; 2005,
In Press.

Blue L, Carise D, Love M, McLellan AT. OxyContin use in individuals
seeking substance abuse treatment. College on Problems of Drug
Dependence. Bal Harbour, Florida; 2003.

Alterman Al, Mulvaney FD, Cacciola JS, Cnaan A, McDermott PA,
Brown LS, Jr. The validity of the interviewer severity ratings in groups of
ASl interviewers with varying training. Addiction. Sep 2001;96(9):1297-
1305.

Drake RE, McHugo GJ, Biesanz JC. The test-retest reliability of
standardized instruments among homeless persons with substance use
disorders. J Sud Alcohol. Mar 1995;56(2):161-167.

Zanis DA, McLédlan AT, Cnaan RA, Randall M. Reliability and validity of
the Addiction Severity Index with a homeless sample. J Subst Abuse Treat.
Nov-Dec 1994;11(6):541-548.

Zanis DA, McLélan AT, Corse S. Isthe Addiction Severity Index a
reliable and valid assessment instrument among clients with severe and
persistent mental illness and substance abuse disorders? Community Ment
Health J. Jun 1997;33(3):213-227.

Comfort M, Zanis DA, Whiteley MJ, Kelly-Tyler A, Katenbach KA.
Assessing the needs of substance abusing women. Psychometric data on
the psychosocia history. J Subst Abuse Treat. Jul-Sep 1999;17(1-2):79-83.
Corse SJ, Zanis D, Hershinger NB. The use of the Addiction Severity
Index with people with severe mental illness. Psychiatric Rehabilitation
Journal. 1995;19(1):9-18.

Wertz JS, Cleaveland BL, Stephens RS. Problems in the application of the
Addiction Severity Index (ASI) in rura substance abuse services. J Subst
Abuse. 1995;7(2):175-188.

Fureman |, McLellan AT, Alterman A. Training for and maintaining
interviewer consistency with the ASI. J Subst Abuse Treat. May-Jun
1994;11(3):233-237.

Cacciola JS, Alterman Al, Fureman I, Parikh GA, Rutherford MJ. The use
of case vignettes for Addiction Severity Index training. J Subst Abuse
Treat. Sep-Oct 1997;14(5):439-443.

Butler SF, Newman FL, Cacciola JS, et a. Predicting Addiction Severity
Index (ASl) interviewer severity ratings for a computer-administered ASI.
Psychological Assessment. 1998;10(4):399-407.

Butler SF, Budman SH, Goldman RJ, et a. Initial validation of a computer-
administered Addiction Severity Index: the ASI-MV. Psychol Addict
Behav. Mar 2001;15(1):4-12.



75.

76.

77.

78.

79.

80.

81.

82.

83.

85.

Rosen CS, Henson BR, Finney JW, Moos RH. Consistency of self-
administered and interview-based Addiction Severity Index composite
scores. Addiction. Mar 2000;95(3):419-425.

Carise D, McLélan AT, Gifford LS, Kleber HD. Developing a national
addiction treatment information system. An introduction to the Drug
Evaluation Network System. J Subst Abuse Treat. Jul-Sep 1999;17(1-
2):67-77.

Carise D, Gurel O, McLellan AT, Dugosh K, Kendig C. Getting patients
the services they need using a computer-assisted system for patient
assessment and referral- CASPAR. Drug Alcohol Depend. May 21 2005.
Hodgins DC, €-Guebay N. More data on the Addiction Severity Index.
Reliability and validity with the mentaly ill substance abuser. J Nerv Ment
Dis. Mar 1992;180(3):197-201.

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

Treatment Research Institute.  www.tresearch.org Accessed August 29,
2005.

McLellan AT, Carise D, Kleber HD. Can the national addiction treatment
infrastructure support the public's demand for quality care? J Subst Abuse
Treat. Sep 2003;25(2):117-121.

McLelan AT, Weisner C. Achieving the public health and safety potential
of substance abuse treatments: Implications for patient referral, treatment
"matching,” and outcome evaluation. In: Bickel WK, DeGrandpre RJ, eds.
Drug policy and human nature: Psychological perspectives on the
prevention, management, and treatment of illicit drug abuse. New Y ork,
NY: Plenum Press; 1996:127-154.

Carise D, McLédlan AT, Cacciola J, et al. Suggested specifications for a
standardized Addiction Severity Index database. J Subst Abuse Treat. Apr
2001;20(3):239-244.

Embretson SE, Reise SP. Item response theory for psychologists Mahwah,
NJ: Lawrence Erlbaum Associates; 2000.

Meijer RR, Baneke JJ. Analyzing psychopathology items: a case for
nonparametric item resporse theory modeling. Psychol Methods. Sep
2004;9(3):354-368.




