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Introduction

Goal

Objectives

The treatment and/or decisions made by physicians as they treat adolescent alcoholics
are crucial to the health and well-being of both the adolescents and their families. Such
decisions often differ from treatment and referral decisions made in relationship to other
disease processes in that technical competence is only one of the parameters which must
be considered. Also of importance are such factors as cost, since insurance often does not
cover services, and psychological and social support systems associated with the selected
treatment process, since not only the adolescent but also the family generally becomes
involved in the treatment process. The location of treatment is important, particularly
as a case requires inpatient or outpatient services. This unit of study examines the
parameters involved in the treatment and referral process and provides guidelines for
physicians as they endeavor to make appropriate treatment and referral decisions.

The goal of this unit of study is threefold. First, the physician will be made aware of
the variety of resources to draw upon as treatment for the adolescent alcoholic or
substance abuser is sought. S2cond, the unit of study explores the constraints faced by the
physician as decisions are made. Finally, physicians are urged to explore their own
attitudes and beliefs and how these attitudes and beliefs may impinge upon the decision-
making process. )

Upon completion of this unit of study, you will be able to:

1. Describe, in general terms, the services available to assist the physician in the
treatment of adolescent alcobolism and substance abuse.

2. Identify the levels of treatment available for adolescent alcoholism.
List indicators for each level of treatment.

4. Describe services available to families and how assistance can be given the family in
using appropriate services to meet their needs.

5. Compare and contrast various issues involved in treatment decisions from the points
of view of the adolescent, the family, and the physician.

6. Develop specific listings of services available in one’s community to assist in the
treatment of adolescent alcoholics and to provide support and guidance for the
families of adolescent alcoholics.

b
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Overview

@ The physician must answer several key
| questioizs for each individual patient
prior to making a treatment

§l recommendation.

You have met with an adolescent patient in your
office, and you have sufficient data to be concerned
about the possibility of an alcohol or other drug
problem. Perhaps you are not totally convinced that a
problem with chemicals exists. Or, perhaps, the evidence
is so overwhelming that you know that something must
be done to help this adolescent. Perhaps you havealready
contacted the adolescent’s family and expressed concern
to them; now they are looking to you for guidance. You
may be planning to talk informally with the adolescent
and the family in your office, or perhaps you are plaaning
a fnll-scale formal intervention.

Regardless of your approach, at this point there are
several questions which must be answered before you
proceed. They are:

© How do I best help this family/adolescent in
trouble with chemicals?

® Am I capable of treating the adolescent and the
family myself in my office?

® Do I want to send them for treatment elsewhere? If
s0, where do I send them?

@ How do I know which resources are best suited to
the needs of adolescents and their families?

® How do I know if a treatment program is providing
quality services?

These are not easy questions to answer. A physician who
wants to be knowledgeable concerning adolescent
chemical dependency treatment resources must take the
time to investigate what is available in a particular
community and in surrounding areas. This is not always
an easy task. However, it is a critical one in light of the
complexity of this disease and the desirability for early
intervention. The material presented in this unit of study
is intended to present guidelines for physicians who wish:
to become knowledgeable of treatment resources in the
community for adolescent chemical dependency.

The Best of All Possible Worlds:
Continuum of Care

Locating Resources

81 A vailability of treatment services varies
i widely. Information about such services
R may be obtained from telephone

B directories, newspapers, local alcohol
Blabuse agencies, and appropriate

B8 national organizations.

There is a tremendous variability from one part of the
country to another in the availability of services for the
treatment of the chemically dependent adolescent. Some
physicians may be fortunate to practice in a large
metropolitan area where an entire spectrum of services
may be available. Others may live in rural areas or small
towns where they may be fortunate if there is a group of
Alcoholics Anonymous to which to refer the adolescent.
Physicians in such service-deprived areas may need to
look longer and harder to find appropriate services, but
the result will be well worth the effort. If a physician is
convinced that alcohci and other drug addiction in
adolescents is a treatable primary disease, then finding
and reconmiending appropriate treatment resources be-
comes not a matter of choice, but one of necessity. The
following offers some suggestions for the physician who
is engaged in a search to find resources for an adolescent
patient.

Telephone Directories

Historically, starting at the national level with the
Nationai Institute on Alcohol Abuse and Alcoholism
and with the National Institute on Drug Abuse, funding
efforts, and therefore treatment efforts, for alcoholism
and drug abus: have been separated. This divided
approach has filtered down into many states and
localities that receive funds from the Federal Govern-
ment. In actual .practice, however, most treatment
providers today see individuals who are typically depen-
dent both on alcohol and other drugs; therefore, the
terms “‘chemical dependency” and “‘chemical depend-
ence” have evolved. Nevertheless, the vast majority of
the general public still views alcohel and drug addiczion
as being different. Therefore, in response to the public’s
perception, most telephone directories are organized
with two separate headings, one for alcoholism and
another one for drug abuse. Most persons using the
yellow pages to locate services for the chemically
dependent adolescent would be apt to look under these
headings rather than under a chemical dependence
heading.
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Newspapers

Many newspapers, especially large city newspapers,
may run advertisements for alcohol and other drug
treatment services in the surrounding areas. While the
same many not be *rie of small town newspapers, they
often will publish the weekly meetings of self-help
groups in the area. In one sense, this is an advantage to
the small town or rural physician. Physicians in large
metropolitan areas do not have the advantage of weekly
listings of self-help group meetings since there are so
many meetings that it would be impossible to publish
them on a daily basis.

Information Services

Large metropolitan areas generally have agencies
whose mission is to collect information on a wide variety
of service providers throughout the community. These
agencies, often called Community Information Services,
also collect data on alcohol and drug treatment services.
They usually can give a caller basic information about
the treatment resource such as hours of operation,
population served, and how to gain access to such
services. Another type of information service that is
available to residents of large metropolitan areas is called
the Alcoholics Anonymous (AA) Central Office. One
function of the AA Central Office is toreceive calls from
individuals who *hemselves are asking for hulp. While
these callers generally tend to be adults in crisis, this
service is available to adolescents who want help. The
AA Central Office also functions to receive telephone
calls from professionals who desire information about
alcoholism treatment. However, Alcoholics Anonymous
does not take a position in support of or against
professional treatment services.! Alcoholics Anonymous,
therefore, is not a source of information about treatment
facilities or other services for adolescents. The physician
will, however, be able to inquire about those meetings
which tend to attract an adolescent population group.
Most AA Central Offices publish a directory of all the
meetings in their area. These meeting directories are
available to any one who is willing to call or write and
request them. It is highly recommended that physicians
secure a supply of the Alcoholics Anonymous Meeting
lists to give to adolescent chemically dependent patients.

Local Alcohol/Drug Planning Agencies

In large metropolitan areas, often there will exist local
agenciv. designed to plan a continuvm of services for
alcoholism and drug abuse treatment. In smaller com-
munities, mental health centers usually will serve this
function. Again, these agencies may be organized separ-

10

ately for alcohol and for drugs, or they may combine the
programs. One of the missions of these agencies is to have
the latest information on any treatment resource which is
available in the community. These agencies also may be
identified through public service announcements on
television or radio. Another service often provided by
local alcohol/drug agencies is a 24-hour hot-line.
Through this service, an individual is usually on duty
who is able to do crisis assessment and make an
appropriate referral for an adolescent in trouble.

Single State Authorities

Each state that receives funds from the Federal
Government for alcchol or drug abuse treatment has
either a separate or combined division, bureau, or
department, which coordinates service provision at the
state level. This division, bureau, or department is
usually housed in the Health, Mental Health, or Public
Welfare Department of the state. One of the responsi-
bilities of single state authorities is to be aware Jf services
that are available at the state level. Many single state
authorities publish state-wide directories of alcoholism
and drug abuse treatment services; these are available
upon request.

‘The National Council on Alcoholism

The Nacional Council on Alcoholism (NCA) is one of
the pioneer organizations created to increase professional
and public awareness of the disease of alcoholism in the
United States. The NCA has local affiliates in major
cities throughout the country; these local affiliates are
responsible for providing information about treatment
resources. In addition, the NCA publishes a monthly
magozine called Alcobolism, which is available by
subscription. The NCA also publishes a Guide to
Treatment Facilities which includes those facilities
which have paid to be included in the directory. The
phone number for a loca! affiliate of the NCA is
available in your telephone directory.

The National Institute on Alcohol Abuse and
Alcoholism and the National Institute on Drug Abuse
Both the National Institute on Alcohol Abuse and
Alcoholism (NIAAA) and the National Institute on
Drug Abuse (NIDA) aze located in Rockville, Maryland;
they are funded by public money to spearhead national
efforts at combating the diseases of alcoholism and drug
abuse. Both agencies fund research, education, and
demonstration projects designed to improve the capa-
bility of treating these primary diseases. The NIAAA
also funds an information and referral service to further
professional and laymen’s understanding of alcoholism.
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Both agencies also make available, upon request,
directories of alcoholism and drug abuse secvices in all 50
states. This is a valuable resource, particularly for those
physicians with scarce resources in their general vicinity
where the likelihood of a referral to an out-of-state
resource is high.

Types of Available Services

Several community resources are
available to assess the ¢’ ~mically
dependent adolescent.

The following describes the continuum of services that
is available to the chemically dependent adolescent, the
family, and to the physician in search of appropriate
resources.

Assessment/Evaluation

There may be times when a physician has discovered
data which lead him to suspect that an alcohol or other
Jrug problem exists with an adolescent. However, he
may be uncertain whether the data constitute sufficient
cause for the diagnosis of chemical dependence and some
form of treatment. Therefore, assessment services are
often provided within the context of local inpatient
treatment facilities. Additionally, outpaticnt assessment
is also available, often through agencies which specialize
in intervention. Not to be overlooked, many private
practitioners, not necessarily physicians, have become
skilled in the assessment and treatment of chemical
dependence in adolescents. The physician should not
hesitate to make a referral for a third party evaluation
when, eithet due to personal preference ot pressure from
the adolescent or the family, it seems wise to do so.

Self-Help Groups

There are a varicety of self-help groups available to
assist the adolescent and the family. For the chemically
dependent adolescent, Alcoholics Anonymous and Nar-
cotics Anonymous are available. These groups often have
meetings which tend to attract a younger population.
The meetings are open to any individual who has a desire
to stop drinking or using an addictive substance.
Alcoholics Anonymous and Narcotics Anonymous are,
therefore, not the referral of choice for the adolescent
who has difficulty accepting that alcohol or drug
problems exist. These groups almost universally are used
as a referral to support the adolescent’s recovery after a
period of inpatient or outpatient treatment. All self-help
groups related to alcohol and drug addiction use the

Twelve Steps as the hlueprint for recovery. The Twelve
Steps!+? are:

1. We admitted we were powerless over alcohol (or our
addiction)—that our lives had become unmanage-

able.

2. We came to believe that a Power greater than
ourselves could restore us to sanity.

3. We made a decision to turn our will and our lives
over to the care of God as we understood Him.

4. We made a searching and fearless moral inventory of
ourselves.

5. We admitted to God, to ourselves, and to another
human being the exact nature of our wrongs.

6. We wereentirely ready to have God remove all these
defects of character.

7. We humbly asked Him to remove our shortcomings.

8. We made a list of all persons we had harmed and
became willing to make amends to all of them.

9. We made direct amends to such people wherever
possible, except when to do so would injure them ot
others.

10. We continued to take personal inventory and when
we were wrong, promptly admitted it.

11. We sought through prayer and meditation, to
improve our conscious contact with God as we
understood Him, praying only for knowledge of His
will for us and the power to carry that out.

12. Having had a spiritual awakening as the .esult of
these Steps, we tried to carry this message to others
and to ptactice these principles in all our affairs.

The principles contained in the Twelve Steps are a
distillation from the major religions and spiritual
thinkers through the ages.3 The goal of working a
Twelve-Step program is internal change by taking an
honest and realistic look at the problem, trusting that a
Higher Power will assist in recovery, and finally, will
help others in the same way.

Self-help groups are similatly available for family and
friends of adolescent chemically dependent patients.
These groups include Al-Anon, Nar-Anon, and Familie.
Anonymous. The groups are open to anyone who has a
relative or friend whose life has been a‘fected by alcohol
or drugs. While the methods and principles of recovery
are comparable in each of the groups, many families of
adolescent chemically dependent individuals find
Families Anonymous the most kelpfu! since it focuses

11
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specifically on the discussion of problems dealing with
this age group.

A primary objective of self-help groups is to assist
family members in dealing with their own problems;
that is, the need to overly control, to cover up for, or to
reject the chemically dependent adolescent. There is no
ckai ge for participation in self-help groups; membership
is op.en-ended and the groups are not affiliated with any
religious denominarion.

Mote recently, self-heip groups such as Tough-Love
have emerged. These gre.\ps are not Twelve-Step based;
they are designed specifically to assist parents who are
having difficulty with problematic behavior of their
adolescents. In many cases, the behavior is related to
chemical dependency, and these groups are able to
support the parents in making very difficult decisions,
such as to foster the adolescent’s secking treatment.

Outpatient Treatment

Quipatient therapy tends to be less
successful for chemically dependent
adolescents due to denial mecharisms
s7id the negative influence of the peer
group.

Generally speaking, outpati~at treicment is not
viewec as the treatment of choice for adolescents who are
chemically dependent. Usually for outpatient treatment
to be successful, the .adividuai being treated must accept
the problem of chemical dependency, be motivated to do
something about it, and have significant family support
for recovery during the course of treatment.

For adolescents, acceptance of an alcohiol or other drug
problem is, at times, even more difficult than for adults
because they have not yet expsrienced the harmful
consequences which make adult chemical dependency so
obvious. Many adnlescents, therefore, are particularly
resistant to treatmans, Their primary group of reference
is the pee: group rather than the immediate family. For
alcohol- and drug-dependent adolescents, this peer
group is posi oficn 2 Arinking or using peer group, and

one w " 5ot apl o he supportive of an individual’s
recov- lescents who are attempting to nsaintain
sob: atient treatment, when exposed daily to
the ser & aup influences, nften have a great
dea. y maintaining ssbuiety for any extended

period of w..-¢. However, many outpatient programs
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ofter a varicty of support services which are useful for the
chemically dependent adolescent and the family. These
services include insight groups for adolescents who are
vt yet ready to enter inpatient treatment in which they
can explore with other adolescents in a safe setting their
use of mood-altering chemicals. Oftcri family members
are asked to attend parallel groups in which they increase
their understanding of the disease of chemicul depen-
dency and, if necessary, prepare themsclves for an
intervention into their chemically dependent adoles-
cent’s chemical use (View/Discuss Video II) Many
outpatient services also provide aftercar: for adolescents
and their families following a period of inpatient
treatment. The specifics of aftercare will be discussed in
the section on Inpatient Treatment. These outpatient
services are conducted in private practices, agencies, or
community mental health centers.

Nonresidential Primary Treatment

For a growing ~umber of adolescents, a diagnosis of
chemical depen: acy can be made, but the medical
necessity for inpatient treatment is difficult to docu-
ment. Medical necessity for inparieni treatment is
usually justified if there is evidence of physical depend-
ence, significant family disruption, or other factois
whicl, would make maintaining sobriety in 2 nonresiden-
tial setting difficult. For these adolescents and their
families, an alternative model of primary treatment is
gaining prominence. Called nonresidential primary
treatment, all of the services offered in inpatient treat-
ment, including schocl, can be provided e¥zept that the
adolescents go home in the evening to their families. This
is a less costly alternative to inpatient treatment. Failure
to maintain sobricty ir an outpaticnt or nonresidential
primary model may also justify the medical necessity for
inpatient treatment.

Inpatient Treatment

W [1.oatient treatment is usually the
' treatment of choice, when available, for
3 alcohol and other drug-dependent

d adolescents.

There are typically four phases of inpatient treatment.
These include Detoxification, Assessment, Rehabilita-
tion, and Aftercare.
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1. Detoxification

i The majority of alcohol or other drug-
W dependent adolescents will no¢ require a
M period of detoxification upon entering
&inpatient treatment.

Adolescents generally will not have used a specific
drug long enough for physical dependence to have
developed. However, in those cases where minor with-
drawal symptoms such as anorexia, irritability, or
tremulousness are present, the physician needs to be
prepared to respond with appropriate detcxificaiion
protocols. Table 5-1 summarizes suggested detoxifica-
tion protocols which can be used when withdrawal
symptoms occur. It is very unusual for adolescents to
have withdrawal symptoms from alcohol, including
delirium tremens. However, you are encouraged to
devclop an understanding of the management of this
serious disorder in which autonomic overactiviry, con-
fusion, and hallucinations are prominent. Most often,
human contact and reassurance are suificient for minor
withdrawal. 43

Table 5-1. Suggested Detoxification Protocels

Alcobol

1. Nondrug modalities, including reassurance, lighting,
soft music, and respect, should be the first step. A
benzodiazepine such as Librium (chlordiazepoxide)
25 - 50 mg (po) q2h prn x 48 hours might be used if
any withdrawal indicators such as irritability,
tachycardia, or restlessness are present. Valium
(diazepam) or Serax (oxazepam) may be used just as
well in appropriate doses. There is a trend toward
favoring the shorter-acting agents in this family of
drugs with less hepatic metabolism, such as
oxazepam. For example, a patient with signs of
withdrawal may tequire up to 90 mg/day of
oxazepam in divided doses.

2. Benzodiazepines should not be given intramuscularly
because of poor absorption. The goal is to sedate the
patient, not to induce coma. Thiamine, 100 mg daily
for 3 days, and multivitamins should be given. Close
observation is essential for good patient care. Then
continue benzodiazepine therapy.

3. Phenothiazines shculd be avoided at any stage of
alcohol detoxification because they lower the seizure

Table 5-1. (cont) Suggested Detoxification Protocols

threshold and have other problems. Some physicians
presently also have reservations about the use of
barbiturates in alcohol withdrawal for safety
reasons.

Barbiturates

1. Phenobarbital (up to 60 mg) q4h if any withdrawal
indicators present, not to exceed 360 mg in 24-hour
period.

2. Day 2 - repeat phenoba.bital dosage of Day 1.

3. Day 3 - if resident stable, decrease daily dosage by
25%.

4. Subsequent days, decrease tota! daily dosage by 25%
each day, if stable.

5. If not stable, maintain on same dose for few more
days then begin decreasing dosage by 25%. DO NOT
INCREASE DOSAGE.

6. If magnitude of addiction has been overstated in
history, toxic symptoms (slurred speech, nystagmus,
ataxia) may occur during the first day or two of
treatment.

Nonbarbiturate - Sedative/Hypnotics
1. Phenobarbital is the drug of choice for detoxifica-
tion, if withdrawal indicators are present.

2. The following table is an equivalency list of specific
hypnotic/sedatives to phenobarbital:

PHENOBARBITAL
EQUIVALENT

DRUG mg mg

Chloral Hydrate 500 30

Ethchlorvynol (Placidyl) 350 30

Glutethimide (Doriden) 250 30
Meprobamate (Equinil,

Miltown) 400-600 30

Methaqualone (Quaalude, 250-300
Sopor, etc.)

Methyprylon (Noludar) 300 30

3. Based on the specific drug used, the suggested
Barbiturate Detoxification Protocol should be used.

Benzodiazepines - Sedative/ Hypnotic/ Tranquilizers

1. Serax 30 mg q4-6h, if any withdrawal indicators are
present, until stable, except if the drug used is Ativan
or Librium.

2. Decrease Serax dosage daily by no more than 10% of
total daily dose.
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Table 5-1. (cont} Suggested Detoxification Proto ols

3. If Acivan or Librium is the drug used, use the same
agent as detoxifying drug in daily decreasing dosages.

Narcotics - Opiates and Synthetics

Large-dose Users

1. For persons on large doses of opiates, with
withdrawal indicators present, Clonidine is the
drug of choice for detoxification.

a. 0.2 mg test dose given—monitor vital signs
q15 minutes for 1 hour and q1h until next
dose.

b. 0.3 mg given 6 hours later—monitor vital
signs q4h until stable.

2. Next six days, the dosage schedule is:
a. 0.3 mg at 8:00 a.m.
b. 0.2 mg at 2:00 p.m.
c. 0.3 mg at NS

3. Next three days, give one-half (%2) of total daily
dose and dis-ontinue.

Stimulant

If withdrawal indicators are present, major tran-
quilizers are relatively specific antidotes for ampheta-
mine intoxication.

Hallucinogens
If withdrawal indicators are present, major tran-
quilizers may be used.

. Assessment

[ The purpose of the assessment unit is to
M determine whether or not a chemical

8 dependence diagrosis is appropriate and

| {0 evaluate the need for inpatient
% treatment.

The assessment unit serves to determine the appro-
priateness of diagnosing chemical devendence and to
evaluate the need for inpatient treatment. If it is
determined that chemical dependence is present, the next
task of the assessment phase is to convince the adolescent
of the diagnosis. This task is frequently much more
difficult in the adolescent than in the adult because the
adolescent is unable to see how his or her life has been
adversely affected by the use of mood-altering chemicals.
The typical length of stay in the assessment phase is five
to ten days, depending upon the adolescent’s progress.
Many inpatient treatment fagilities for adolescents

contain locked assessment units for those cases when the
adolescent is angry, afraid, and corfused, and not
accepting a diagnosis of chemical dependence.

If it is determined as a result of the assessment that the
adolescent is not alcohol- or other drug-dependent, the
adolescent is then released at this point from treatment.
Often, a preliminary assessment is made on an out-
patient basis prior to inpatient assessment. Regardless,
the involvement of the family and other significant
persons is important in the assessment process whether it
is done on an inpatient or an outpatient basis.

7

3. Rebhabilitation

§ The rehabilitation phase consists of edu-
i cational aspects and group therapy, in-
d cluding confrontational experiences. In-
8 volvement of the family is crucial.

The rehabilitation phase of treatment usually consists
of an educational component via lectures and films and
group therapy in which the 2dolescents confront one
another and are confronted by staff about the blocks to
recovery which are identified. In adolescent treatment
programs, this confrontation is usually much more
aggressive than in adult programs. Also, each adolescent
is given a small task to perform in support of community
living and as a gauge against which to measure the
adolescent’s emerging sense of responsibility, There are
expectations to which each adolescent is required to
adhere in order to support community living. In-
dividualized treatment plans are designed for each
adolescent. These treatment plans identify the issues in
each adolescent whict: must be overcome in order to
begin a life of recovery.

Issues which must be addressed in adolescent treat-
ment often involve other members of the family. For this
reason, it is critical in adolescent chemical dependency
treatment that family members become involved in
inpatient treatment. Part of this involvement is in the
form ~f formal education and family group therapy. It is
not unusua! as the result of this education and therapy
that a parent or other family member is also identified as
being alcohol- or other drug-dependent. It is critical that,
when this iden«ification is made, the family members are
referred for assessment and treatment for their chemical-
dependency problem. If chemical dependency in other
family members remains untreated, the probability of
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the adolescent returning home and maintaining sobriety
is very poor.

The goal of the rehabilitation phase is to have the
adolescent completely accept the diagnosis of chemical
dependency, not only intellectually, but also emotion-
ally; to identify and break any baxriers to recovery; and to
gain the adolescent’s and family’s commitment to an
ongoing program of recovery. This program of recovery
wili most often include attendance at self-help group
meetings and aftercare following discharge from in-
patient treatment.

4. Aftercare
B8 Participation in an aftercare program is

i essential for the recovery process of a
88 chemicall; dependent adolescent.

Generally, both the adolescent and the family are
involved in an extensive aftercare program. Aftercare
groups meet during and/or after school. The purpose of
the aftercare sessions is to give the adolescent and the
family an opportunity to receive support for the very
difficult task of re-orientation to the family, to school,
and to peers. Aftercare programming usually lastc, with
varying degrees of intensity, for up to a year and possibly
two years after discharge from inpatient treatment.
While inpatient treatment is a relatively secure, drug-
free, safe environment, the return to the outside world is
traught with dangers to the adolescent’s <ontinuing
sobriety. Many studies® 13 show that the key to ongoing
recovery in chemically dependent persons is the extent to
which they are willing to become actively involved in
ongoing aftercare support, as well as self-help group
programming.

Extended Care

@l More intensive than aftercare programs,
& which may be considered as a form of
§ extended care, the formally titled

8 extended care program inciitdes

i prolonged inpatient care, querterway

ki house care, and halfway house care.

Extended care for chemically dependent adolescents
can take any of several forms, each of which refers to a

continuation of treatment which is more intensive than
aftercare. First, extended care cap refer to an extension of
inpatient treatment. That is, extending the chemically
dependent adolescent’s stay beyond the usual course of
treatment, which is typically anywhere from 28 to 42
days. This option is usually exercised when there have
been more than the usual blocks to acceptance of a
diagnosis of chemical dependency, or more than usual
resistance on the part of family members to become
actively involved in supportive treatment for the adoles-
cent as well as engaging in a recovery program of their
own. Other factors indicating the need for an extension
of inpatient treatment include concurrent medical prob-
lems, usually relatively infrequent in adolescents, as well
s co-existing psychiatric or emotional problems which
complicate treatment. If the extensions are requested in
the same hospital, they are usually limited to seven to ten
days and often require prior approval of the insurance
provider. If the adolescents are referred for extended
primary treatment in another facility, the admission is
considered independently and greater flexibility is avail-
able with some insurance carriers.

A second option for extended care for chemically
dependent adolescents is known as the quarterway house.
A quarterway house program is usually hizhly structured
and intensive, similar to inpatient treatment. However,
it does not have a medical component and is usually not
covered by third-party insurance. The length of stay ata
quarterway house may vary from three months to a year,
but typically is of six months duration. Chemically
dependent adolescents are considered candidates for
quarterway house placement when their natural family
would be so fractured that a return there would be likely
to result in a return to chemical use. It is also indicated
when peer group pressure is so strong and the adolescent’s
commitment to sobriety so weak that relapse would be a
likely result. Quarterway house beds are usually very
limited because of the lengths of stay. Therefore,
assessment of and referral for the need for this type of
placement must be made as ez ‘ly in inpatient treatment
as possible.

A third form of extended care is known as the halfway
house. This type of program is usually less intense than a
quarterway housc, provides a longer length of stay, and is
intended to be a transitional living arrangement between
a supportive treatment environment and a chemically
dependent adolescent’s home, school, and. peer group
environments.

A final form of extended care is probably better
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defined as an alternative home en..ronment for chemi-
cally dependent adolescents, that is, the foster care
family. Many times after inpatient treatment or quar-
terway house treatment where adequate halfway house
beds do not exist or where the adolescent remains, for
whatever reason, unable to return home to his natural
parents, placemeut with a foster family is recommended.
More and more frequently, recovering alcoholic adults
with many years of sobriety are becoming willing to open
their homes to a new!ly recovering adolescent ir. order to
provide foster care support. The names of families who
are willing to be foster parents are often known to the
staffs of treatment facilities.

Limitations of the Real World

The preceding discussion has presented an overview of
the continuum of care that is possible for alcohol or other
drug-dependent adolescents. In actuality, it is very rare
that the complete continuum of care exists even :n major
metropolitan areas or regions of the country. In addition,
there are other limiting factors which must be taken into
account when cxploring treatment options.

Limitations in Services Available

4 Services designed specifically for

B chemically dependent adolescents are

@ available in all areas of the country. The
i role of the physician is to be famitiar

B with community resources in addition to
BR assuring that recovery efforts are being
@ maintained.

A physician is often placed in a very frustrating
situation of knowing the type of service which would
best meet the needs of the chemically dependent adoles-
cent, and yet not having that service available. Lack of
appropriate services alone results in adolescents being
inadequately treated or inappropriately treated; for
example, being treated as an adolescent psychiatric
patient rather than for the primary disease of chemical
dependency. A physician :ust seck to broaden his scope
and attempt to locate resources that may not exist in the
immediate community. There are some parts of the
country that are rich in services for the adolescent
chemically dependent patient. Usually, local trzatment
providers are more than willing to assist a physician in
locating services which may not be available in the
immediate community.

In those cases where it is not possible to refer an
adolescent for services outside the community, the
physician may need to do the best he can with what is
availabie. For example, when Alcoholics Anonymous
meetings are the only resource available, the physician
should attempt to be an advocate on the adolescent’s
behalf in linking him or her up with those groups and
those AA members who may be particularly sensitive to
the needs of adolescents. The physician is well advised to
see the adolescent on a regular basis in order to assess
progress and encourage a smooth transition into self-help
group recovery. If the adolescent has difficulty in-
tegrating into self-help group programming or has
difficulty continuing to abstain from mood-altering
chemicals, the physician must look at other alternatives.

When hospitalization is determined to be necessary
and it cannot be done in a program specifically designed
for inpatient treatment of the chemically dependent
adolescent, the physician must do everything possible to
ensure that the primary problem of chemical dependence
is recognized and treated. Specific suggestions include
consultation with the admitting physician, if it is one
other than self; making available to the adolescent as a
part of the treatment plan literature specific to adoles-
cent chemical dependence; encouraging visitation from
members of Alcoholics Anonymous, particularly other
adolescents with whom the person may easily identify;
and continuing education of the family members regard-
ing adolescent chemical dependence, as well as their own
recovery.

The best option is for physicians to become personally
knowledgeable of the treatment of chemical dependence
in adolescents. When one person, even in a small
community, develops a special interest in this area, the
amount of interest and support which is generated is
pleasantly surprising.

Limitations in Family Suppor: for Treatment

W The physician must try to obtain

® cooperatign from family members for

# the treatment process. This can be

M difficult since some family members may
B drink themselves or be embarrassed that
8 their loved one ha.: an abuse problem.

It is not infrequent for the physician to face the
situation where the adolescent may be accepting of the
need for help, but the family members may be unable or
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unwilling to support the adolescent in a recovery
program.'* The causes for such unwillingness and
inability are understandable and are often based in
common stereotypes about chemical dependence, fear,
pride, or embarrassment at having chemical dependence
identified in one’s own family (View/Discuss Video IX).
An additional factor which is a major cause of family
resistance is the unidentified chemical dependence of
another family member. This is usually a parent who
subconsciously realizes that treatment of the adolescent’s
chemical dependence would demand that his .t her use of
chemicals also will need to be challenged and deale with.
In order to deal with resistances in family members,
several strategies are helpful.

First, the physician should be very up-front with all
members of the family that the use patterns of all family
members are significant to the recovery of the adolescent.
A routine alcohol and drug history should be taken on
each family member and discussed with the family.
“Where a problem is identified in more than one family
member, each family member affected by the disease
needs to be referred to appropriate treatment.

Second, listen to the pain in the family. It is important
that all family members be allowed to talk about their
feelings toward the chemically dependent. Many family
members spend countless hours with chemically depen-
dent adolescents, doing their best to help them stop. In
spite.of their best efforts, they have met with failure.
They may feel frustrated, bitter, and defeated. They may
feel that their adolescent is bad and will never amount to
anything. They may also feel that the adolescent is using
drugs or drinking specifically to hurt the family to get
back at them for something they might have done. Many
family members fear what others will think of their
family if chemical dependence is identified in one of its
members. Will they lose friends? Will the neighbors
gossip? How will their lives be changed? The physician
must patiently listen to the feelings that are expressed by
family members, allowing the healing process in the
family to begin. Often this healing requires education of
the family about chemical dependence, the disease
concept, and how all family members are affected. It
involves encouraging each member of the family to
embark upon a personal program of recovery and the
willingness to continue meeting with the family whose
resistances do not disappear quickly.

Third, the physician may need to be an advocate for
the needs of the chemically dependent adolescent. If in
spite of all his best efforts the physician continues to

meet with significant family resistance, he may need to
proceed with advocating for treatment in spite of the
resistance. This involves the risk of alienating the family,
but the danger of untreated chemical dependency in an
adolescent must be weighed against this risk.

Limitations in Financial Resources

8 The physician should be an advocate for
2 the family if financial limitations affect

g proper treatment.

The physician will face the situation where the
chemically dependent adolescent is willing to accept
help, the family is supportive, but sufficient financial
resources are not available for treatment. Most insurance
carriers cover inpatient chemical dependence treatment.
More recently, outpatient treatment has been recognized
by the insurance industry as a less costly form of
treatment and is being covered. However, many families
do not have the benefit of such comprehensive insurance
coverage and therefore are faced with the reality of not
being able t~ afford treatment. Often the physician will
be faced with t!.e decision of whether to put the time into
working with the chemically dependent adolescent and
the family that the sit.ation demands without receiving
full financial compensation for all the time that will be
necessary to invest. The decision of how much free or
partially reimbursed care to give is one which can be
made only by an individua! physician.

In the physician’s role of advocate for the chemically
dependent adolescent, he must be creative in seeking
financial resources for the adolescent. In some areas,
there are welfare-funded programs for adolescents. In
others, rehabilitation and disability resources may be
used for the benefit of the chemically dependent
adolescent. At times, inpatient treatment centers are
willing to give indigent care on a limited basis. In this
respect, it would behoove the physician to establish
persuial relationships with chemical dependence treat-
ment personnel and to become an advocate for their
effores. In spite of these efforts, it is clear that adolescents
whose families do not have health insurance do not have
access to the same quality of services as those whose
families are fortunate enough to be insured.

Patient-Specific Needs Assessment
The next job for the physician is to gather sufficient
Jata from both the adolescent and the family in order to
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make the best possible referral of the adolescent and
family to treatment resources. Appendices A and B give
an interviewing format which will assist the physician
with this data collection.

Choosing the Right Treatment Resource

& The physicians in the community should
B familiarize themselves with the available
Bl treatinent centers to leazn tize methods,

g strengths, and weaknesses of each.

Let us assume for a moment that your community is
blessed with a variety of treatment resources and that
there are several inpatient programs for adolescents from
which to choose. How does the physician know which of
these might be best for an adolescent who is chemically
dependent? While this is not an easy question to answer,
there are guidelines to give the physician some assistance
in making this decision.

First, check the facility’s track record. Find out what
type of reputation it has in the community, who else
tends to use it, and how other adolescents have done who
have gone through the prugram. Another useful indi-
cator is what the census has been over the past twelve
months. While census data can be a function of public
relations, it can also be an indicator of the confidence
that other referring sources in the community place in the
particular facility’s ability to do a good job.

Second investigate the facility yourself. Call and ask
for an appointment; ask them for one of their brochures.
When you visit the facility, try to put yourself in the
place 6f the adolescent whom you will be referring there.
Try to obtain thekinds of information that you will need
to communicate to the adolescent and the family. Find
out information such as the hours of admission, the
admitting procedure, the length of the program, and so
forth. Find out whether there is an initial phase of
treatm:nt in a locked unit or whether the initial
treatment is in an open unit. This is crucial to know,
particularly when adolescents are not willing to enter
treatment of their own volition. Find out to what extent
the family is asked to be involved in treatment. If family
members are not directly involved in therapy with the
adolescent to some degrez, then you may want to
investigate other alternatives.
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Find out what their aftercare program consists of. Are
both the adolescents and family members involved in
aftercare? For how long? Is aftercare built into the per
diem rate, or are there additional charges for aftercare?
Tty to meet as many staff members as possible and get a
sense for the degree to which they are able to be loving
and supportive and yet, at the same time, firm with an
adolescent. Find out'what their groups are like and what
their educational program consists of . Ask for a copy of
their daily schedule; ask what their philosoph+ s toward
the use of the Twelve Steps of Al~rhalic, Anonymous
and the degree to which the steps become a part of the
treatment experience. If there is something that you do
not like, do not hesitate to ask ubout it. Remember, you
are placing patients and their families in the care of this
treatment program. You have a right to know.

Another option for the physician is to try a facility and
see how it works. Many times this may be the only
option available to a physician, particularly if the facility
is new. Some things to look for are how open the facility
is to sharing information with the referring physician.
Some treatment facilities operate like a black box. That
is, you put the adolescent in treatment, and you never
hear from the treatment facility until the person is
discharged. You have no idea of the progress that was
made in treatment, of the barriers to recovery that the
adolescent experienced, or of the work that may need to
be done by you when the adolescent is discharged.

Most treatment facilities are very willing to work
with the referring physician and to keep the physician
informed via weekly telephone calls or summaries of the
adolescent’s progress. Some are willing to let the
physician be involved in discharge and after care plan-
ning. At the minimum, a physician should request to
receive a copy of the discharge summary which outlines
the course ¢{ treatment. One final word about treatment
centers—they often go through natural cycles of
strengths and weaknesses. Their strengths at any given
time may depend upon such factors as the number of new
patients in the treatment facility, the number of strong
peer leaders who have been recently discharged, the
number of new or inexperienced staff members, and the
financial stability of the program or the overall parent
institution in which it is housed. Also, remember that no
treatment facility can ever be 100 percent successful. A
healthy program is one that is able to openly discuss its
strengths and limitations with the referring physician
and help the physician decide whether or not it may be
the best possible resource for a given adolescent.
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Physician Issues

In addition to the practical details surrounding
referral and treatment of the chemically dependent
adolescent, there are some very real individual and
personal issues that each physician must consider that
will impact on his ability to address the needs of a
chemically dependent adolescent,1517

Do I really believe that chemical dependence is a
disease and that it is treatable?

W Some physicians do not believe that
chemical dependency is a disease.
However, most professionals in the field
 believe that treatment based upon the

W disease model works better than that of
& other models.

Many physicians have difficulty understanding that
adolescents can be chemically dependent. They feel that,
because of their age, much of what is seen symp-
tomatically is a part of adolescent acting-out behavior
and that adolescents will grow out of it as they mature.
Other physicians view chemical dependence as a moral
problem rather than as an illness. This view would see
chemically dependent adolescents as bad kids and that all
they need to do is straighten up. If they had sufficient
willpower or direction, they would be able to conquer
the problem without help from outside sources. Still,
others view chemical dependence as a symptom of other
underlying conditions and not as a primary disease.
These physicians would tend to treat chemical de-
pendence psychiatrically, thereby enabling the adolescent
to avoid facing the reality that the chemical use must
stop as a prerequisite for improvement in other life areas.
Finally, many physicians doubt whether chemical de-
pendency is treatable. Their doubts are based upon their
experiences, very often with late-stage chronic alcoholics
or drug abusers whose prognoses are poor and whose
family and community supports are practically non-
existent.

If we truly accept that chemical dependence is a
primary disease, then we must also treat it as we do other
primary diseases. This means that, generally speaking,
the earlier we intervene in the progression of the disease,
the more quickly it will be arrested, and more suffering
will be avoided by both the adolescent and the family.
The policies of many government funding agencies and
insurance carriers do not indicate that there is deep

conviction on their part about chemical dependence
being a primary disease. Whether you as an individual
physician believe or do not believe that chemical
dependence is a disease, the consensus of professional
opinion at this point indicates that treating it as if it were
works more effectively than treating it as if it were not.

To what extent do I want to get involved in the
treatment of adolescent chemical dependence?

B Each physician must determine his or
8 her own commitment to involvement in
i the treatment of chemical dependency.
& All primary care physicians should be
il comfortable with the process of

t detecting and diagnosing chemical
8 dependency.

The answer to this question is a very individual one
and can only be made by each physician after considera-
tion has been given to his personal commitment to this
field. There are several different levels of involvement
possible. The most basic commitment that each phy-
sician must have to this disease is its detection and
diagnosis. All adolescents and their families deserve to
have physicians who are knowledgeable about the signs
and symptoms of adolescent chemical dependence. Once
a physician has determined that chemical dependence
may be a problem, he has the choice of referring that
adolescent to a colleague who specializes in chemical
dependence or to an agency or program that can further
assess the adolescent and determine the type of treatment
that would be most appropriate.

Some physicians prefer to be able to do a2 more in-
depth evaluation themselves and to become personally
knowledgeable of treatment resources within their
community. These physicians will want to take the time
w investigate facilities according to the guidelines
specified in the preceding sections.

Some physicians may choose to become personally
knowledgeable of the dynamics of chemical dependence
treatment at the individual and family levels, perhaps
even to the point of working with a chemical dependence
treatment unit. Physicians who desire this level of
involvement will need to beinvolved in an intecnship or a
training program specifically designed to educate them
about chemical dependence treatment. They will want to
become knowledgeable of literature in the area of
chemical dependence, to have experienccd Alcoholics
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Anonymous and Al-Anon or Families Anonymous meet-
ings, and to spend time learning from their adolescent
chemically dependent patients and their families. There
is nothing more rewarding than having chemically
dependent adolescents and families come back and
express gratitude for having been identified and inter-
vened early on in the course of the disease.

Each physician will need to identify his own comfort
level with each of these types of involvement, his
willingness to invest the time needed to become knowl-
edgeable of each facet of chemical dependence treatment
in adolescents, as well as his willingness to investigate his
or her own use of mood-altering chemicals.

How do I support the adolescent, the family, and the
treatment team in their recovery efforts?

The young patient needs the continued
encouragement of the physician during
the time-consuming recovery process.

Change is not easy for anyone. It is even more difficult
for an adolescent who may have difficulty seeing that a
chemical dependence problem exists and for a family
who questions the need for ongoing involvement in a
recovery program. Adolescents may complain to their
referring physician that their counselor is being too tough
in his demands and question the necessity of so many
meetings. It is important that the physician support the
treatment team in the efforts at guiding the adolescent
and the family toward recovery. In early recovery,
particularly, it is important that adolescents involve
themselves in an intensive program of support, even after
release from inpatient treatmens. The intensity of this
involvement will nced tc be balanced against the
demands of school, family, aftercare, and recreation. It is
rare that a newly recovering adolescent can work an
effective program of recovery with less than three or four
AA meetings a week. (View/Discuss Video VIII) The
physician car listen sympathetically to the adolescent’s
complaints about not having adequate time for social
life, but remind the adolescent that, at vhis point,
sobriety must be the most important priority and that
once a strong recovery program is in place, most other
aspects of norm.al 'dolescent life will fall into place.

How do I handle an adolescent / family who does not
follow treatment recommendations?

¥ When the adolescent does not follow the
™ (reatment recommendations, the

W physician must make individual

M decisions about the future of the coctor-
g patient relationship.

The answer to this question is a difficult one and must
begiven on a case-by-case basis. However, there are some
general principles that can guide a physician in making
these decisions. First, it is important that you maintain a
positive relationship with the adolescent and the family.
If you are the only physician with whom this person hasa
positive therapeutic relationship, then it may be in the
adolescent’s best interest © - you to take a more
supportive role. This does no. mean that you will not
confront the adolescent, but you may be able to do it
more gently over a longer period of time. You would also
want to avoid giving messages such as, “If you don’t
follow my recommendations, I won'’t see you again.”
While such messages are sometimes helpful and neces-
sary, in the case of a physician who is playing a
supportive role, they are inviting the adolescent to put
you in a no-win situation. If more supports are available,
being more directive is advisable.

Another factor which must be considered is the
severity of the progression of the adolescent’s disease. If
the adolescent has deteriorated to the point where heisa
potential danger to himself or others and where the
family is in rtotal disarray, it is incumbent upon the
physician to take a very firm stand and insist that
chemical dependence treatment be undertaken. This
must be done by the physician even when the risk is high
that the adolescent may choose not to see the physician
again. The physician will be planting a  °d that may
bear fruit later in the adolescent’s life. The adoleccent
will also know that someone cared enough to be totally
honest in spite of personal risk of rejection. Many
adolescents are grateful for this type of intervention even
though they are unable to show their gratitude at that
particular moment.

How do I handle a relapse after treatment?

Relapse is not unusual in alcoholism or
other chronic diseases. Your response
will depend on the situation, but do not
assume a negative outcome.
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Because chemical dependence is a chronic disease, the
probability of relapse is high. Many physicians view
relapse as a personal failure, a failure of the treatment
center, or a failure on the adolescent’s part to meaning-
fully engage is a recovery program. Such blame of self or
others is not helpful and can lead to an unsuccessful
resolution of the problem at hand. If handled properly
and detected early, a relapse can be a very positive
experience.!8

Many times adolescents leave treatment not beip
fully convinced that they are chemically dependent, that
they are powerless over mood-altering chemicals, or that
their lives are unmanageable. They may be able to
verbalize that they are chemically dependent but not yet
be fully accepting of the fact. In these individuals, a
relapse may signal their attempt to prove that they can
use mood-altering drugs safely. When they find that they
cannot, the education and therapy they received in
treatment may begin to make some sense. Other cases of
relapse may mean that the adolescent is having difficulty
coping with the pain of a sober life, that the pressure of
the peer community is too great to resist, or that there is a
missing element to the recovery program. The adolescent
may be trying hard to st3y sober, but something is just
not working. In these situat’ons, it .s wise to refer the
person to a professional in c)emical dependence in order

to get an evaluation of the adolescent’s needs. In some
c.ses, a return to treatment will be indicated. In other
cases, adjustments in the adolescent’s ongoing recovery
program will be sufficient. In either case, it is important
for the adolescent to know that the physician will be
there in a nonjudgemental and supportive role.

Summary

This unit of study has given some practical guidelines
concerning referral and treatment of chemically depen-
dent adolescents and their families. It has described an
ideal continuum of care, ranging from initial assessment
and evaluation to extended care options. It has discussed
some of the limitations of the real world that prevent
physicians from exercising all of the options available in
the best of all possible worlds. It has also discussed issues
specific to the physician relating to referral and treat-
ment of cheniically dependent adolescents. One addi-
tional bit of reality testing that must be stated at this
point is that the science of chemical dependency treat-
ment, particularly in adolescents, is very young. Much
remains to be learned. This unit of study has attempted
to convey some of the latest thinking. It is hoped that this
information will stimulate readers to further invest their
time and energy in learning more about this topic which
is crucial to adolescents.
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Evaluation

These activities are proposed to assist you in evaluzating your successful completion of
this unit of study. As you undercake these activities, involve your colleagues and
specialists in the care and treatment of adolescent alcoholics and their families.

Activity 1.

Activity 2.

Activity 3.

Prepare a listing of local resources for:

A. The inpatient and outpatient treatment of adolescent alcoholics and
drug abusers.

B. The care and support of families of adolescent alcoholics and drug
abusers.

C. The aftercare of adolescent alcoholics and their families.

Maintain a log of facilitie. :nd persons to whom you refer 2dolescents and
their familics. in this log note such things as cost, insurance acceptance,
successes and failures, and the attitudes of adolescents and their families
concerning the persons or facilities you use. This log will assist you in
developing effective treatment and referral processes.

Arrange for or participate in a roundtable discussion with colleagues and
specialists in treatment and referral of adolescent alcoholics. Use this
roundtable as a forum to discuss available services, means of utilizing those
services, and your personal and com munity attitudes toward the treatment
and referral process. (Note: minuces from this discussion may make ideal
material for a public service article to appear in the local press; explore this
possibility and invite the press if necessary).
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Appendix A

Preassessment Interview Guidelines

Considerations

1.

10.

Need to be in touch with own atticudes/values first
(moral issue vs. illness).

. Need for further evaluation is made primarily by

obtaining a history of any consequences that result
from drinking. Consequences reflect the seriousness
or the degree of the problem. They incjude
symptomatic drinking behavior, psychological in-
volvement, problems with family, friends, jobs,
police, health, and finances. Various questionnaires
have been prepared to elicit information; they serve
best as an interview guide rather than format (sec
Appendix B).

Take time building trust/rapport before asking
questions about chemical use. Selected informal
questions will help to clarify patient’s value system
(e.g., ask about leisure time).

. You will nced to ask questions, but do not

interrogate.

People fear that:
a. You are going to take something away.
b. You are going to try to change them.

Anyone with a certain amount of dependency (on
chemicals, another person, etc.) will be on the
defensive. They may become hurt and scared as you
start the questions about chemical use or their
behavior in relation to chemical use (their own or a
family member’ ). This may lead to anger or
blaming.

. The risk of being judged and punished blocks

honesty.

. Counseling/interview goal is to help people from

going on the defensive; use active listening (non-
judgemental). Need to constantly separate the
person from the behavior {(again, own attitudes and
values important).

. Eye contact importanc. Also, pay attention to

nonverbal responses, incongruencies (e.g., you say
you’reangry and you look very sad) . . . use feclings,
hunches.

Remember, the purpose is to gather information
and assess, not a therapy session. (When you start
doing both at once, it gets crazy.)

11.

12,

13.

14.

15.

16.

Don’t use the terms “alcoholic” or *“‘chemically
dependent.” Refrain from answering “‘yes” or “‘no”
to questions from patients as to whether they or
family members are alcoholic in your opinion.

In obtaining a drinking history and information
about current problems, Jon Weinberg (Intervien:
Techniques for Diagnosing Alcobolism, Haielden
Press) suggests:

A. Nonjudgemental acceptance—Need to accept
that “the denial system is an intrinsic part of the
illness.”

B. Directness—Ask specific, factual questions *“re-

flecting possible adverse behavioral conse-

quences of drinking.”

Persistence—Patient may sidestep question

with assurances that there’s no real problem

(remember, denial, minimizing, alibis, ctc. are

part of the illness). He often tells irrelevant

anccdotes about sclf or someone. You may need
to ask same question again.

D. Never discuss alibis. Patient may try to explain
away circumstances and consequences, blaming,
justifying, etc. Move on: *“ We can come back to
that later on, but . . .” Don’t reinforce alibi or
argue with the patient.

0O

Jot down significant direct quotes. Assessment is
based on statements and observable behavior.

It is useful to make feedback statements (harmful
consequences/contrast with value system) as you
summarize the interview with the patient. Show
care and concern. Ask (this is an offering, not
confrontation in the harsh sense).

What have you thought to do? What do you want to
do?

““Based on these statements (be specific), it appears
that you’re having significant problems in some
areas of your life which may be associated with your
chemical use (or attempts to control someone else’s
chemical use).” “I think you would benefit from
more information/evaluation.” “You're asking
many questions which indicate concern for
sel€/other.” “‘You have a right to more answers for
yourself. Encourage—give patient credit for open-
ness, ctc. Let patients know they've taken an
important, big step (its 2 good motivator).




Appendix A (cont)

17. Become familiar with community resources in order

to best match patient individual needs with avail-
able services (give options).

. If patienti¢ .. .dy, he/shecan set up an appointment
with another agency from your office, or get a
verbal commitinent: “When do you plan to call?”

. This is often a process which takes several intei-
views after the initial intake. However, the client

may not return. Open invitation. May returit much
later.

There =ce no failures, even if the client chooses not
to taiie action at this time or doesn’t return. As
Weinberg states, ““That tiny chip in th. denial
system may someday make another professional’s
job a bit easier or otherwise help the client
eventually face reality.”
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Appendix B

-

Preliminary Assessment Interview (For Adolescents)

1. School Performance (changes in relation to any of
the following areas over the years)

A. Grades

B. School attendance

C. Extracurricular activities

D. Behavior

E. Status within school

F. Self-evaluation of school performance.

(The following sections contain suggested questions to
gather the kind of data which is useful in assessment.
This is an interview guide, rather than a format. A lot of
. thisinformation will come out if you ask students to list
their problem areas or “biggest worries.” From there, the
interviewer can use some of the following questions to

clarify.)

II. Personal Relationships
A. Family (demographics)

1.
2.
3. Drugusein family (are you concerned about

O\ n

Ead

Sibling relationships and birth order (sur-
vival roles?)
Parent relationships

the alcohol/drug use of anyone in your
family?)

Consequences of inappropriate behavior
(What kind of discipline is used?)

. Do you feel loved? How do you feel?
. What have you been like to live with for the

past six months? How do you feel about that?
Status within school

Self-evaluation of family relationships
(Violence? Anything going on sexually in
your family that shouldn’t be that you’re
worried at out?)

B. Peer Relationships

1.
2.
3. Do you know of anybody at school who has

What do you do for fun? (What did you used
to like to do in 4th, 5th, and 6th grades?)
What do you do that makes you feel good?

a drug problem? Describe (will often be
telling about themselves).
Do you know of anyone who has stopped
using? Do you like them?
Do you have any significant relationships
with the opposite sex? What's he/she like?
(Will often describe self.)

6. Status with peers. Have you changed peer
groups in the past two years? (Parents, do
you like their friends?)

III. Drug Use (don’t zero in on this; it will come out
indirectly in relation to other areas)

1.

First used—what and when (how old were you?
. . . Later: “Sounds like with this many
problems, you had to start in 4th or Sth grade.
Right?)

Drug of choice—reason? (Just expect that this
table is filled with every drug possible.)

Drug most used—reason? (May not be drug of
choice.)

Pattern of use/changes

. Tolerance (Establish frequency and amount

when first started and now. Kids’ tolerance
change (drop) doesn’t occur. “You’re a big kid,
I’ll bet you can put away a “case.”)

. Blackouts (Does it ever happen that . . .?)

Harmful consequences/contrast with value

system

a. Trouble with police (Were you high?)

b. Changes in personality/behavior (acts of
violence)

¢. Trouble at home hecause of use

d. Feelings of guilt/depression (Ever thought of
just giving up? Of hurting yourself?)

Attempts to stop using. How many times? How

long?

Help. Have you ever talked to anyone about
these problems? Family counseling? Agencies
involved?

IV. General Questions

AN

Have you held a job?

How do you get your spending money?

What do you do with your money?

Where do you want to be five years from now?
How would you like to be different?

Whar would you like to have done different in
your ife so far?

What do you like most about yourself?
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Appendix B (cont)

8. What do you hate most about yourself?

9. How do you feel about being here? (Good first
question)

Summary
1. How do you see denial working in this person?
2. Did you hear the client blaming others for his
situation?
3. If student does not verbally respond to questions,
then it is necessary to bring parents in.

4. Assessment is based on statements and observa-

tion; state plan (e.g., insufficient data—watch;

- assign to in-school group; refer for further evalu-
ation).

More on Interviewing

REMEMBER TO: Constantly separate the person
from the behavior. Take time building trust/rapport
before asking questions about chemical use (inaybe 20
minutes). You will need to ask auestions, but not
interrogate. Youth fear that (1) You're going to take
something away, or (2) You're going to try to change
them. Anyone with a certain amount of dependency will
be on the defensive. Youth may become hurt and scared
as you start with questions about their use. This may lead
to anger/blaming. The risk of being judged and punished
blocks honesty. Counseling Goal: Keep youth from
going on defensive. Use active listening (nonjudge-
mental).
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