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Goals
- B, B

* To take stock of how far we have come as a
field, particularly in the last few years

* To identify Evidence-Based Treatments that
are the most effective for populations with co-
occurring mental health and trauma related
problems that are manualized, replicable, and
have training/certification

X A Life in the Community for Everyone
Substance Abuse and Mental Health Services Administration
www.samhsa.gov * 1-877-SAMHSA-7



Early Adolescent Treatment Work
IS I

1 91 O . Worth Street Narcotic Clinic in NY — 743 youth

1920 / Federal Narcotic Farms in Lexington, KY & Fort Worth, TX 22-440/yr

1930 f Riverside Hospital in NYC — 250 youth

1940 Teen Addiction Hospital Wards in several cities

1950 Drug Abuse Reporting Program (DARP)- 5,405 youth (587 followed)

1960
1970

1980
1990 Drug Abuse Treatment Outcome Study of Adolescents (DATOS-A) - 3,382
youth (1,785 followed)

1 996 Source: Dennis, M.L., Dawud-Noursi, S., Muck, R., & McDermeit, M. (2003)

Treatment Outcome Prospective Study (TOPS)- 1042 youth (256 followed)

Services Research Outcome Study (SROS) - 156 youth

National Treatment Improvement Evaluation Study (NTIES) - 236 youth

NS
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What these early studies taught us

Treatment of adolescents with adult models and/or
mixed with adults does not work and is actually
associated with drop out and increased use

Need to modify models to be more developmentally
appropriate for youth’

Need for assess and treat a wider range of problems
including victimization, co-occurring mental health
and education needs

Need to modify materials to be more concrete and
use examples relevant to youth ASAHET



Major limits through 1997
IS I .

Lack of standardized and evidenced based
assessment and treatment limited the reliability of
what was done

Participation, treatment completion, and followup
rates were often low limiting the validity of what
could be learned

The lack of any manualized evidenced based
adolescent approaches limited the ability to
disseminate and replicate what did work

Difficult for clinicians, evaluators and/or researchers
to work together or even enter the field ppTrsTR———



CSAT’s 10+ Year Investment in Improving
Adolescent Treatment Effectiveness

1997-2001, Cannabis Youth Treatment (CYT) — 600 youth
1998-2001, Adolescent Treatment Models (ATM) -1334 youth
1998-2004, CSAT/NIAAA experiments — several hundred youth
2000-2002, Persistent Effects of Treatment Study of Adolescents
(PETS-A) - 1200 youth
2001-2003, CSAT/RWIF Reclaiming Futures, 445 youth
2002-2007, Strengthening Communities for Youth (SCY) — 2,249 youth
2002-2012, Targeted Capacity Expansion (TCE) — 1,417 youth
2003-2006, Adolescent Residential Treatment (ART) — 1,458 youth
2003-2007, Effective Adolescent Treatment (EAT) — 5,854 youth
2004-2009, Co-occurring State Infrastructure Grants (COSIG) -system
2004-2009, Young Offender Re-entry Program (YORP) — 1,597 youth
2005-2008, State Adolescent Coordinator (SAC) -system
2005-2010, Juvenile Treatment Drug Court (JTDC) — 1,678 youth
2006-2010, Adolescent Assertive Family Tx (AAFT)-2,769 youth
2007-2011, Brief Interventions and Referrals to Treatment (BIRT)
and other Office of Juvenile Justice and Delinquency
Prevention and Robert Woods Johnson Foundation
(OJIDP/RWIJF)- 315 youth
2010- Currently working to extend work in collaboration w
CSAP, ED, DOL, HRSA, and OJIDP )(SAMHSA



Big Changes

Over 80% participation, use of evidenced based
assessment, use of evidenced based intervention,
and follow-up

Have pooled data from 19,229 youth assessed with
the Global Appraisal of Individual Needs (GAIN),
including 88% with one more follow-up, made
available for program evaluation and secondary
analysis, and helped to generate over 200
publications

Have supported the creation and evaluation of over
20 adolescent treatment manuals

Several System level grants X SAMHSA



Big Changes - Continued
IS I

Funded large scale replications of three major evidenced based
practices
— Motivational Enhancement Therapy/ Cognitive Behavior Therapy

(MET/CBT) in the 36 site EAT program and multiple independent
grants

— Adolescent Community Reinforcement Approach (A-CRA) and
Assertive Continuing Care (ACC) in the 7477 Site AAFT program
and multiple independent grants

Also funded multiple state and independent grants to replicate other

evidenced based practices including
— Family Support Network (FSN)

— Motivational Interviewing

— Multidimensional Family Therapy (MDFT)

— Multi-Systemic Therapy (MST) S S
— Seven Challenges (7C) XSAMHSA



CSAT Sites with adolescent clients 12-17 and included 1n

the 2009 Summary Analytic GAIN Data Set
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Demographic Characteristics

0%
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20%
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40%
-1 50%
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- 100%

Female CSAT data is

diverse with
large numbers

African American

Caucasian of females
/ minorities, and
Mixed/Other younger
5 | adolescents

Hispanic*

12 to 14 Years Old
15 to 17 Years Old 152%
Single Parent

1 II II II II II T II II II o A Life in the Community for Everyone
*Any Hispanic ethnicity separate from race group XSA MHSA
www.samh: gi.vn:li-877-sl.lMHs:'7‘

Sources: CSAT 2009 SA data set Adolescent Subset (n=19,145). S




Youth are involved in multiple systems placing competing

demands on them and potentially in conflict with each other

Employed 9%

Controlled environment 22%

Prior Substance Abuse Treatment 33%

Prior Mental Health Treatment 40%

Current justice system involvement 68%

In School 73%

X A Life in the Community for Everyone
Substance Abuse and Mental Health Services Administration
www.samhsa.gov * 1-877-SAMHSA-7

Source: CSAT 2009 SA Data Set Adolescent Subset (n=19,108)



Multiple Clinical Problems are the NORM!

0%
10%
100%

- 20%
- 30%
- 40%
- 50%
1+ 60%
- 70%
- 80%
- 90%

Alcohol
Cannabis

Other drug disorder

Depression
Anxiety
Trauma

ADHD
CD

Suicide
Victimization

Violence/ illegal activity 580%

/ALifl the Community for Eve

SAMHSA

Substance Abuse nd lental Health SomulAﬂ '1

Source: CSAT 2009 Summary Analytic Data Set (n=20,826) o




The Number of Clinical Problems is related to
Level of Care

100%
900% 4| || | — [ | [] None
80% [1One
70%
[1Two
60%
50% [1 Three
o
4 [ Four
30%
20% M Five Plus
10% S1 gniﬁcantly
more likely to
0% have 5+
Outpatient Intensi.ve OP Cont. Long Term Short Term problems
Outpatient Care Resid. Resid. (OR: 5 8)
Source: CSAT 2009 Summary Analytic Data Set (n=21,332)
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Source: CSAT 2009 Summary Analytic Data Set (n=21,784)

The Number of Major Clinical Problems
is highly related to Victimization

Low (0)

Moderate (1-3)

High (4-15)

[0 None

0 One

0 Two

0 Three

O Four

M Five to Twelve

Significantly
more likely to
have 5+ problems
(OR=13.9)




Past 90 day HIV Risk Behaviors are more
Related to Sexual Activity than Needle Use

100°/I

Sexually Active

Multiple Sex Partners

Any Unprotected Sex

Also important to
recognize the role of
interpersonal violence
as a HIV risk factor —
particularly for girls

High Risk Sex*

Victimized

Any Needle Use

*Based on 1+ times had sex while intoxicated, with an injection drug user, with a man who had sex
with men, with someone who was HIV positive, or traded sex for goods (n=415) X L ’“’“ ¥ o= 14

Substance Abul‘ llld MOMJI ”Olnh SCNI nnnnnnn

Source: CSAT 2009 SA Data Set Adolescent Subset (n=18,674)



The Cost of Treatment is Small Relative
to Reductions in other Costs

S S S S S S
S (=] =] S S =]
(=) (=) (=) (=) (=) (=)
S o o o S o
o\ () < u) =) >
A &L &*~h & L &L
Screening & Brief Inter.(1-2 days) 7
In-prison Therap. Cgm. (28 weeks) | $1 ;249 « $750 per night in Detox
Outpatient (18 weeks) || $1 :132 | | | : * $1,115 per night in hospital
Intensive Outpatient (12 weeks) | $1,384 = * $13,000 per week in intensive
Treatment Drug Court (46 weeks) |1$2,486 = = ;3;3533 Premalt)lll)l'e baby
- - E E E E E E * . per robbery
R‘es1dent1al (13 weeks) $2.’9075 I « $67.000 per assault
Methadone Maintenance (87 weeks) |1 $4,277
Therapeutic Community (33 weeks) $14,818 =
$22,000 / year $30,000/ $70,000/year to
to incarcerate child-year in keep a child in
an adult foster care detention

XALf hCmmuny E

Substance buuld lental Healt! SCNIDllAd n

Source: French et al., 2008; Chandler et al., 2009; Capriccioso, 2004



Investing in Treatment has a Positive

Annual Return on Investment (ROI)
Y T e

e Substance abuse treatment has been shown to have
a ROl within the year of between $1.28 to $7.26 per
dollar invested

— The main difference being how many different
kinds of things economists “valued” in a given
study

* Best estimates are that Treatment Drug Courts have
an average ROl of $2.14 to $2.71 per dollar invested
This also means that for every dollar treatment
is cut, we lose more money than was saved.
XSAMHSA

Source: Bhati et al., (2008); Ettner et al., (2006)



Major Predictors of Bigger Effects Found in

Multiple Meta Analyses (Lipsey, 1997, 2005)
Y T e

1. A strong intervention protocol based on
prior evidence

2. Quality assurance to ensure protocol
adherence and project implementation

3. Proactive case supervision of individual

4. Triage to focus on the highest severity
subgroup

X A Life in the Community for Everyone
Substance Abuse and Mental Health Services Administration
www.samhsa.gov * 1-877-SAMHSA-7



Impact of the numbers of these Favorable features on
Recidivism in 509 Juvenile Justice Studies in Lipsey Meta
Analysis

Number of Percentage
favorable Distribution reduction in
features  of programs recidivism

0 7% 12| e
Avera}ge F 1 50% -2 the lowe}
s 2 27% -1 O recigf/ism

3 15% -20

4 2% -24

X A Life in the Community for Everyone
Source: Adapted from Lipsey, 1997, 2005 %M!nffglqm



Evidenced Based Treatment (EBT) that
Typically do Better than Usual Practice in Reducing Juvenile
Use & Recidivism

* Adolescent Community Reinforcement Approach
(A-CRA)

e Aggression Replacement Training (ART)

e Assertive Continuing Care (ACC)

e Cognitive Behavior Therapy (CBT)

* Functional Family Therapy (FFT)

e Seven Challenges

* Thinking for a Change (TFC)

* Interpersonal Social Problem Solving (ISPS)

X A Life in the Community for Everyone
Substance Abuse and Mental Health Services Administration
gov « 1-877-SAMHSA-7

Small or no differences in mean effect size between these brand names



Evidenced Based Treatment (EBT) that
Typically do Better than Usual Practice in Reducing Juvenile
Use & Recidivism

e Motivational Enhancement Therapy/Cognitive
Behavior Therapy (MET/CBT)

* Motivational Interviewing (Ml)

* Multi Systemic Therapy (MST)
 Multidimensional Family Therapy (MDFT)
* Reasoning & Rehabilitation (RR)

* Seven Challenges (7C)

Small or no differences in mean effect size between these brand names XM*

wwW.



Other Common Findings

Low structure and ad hoc “treatment as
usual” does not do as well as evidenced based
practice

Wilderness programs have mixed effects

Treating adolescents like adults and in boot
camp causes harm on average

Relapse is still common and there is a need for
on-going support, monitoring and when
necessary re-intervention S



Similarity of Clinical Outcomes :
Cannabis Youth Treatment (CYT):

Not significantly different
by condition. Trial 1 Trial 2
300 50%
= 280 40%
5 o 5
i= % zZ
2 5 260 30% 9 =
"r%:: 240 -+ 20% é%
o <
But better than the &

. i b 0
average for OP in Wz =
ATM (200 days of \ L

abstinence) /IMET/ CBTS|  MET/ FSN MET/ CBT5| ACRA MDEFT ’
(n=102) CBTI12 (n=102) (n=99) (n=100) (n=99)

X Total Days Abstinent* 269 256 260 251 265 257

B Percent in Recovery**  0.28 0.17 0.22 0.23 0.34 0.19

*  n.s.d., effect size =0.06

* n.s.d., effect size =0.06

** n.s.d., effect size £=0.12 ** n.s.d., effect size £=0.16

Submnc. Abu“ lnd M.mll ”'Im! Sﬂ'vl MMMMMMMMMM

Source: Dennis et al., 2004



Moderate to large differences
in Cost-Effectiveness by Condition
I

4 A ACRA did better than
MET/CBT5 and .
$20 11 12 did better MET/CBTS, and both did | $20,000
better than MDFT ’
o than FSN A J e
2 816 - \ $16,000 2
£ v 9
ZE 812 + $12,000 £
< O (=
s E X ‘\ z
5% $8 1 $8,000 %
22 g4 T 84,000 £
;; o
= @)
U 0 MET/ [
MET/ MET/
CBTS CBT12 FSN CBTS ACRA MDFT
—X— CPDA* $4.91 $6.15 $15.13 $9.00 $6.62 $10.38
B CPPR** | $3,958 $7,377 $15,116 $6,611 $4,460 $11,775

Source: Dennis et al., 2004

*  p<.05 effect size £=0.48
*%* p< 05, effect size £=0.72

* p<.05 effect size £=0.22
** p<.05, effect size =0.78

at month 12

Suggest the need to consider cost-effectiveness of
treatment approaches




Implementation is Essential
(Reduction in Recidivism from .50 Control Group Rate)

Program Implementation: The best is to
Amount of Service, Quality of Delivery have a strong
Program Type program
Grouped by Rank Low Medium High implemented
Group 1 (best) < 24°/> 34% well

Group 2 16% 30% 40%
Group 3 6% 2%
Group 4 (poorest) 0%
- The effect of a well
£ implemented weak
Thus one should optimally pick the program is as big as a
strongest intervention that one can | BIFOIE proigEm
R IIIlplCIIlUHLEU pUUI ly
implement well

XALf hCmmuny E

Substance Abuse and Mental Healtl SﬂrvlulAd l1

Source: Adapted from Lipsey, 1997, 2005



Change in Abstinence by level of Quality Assurance:
Adolescent Community Reinforcement Approach

100%
Q0o -+~ ooo oo oo
80% Effects associated with |
70% Coaching, Certification |
60% and Monitoring ((OR="7.6) |

_________________________ 4% -
| |

% Point Change in Abstinence

Training Only Training, Coaching,
Certification, Monitoring
XSAMHSA

Source: CSAT 2008 SA Dataset subset to 6 Month Follow up (n=1,961)



Which general approaches address co-occurring mental
health/trauma issues?

A Comparison of Nine Treatment Approaches
 Seven Challenges (Schwebel, 2004) (n=114)

 Chestnut Health Systems (CHS; Godley et al. 2002) Treatment
(n=192)

 Adolescent Community Reinforcement Approach (A-CRA; Godley
et al., 2001) -CYT/AAFT (n=2144) and -Other (n=276)

Multi-Systemic Therapy
(MST; Henggeler et al., 1998) (n=85)
 Multi-Dimensional Family Therapy
(MDFT; Liddle, 2002) (n=258)

e Motivational Enhancement Therapy-Cognitive Behavior Therapy
(METCBT; Sampl & Kadden, 2001)-CYT/EAT (n=5262) and -Other
(n=878)

*  Family Support Network
(FSN; Hamilton et al., 2001) (n=369)

X A Life in the Community for Everyone
Substance Abuse and Mental Health Services Administration
www.samhsa.gov * 1-877-SAMHSA-7



Co-occurring Disorders

DY DO e
Mental Health

e Emotional Problems Scale

* Days of Victimization

* Days of Traumatic Memories

X A Life in the Community for Everyone
Substance Abuse and Mental Health Services Administration
www.samhsa.gov * 1-877-SAMHSA-7



Change (post-pre) Effect Size for Emotional
Problems by Type of Treatment

Seven CHS A-CRA- METCBT- METCBT- A-CRA-
Challenges Treatment CYT/AAFT MST MDFT CYT/EAT Other FSN Other
(n=114) (n=192) (n=2144) (n=85) (n=258) (n=5262) (n=878) (n=369) (n=276)

0.20

-0.20

-0.29
0.29

37

l\

0.4

Change Effect Size d
((mean follow-up - mean intake)/ std dev. intake)

0,34

-0.60

/ Four best on mental health
outcomes include 7 challenges,

\ -~ CHS, A-CRA, & MST

-0.80

B Emotional Problem Scale @ Days of traumatic memories B Days of victimization




Change Effect Size d
((mean follow-up - mean intake)/ std dev. intake)

0.20

-0.80

Change (post-pre) Effect Size for Core
Treatment Outcomes by Type of Treatment

Seven

Challenges Treatment CYT/AAFT

m=114)  (1=192)

A-CRA-

(n=2144)

METCBT-
MST MDFT  CYT/EAT
(n=85) (n=258)  (n=5262)

METCBT- A-CRA-
Other FSN Other
(n=878) (n=369) (n=276)

0.04

=
=
S

-0.65

B Emotional Problem Scale

O HIV Risk Scale

@ Substance Problem Scale

@ Illegal Activity Scale

@ Substance Frequency Scale

B Average




Summary

 All programs reduced mental health / trauma problems with
4 doing particularly well: Seven Challenges, CHS, A-CRA, &
MST

* Where we could break in two (A-CRA & MET/CBT), programs
with more training, quality assurance, monitoring and
technical assistance did better than those with less

* A-CRA with a mix of BA/MA did as well as MST which targets
MA level therapists and family therapists that are often in
short supply

* While it is not the most effective, the shortest & least
expensive (MET/CBT5) still has positive effects L SAMESA
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