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EXECUTIVE SUMMARY

The present study carried out a quantitative analysis of the concurrent, construct,
discriminative, and predictive validity of the WHO Alcohol Substance Involvement Screening
Test (ASSIST), and a pilot study of the effectiveness of a brief intervention linked to scores
obtained on the ASSIST. The current study was a component of the much larger multi-site
phase |l study concerned with examining the validity of the ASSIST at seven sites worldwide.

This report only presents data collected at the Australian site (Adelaide).

The ASSIST is designed to be used in primary health care settings to screen for problem or
risky use of a range of drugs (including alcohol, tobacco, cannabis, cocaine, amphetamines,
sedatives, hallucinogens, inhalants, and opiates). A number of scores can be derived for each
participant from the results they obtain on the ASSIST. The ASSIST scores that are most
likely to be used clinically are the Specific Substance Involvement score for each drug type
(with a max score of 20) and Global Continuum of Risk score, or total substance involvement.
Other scores include a Lifetime Substance Use score; Current Frequency of Use score; and

Global Abuse and Dependence scores.

One hundred and fifty participants took part in this study. Participants were recruited from
drug and alcohol treatment settings (the Treatment group), and primary health care settings
(the PHC group) to ensure participants exhibited a range of substance use, from dependence
to non-problematic use. There were equal numbers of either gender and the mean age of the

participants was 30 years 3 months (sd=8yrs, 5months).

All participants were tested at baseline and 139 were followed-up by phone three months later.
At baseline the participants were administered the following test battery: The ASSIST; a
shortened version of The Addiction Severity Index (ASI), the ASI-lite; The Severity of
Dependence Scale (SDS); The Mini International Neuropsychiatric Interview (Mini Plus); The
Rating of Injecting Site Condition (RISC); The Drug Abuse Screening Test (DAST); The
Alcohol Use Disorders Identification Test (AUDIT); The Revised Fagerstrom Tolerance
Questionnaire for smoking (RTQ); and The Maudsley Addiction Profile (MAP). Participants in

the Treatment group also received an independent clinical evaluation (ICE), that integrated



information from a number of clinical sources to arrive at a final diagnosis. Participants in the
PHC group who scored between 4 to 15 for either alcohol, cannabis, cocaine, amphetamines,
and between 4 to 10 for opiates, for Specific Substance Involvement, were given a brief

intervention that comprised feedback of results from the ASSIST and self help material.

At follow up participants were administered the follow-up version of the ASSIST (which
excluded any mention of lifetime use of substances), sections of the ASI, and SDS.
Participants who received a brief intervention at baseline were also asked for feedback on the

perceived effect of the brief intervention using the brief intervention process form.

The ASSIST took an average of 7.7 minutes and 5.1 minutes to administer at baseline and
follow-up respectively. Alcohol and tobacco received the highest score by the majority of
participants at both baseline and follow-up. The highest scoring illicit drugs (including zero

scores), were cannabis and amphetamines at both times.

The concurrent validity of the ASSIST was tested by comparing its scores with scores obtained
from other instruments co-administered at baseline and that offer alternate measures of the
same concepts. Results indicated the substantial concurrent validity of the ASSIST. Global
Continuum of Risk and Specific Substance Involvement scores were significantly correlated
with scores obtained from the ASI-lite, SDS, AUDIT, and DAST. ASSIST scores were also
significantly greater for those participants that received a diagnosis of abuse or dependence

on the MINI-Plus.

Construct validity of the ASSIST was investigated by comparing ASSIST scores with measures
that provide circumstantial evidence for substance abuse and dependence. Global Continuum
of Risk, and other ASSIST scores, were significantly correlated with measures of a number of
risk factors for the development of alcohol and drug problems, such as those derived from the
RISC, MAP and ASI that reflect physical, psychological or social problems associated with
substance use. Furthermore, participants diagnosed with Attention Deficit Hyperactivity
Disorder or Anti Social Personality Disorder had significantly greater ASSIST scores than

those not diagnosed with the disorder(s).



The discriminative validity of the ASSIST was examined by grouping participants into three
groups according to known standard of dependence, abuse and non-problematic substance
use and then comparing ASSIST scores using both ANOVA and ROC analysis. Overall the
results show that the ASSIST can discriminate between groups, but that it better discriminates
between use and abuse, than between abuse and dependence. ANOVA and post hoc Scheffes
tests showed that there were significant differences between use and abuse, and abuse and
dependence for Global Continuum of Risk scores. With regard to Specific Substance
Involvement scores there were significant differences between use and abuse for alcohol,
cannabis, amphetamines, sedatives, and opiates, but there were insufficient cases in the
cocaine, inhalants and hallucinogen categories to undertake analyses. There were significant
differences between abuse and dependence for alcohol, cannabis, amphetamines, and
opiates, but not for sedatives, and there were insufficient cases to perform analyses for
cocaine, inhalants and hallucinogens. ROC curve analysis showed that the ASSIST was able
to discriminate between use and abuse for Global Continuum of Risk with 90% sensitivity and
78% specificity, and between substance abuse and dependence with 82% sensitivity and 72 %
specificity. With regard to Specific Substance Involvement, sensitivity between abuse and use
ranged from 71% for alcohol and up to 100% for illicit drugs (amphetamines, sedatives and
opiates); while specificity ranged from 64% for cannabis and up to 89% for amphetamine. A
series of cutoff scores were obtained from ROC analysis to determine abuse and dependence
for alcohol and illicit drugs (cannabis, amphetamines, sedatives and opiates) using both global

continuum of risk and Specific Substance Involvement scores.

The predictive validity of the ASSIST was investigated by comparing ASSIST scores from the
same participant at two different time points. This reflects the capability of the ASSIST to
predict future scores on the ASSIST in the absence of an intervention. The results are limited
because of the small sample size used, ie, only participants in the PHC group who did not
receive a brief intervention were included in the analysis (n=20), and so there were insufficient
cases in many drug categories (inhalants, hallucinogens and opiates) to carry out analyses.
However, the available data indicate that the ASSIST has good predictive validity. Paired
group comparisons of Global Continuum of Risk scores and Specific Substance Involvement
scores, and Current Frequency of Drug Use for specific substances, showed no significant
differences between baseline and follow-up. Furthermore, follow-up ASSIST Current

Frequency of Use scores were significantly correlated with ASlI-lite frequency of use score.

Xii



A series of multiple regression analyses showed that for all groups investigated, except
alcohol, the baseline ASSIST scores investigated were significant predictors of the relevant

follow-up score.

The pilot brief intervention study examined how PHC participants who screened positive for
drug abuse responded to advice and brief counselling as well as self-help information. Brief
interventions were administered to 80 participants, the majority (55%) were for alcohol, the
remainder for cannabis (29%), and other illicit drugs (opiates (5%) and amphetamines (2%)).
Over half the participants reported that they believed the brief intervention had led then to
modify their behaviour in some way. The results of a series of ANOVAs show that the follow-
up ASSIST score for any of the targeted brief intervention drugs (alcohol, cannabis, cocaine,
amphetamine and opiates) that received the highest drug involvement score, and for alcohol
alone, were significantly different from baseline scores. While not statistically significant, illicit
drug scores did decrease at follow-up. These data provides preliminary evidence for the

effectiveness of linking a brief intervention to the results of the ASSIST.

In conclusion, the results of this study indicate that the ASSIST is a valid screening test for
psychoactive substances in individuals who use a number of different substances and have
varying degrees of substance involvement in the Australian context. In addition there is
preliminary evidence for the efficiency of linking a brief intervention, particularly for alcohol, to
the results of the ASSIST. These findings would suggest that the ASSIST is capable of
obtaining accurate information concerning the use of a number of substances and varying

degrees of substance use.
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SECTION 1 INTRODUCTION

1.1 Background
Psychoactive substance use is a prevalent and widespread problem worldwide.
It is associated with significant morbidity and mortality and represents a
significant public health burden. The World Health Organisation has identified
alcohol, tobacco, and illicit drugs as among the top 20 risk factors for ill health
(WHO, 2002). It has estimated that tobacco is responsible for 9% of all deaths
and 4.1% of the global burden of disease (measured as number of years spent
living with a disease — and expressed as disability adjusted life years -
DALYSs), illicit drugs as responsible for 0.4 % of deaths and 0.8% of DALYs,
and alcohol as responsible for 3.2% of deaths and 4.0% of DALYs. Moreover,
excessive alcohol and other substance use are significant risk factors for a
wide variety of social, financial and legal problems for individuals and the

community.

There is considerable value in devising screening instruments that are capable
of detecting hazardous (ie., continuing substance use that will result in harm)
or harmful substance use (ie., substance use that has already resulted in
adverse mental or physical effects) or indeed if an individual is already
dependent on a particular substance. The result of such screening can be
used to determine if individuals require further assessment, referral to
specialist treatment, or simply advice (brief intervention) concerning the
behaviour that is of concern. As a consequence screening has the potential to
detect health problems or risk factors early before they have caused serious

disease and other problems.

The limitations of existing screening tests have recently been outlined
(McPherson and Hersh, 2002: Babor, 2002). Many existing instruments, such
as the Addiction Severity Index (ASI) and expanded Substance Abuse Module
of the CIDI (CIDI-SAM: World Health Organisation, 1988) are very

comprehensive and are too time consuming to be administered in primary care



settings. On the other hand, some of the briefer instruments available, such as
the CAGE-AIDS: Brown and Rounds, 1995), have a focus on dependence
which is less useful for detecting problematic or risky drug use in non-
dependent persons. Moreover, the available self-report screening tests also
have a number of limitations from a cross-cultural perspective (Babor, 2002).
Most were developed in the United States of America and do not have
demonstrated sensitivity and specificity for use in other cultures. Importantly
many of these tests have not been extensively validated, and indeed some

have been validated unfavourably (Babor, 2002).

In 1982 The WHO initiated a program to develop a screening test for
hazardous and harmful alcohol use and dependence. This program led to the
development of the Alcohol Uses Identification Test (AUDIT) (Saunders et al.,
1993). The AUDIT has been found to be both a reliable and valid instrument
(Allen et al., 1997) and has been used extensively as part of a general public
health approach to screening and early intervention for alcohol-related
problems (Higgins-Biddle et al., 1997). The success of the AUDIT, and the
recognition of the need for a cultural relevant and valid screening instrument
capable of detecting psychoactive substance use, abuse and problems in
primary care settings has led to the WHO's current program of developing the
Alcohol, Smoking and Substance Involvement Screening Test (ASSIST) (WHO

ASSIST Working Group, 2002).

The ASSIST was devised to be administered by primary health care providers
in primary health care settings, such as general medical practices and
community health centres, where there is a potential for such problems to go
unnoticed. Primary health care settings are ideal to undertake screening for
the following reasons; 1) primary health care settings are often the first contact
with the health system for a large majority of people; 2) primary health care
workers are trusted and credible sources of information about health matters,
and people expect to be asked about lifestyle risk factors, such as substance
use by health professionals in such settings; and 3) there is evidence that the

rate of alcohol problems and probably illicit drug use, such as amphetamine



use, is high amongst people seeking health care, and that many medical
problems may be exacerbated by such substance use. Therefore this context
provides a good opportunity to provide education about the risks of excessive

alcohol or other substance use.

A three phase research program was outlined by the WHO for the development
of the ASSIST. Phase | was carried out during 1997/98 and involved the
development of the initial instrument and a quantitative analysis of the test-
retest reliability of the ASSIST at an item level and scale level, as well as the
collection of qualitative data on feasibility and acceptability of the ASSIST
(WHO ASSIST Working Group, 2002). This phase of the program was
coordinated by the Department of Community Medicine, University of
Connecticut Health Centre, Framington, USA. Two-hundred and thirty-six sets
of test-retest interviews were completed by researchers from sites around the
world wide, including Australia (Adelaide). Sixty percent of the sample was
recruited from drug and alcohol treatment settings, while the remainder came
from primary health care settings. Data were examined according to question
stem, substance class and data collection setting in order to provide
recommendations for improving the instrument. Test-retest kappa coefficients
of agreement (K-values) for both question stem and drug category were
computed. The average test-retest reliabilities (Kappas) were in the range of
good to excellent ranging from a low of 0.58 to a high of 0.90 for question
stems; and from 0.61 for sedatives to 0.78 for opiates. A K-level of 0.40 is
considered moderate, and a coefficient above 0.60 is considered substantial.
On the basis of these findings revisions to the ASSIST instrument were made
that included shortening it from the initial 12 questions to 8 questions covering
tobacco, alcohol, cannabis, cocaine, amphetamines type stimulants, inhalants,
hallucinogens, opiates, and other drugs . Researchers concluded that the
ASSIST was reliable and feasible to use as screening test for substance use

and abuse.

Phase Il was carried out during 2000/2002 and constituted a multi-site

international validation of the ASSIST in a variety of health care settings and in



1.2

a number of different cultures. The concurrent, construct, predictive, and
discriminative validity of the items in the questionnaire were examined.
Validation is a particularly important step in the development of an instrument,
such as the ASSIST, as clinicians must be confident that it measures what it
was designed to measure. Furthermore, for the ASSIST to have clinical utility
it is important to assess the validity of the ASSIST in relation to therapeutic
intervention that is linked to the output of the instrument. Thus a major aim of
this study was to also develop an appropriate brief intervention and referral
procedure for persons who screen positive for substance abuse and
dependence. Adelaide took over as the coordinating site for phase Il and the

data collected at the Australian site are the focus of this monograph.

Phase Il of this project will consist of a more formal randomised clinical trial of
brief interventions with persons at low and intermediate risk levels who screen

positive for substance abuse and dependence.

ASSIST questionnaire structure

The ASSIST consists of eight questions that were designed to be answered by
most subjects in less than three minutes. The ASSIST screens for tobacco,
alcohol, cannabis, cocaine, amphetamines, inhalants, sedatives,
hallucinogens, opiates and any other drug used by the participant. Question 1
asks about lifetime use of substances. Question 2 asks about frequency of
use during the prior three months. Responses to this question are rated on a
five-point frequency scale ranging from "never" (in the past three months) to
"daily or almost daily." This question provides critical information about the
substances most relevant to the respondent’'s current health status. If none of
the targeted substances have been used in the past three months, the
interviewer can skip to the last three questions which enquire about lifetime
and recency of usage patterns. If any substance has been used during the
past three months, Questions 3, 4 and 5 are asked, before concluding with
questions 6 to 8. Question 3 is a measure of psychological dependence and
asks about frequency of compulsion to use substances in the prior three

months. Question 4 is a measure of harmful use. Question 5 asks whether



1.3

1.4

participants have failed to meet role obligations. Questions 6 to 8 ask about
lifetime and recent problems, including whether concern has been expressed
by friends or relatives, prior attempts at controlling drug use, and prior
injection of drugs. A shorter version of the ASSIST that excluded question 1
was administered over the phone as part of the follow-up interview. See

Appendix 1 for the full version of the ASSIST questionnaire.

ASSIST Derived Scores

Several different scores or domains can be derived for each participant, from
their results on the ASSIST. For each drug type, a‘Specific Substance
Involvement score’ can be derived. The Specific Substance Involvement
Scores for alcohol, cannabis, cocaine, amphetamines and opiates were used in
Phase Il by the researchers to decide which participants qualified for a brief

intervention.

As part of a review of Phase |, several other useful scores were identified that
could be derived from the results of the ASSIST. These derived scores include

the following:

a Lifetime Substance Use score which indicates the total number of
substances used in the participant’s lifetime;

a Global Continuum of Risk score or Total Drug Involvement;

a Current Frequency of Substance Use score;

a Global Dependence score; and

a Global Abuse score.

Appendix 8 presents the formula used to calculate these scores.

Assessing the validity of the ASSIST
This study used a standard test validation approach, based on the principles of
psychological testing (Cronbach, 1970). The ASSIST items outlined in section

1.3 were tested for their construct, concurrent, discriminative and predictive



validity where appropriate. This section briefly outlines the rationale for the

ASSIST validation study and the general hypotheses explored.

The concurrent validity of the ASSIST was measured by statistically comparing
its findings with the findings from established and standardised questionnaires
or assessments designed to measure the same phenomenon. In this study
ASSIST scores were compared to scores obtained from the Addiction Severity
Index (ASI), The Severity of Dependence Scale (SDS), the Drug Abuse
Screening Test (DASC), the Alcohol Uses Disorders Identification Test
(AUDIT), and the Revised Fragerstrom Tolerance Questionnaire (RTQ) - All
these instruments will be described in detail in the methodology section
(section 3). For the ASSIST to have concurrent validity its scores should
correlate significantly with scores obtained from the previously mentioned
instruments. In addition, scores divided according to the absence or presence
of criteria used to diagnose abuse or dependence for each substance used

should be significantly different.

The Construct validity of the ASSIST was assessed by comparing its results
with the results of other instruments designed to measure theoretically-related
phenomenon or constructs to those of interest. Very often there is no single
indicator for the phenomenon of interest, such as drug dependence, and so
evidence for construct validity is generally circumstantial. For example,
evidence of substance abuse or dependence may be ascertained by increases
in legal or financial problems, increased physical and psychological
symptomatology, or presentation to drug or alcohol treatment units.
Questionnaires such as the ASI and Maudsley Addiction Profile (MAP) provide
a number of variables that can be used as indicators of the abovementioned
problems commonly associated with drug abuse and dependence. For the
ASSIST to have construct validity its scores should be significantly correlated
with scores from instruments such as the MAP and ASI. In addition the results
of the Rating of Injection Site Condition Site Scale (RISC: Marsden et al,
1998), which provides a measure of the nature and extent of injection relate

morbidity, should also correlate with ASSIST scores.



Furthermore, as the variables measured within the ASSIST, such as frequency
of drug use, are readily identifiable indicators of hazardous and harmful
substance use, it is expected that they should be associated with a range of
risk factors (such as familial substance abuse, childhood attention deficit
disorder, and psychopathic personality traits), because persons with these
markers are theoretically at higher risk of developing substance-related
disorders (Babor et al., 1989a). Thus the construct validity of the ASSIST was
also examined by comparing ASSIST results divided according to the absence
or presence of criteria used to diagnose Attention Deficit/Hyperactivity
Disorder and Antisocial Personality Disorder by the MINI International
Neuropsychiatric Interview (MINI Plus) . It would be expected that individuals
diagnosed with such disorders would obtain significantly higher scores on the

ASSIST than those who did not.

Discriminative validity refers to the ability of a test to discriminate whether or
not participants have a given characteristic or condition. As the ASSIST was
intended to differentiate between substance use, abuse and dependence, the
discriminative validity of the ASSIST was assessed by investigating whether
clear cut-off scores exist that separate participants into each of the three
categories (use, abuse and dependence). Participants were separated into the
three categories using factual information such as their recruitment group
(treatment versus primary health care) and the results of the MINI Plus
substance abuse and dependence diagnoses (see methodology section for
description of the MINI-Plus instrument). Their ASSIST scores were then
compared to explore whether there were clear cut-off scores separating the

groups.

Predictive validity refers to the ability of a screening test to indicate future risk
or disease development in the absence of a clinical intervention. Thus it was
necessary to perform follow-up testing of participants who had not received
any treatment or intervention at baseline. For the ASSIST to have good

predictive validity there should be no significant difference between baseline
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and follow-up scores. ASSIST Global and Specific Frequency of Drug use
scores were also correlated with appropriate follow-up ASI scores that are also

indicators of frequency of drug use.

To test the concurrent, construct, predictive and discriminative validity of the
ASSIST screening items a comprehensive test was administered to all
participants. Furthermore, as the ASSIST was designed to be used in a
primary care settings where clients range from non-substance users to those
with substance dependence and abuse problems, it was important to validate
the ASSIST using a sample that displayed the same range of substance use.
Therefore participants were recruited from drug and alcohol treatment
agencies, where subjects were receiving treatment and had been diagnosed
with substance dependence, as well as primary health care settings, to include
participants who had never used drugs, except alcohol and tobacco, as well as
participants who may have used drugs without experiencing any problems and

those who may be at risk or, were already experiencing substance abuse.

Rationale for the Brief Intervention pilot study

There is evidence that brief interventions are particularly effective for alcohol
problems in primary health care settings (Bien et al., 1993; Heather, 1996;
WHO Brief Intervention Study Group, 1996; Senft et al., et al,1997; Cordoba et
al., 1998: Maisto et al., 2001; Miller & Willbourne., 2002). Senft and
colleagues (1997) revealed that a 15 minute brief intervention (including self
help materials) given to hazardous drinkers in a primary health care setting,
was associated with a reduction in the frequency of drinking at 6 and 12
months. The WHO Brief Intervention Group (1996) found that five minutes of
simple advice were as effective as 20 minutes of counselling in reducing
alcohol consumption in men. Moreover, brief interventions have been shown
to be a cost effective way of reducing alcohol consumption and associated
problems (Fleming et al., 2000; Wutzke et al., 2001). There is also evidence
that brief interventions are effective in reducing tobacco related problems

(Ockene et al., 1994; Solberg et al., 1990).
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While there is little research addressing brief interventions for illicit drugs, the
available evidence suggests that brief intervention can work for cannabis
(Copeland et al., 2001), benzodiazepines (Bashir et al., 1994), amphetamines
(Baker et al., 2001), opiates (Saunders et al., 1995) and cocaine (Stotts et al.,
2001). For example, Bashir and colleagues gave patients with a chronic
benzodiazepine problem brief advice lasting a few minutes and a self help
book, as part of a routine doctors visit. They found that the brief advice group
significantly reduced their benzodiazepines use and showed improved general
health after 3 and 6 months after the advice was given. The current study
constituted a pilot study of the feasibility of linking screening for substance
abuse with a brief intervention carried out in Australian primary care settings.
Pilot data will provide a basis for the full-scale clinical trial of brief

interventions that is proposed for a future Phase Ill study.

The protocol used to administer the brief intervention was developed using the
principles discussed by Miller and Rollnick (1991). This includes the FRAMES
components (feedback, responsibility, advice, a menu of options, empathy and
self-efficacy) found to be effective in interventions with smokers and problem
drinkers (Bien et al., 1993). Only participants who had not received treatment
and were members of the primary health care group received a brief
intervention. The type of brief intervention provided to participants was
determined by the Specific Substance Involvement score obtained and will be
outlined in the methodology section. Finally, a three month follow-up was

conducted to evaluate the outcome of the brief intervention.

Aims of the study

The current study had the following broad aims;
To determine if the ASSIST demonstrates adequate validity for use in
primary care practice in the Australian context.
To develop a pilot brief intervention and referral procedure for persons who
screen positive for drug abuse and to determine how feasible it is to link
drug abuse screening with brief intervention. Itis proposed to undertake a

trial of these procedures with a small sample of drug users.



SECTION 2 SUBSTANCE USE PATTERNS IN SOUTH AUSTRALIA

In order to set the context for discussion of the results collected at the
Australian site the following section provides background information

concerning substance use patterns in South Australia.

At the latest census Australia had a population of approximately 19 million
people with a median age of 35 years. The life expectancy of an Australian
male is around 77 years, while for females it is around 82 years. The majority
of people living in Australia are Australian-born (71.8%), and speak English as
the first language (79.1 % of the population). The other most common
language spoken is Italian (1.9% of population). Just over two percent (2.2%)

of the population identify as being of Aboriginal descent (ABS data, 2002).

The current study was conducted in Adelaide, the capital of the state of South
Australia. South Australia has the fifth largest population in Australia with 1.5
million people. Just under three quarters (73%) of the population live in the

Metropolitan region of Adelaide.

In South Australia, alcohol and tobacco are both legal drugs. While the use of
all other drugs for recreational purposes is criminal and illegal, the possession
of cannabis for personal use is decriminalised. If a person is caught with a
small amount of cannabis or with its associated equipment, or is caught
cultivating one outdoor cannabis plants, the person receives an on the spot
fine (Cannabis Expiation Notice). If the fine is expiated within the specified
period, the incident is not recorded on their criminal record. Cultivation of
larger amounts of hydroponic cannabis, or possession for sale, is a criminal

offence.

The results of the 2001 National Drug Strategy Household Survey, conducted
across Australia with almost 27,000 participants aged 14 years and over, gives
some indication of the prevalence of drug use in Australia (AIHW data, 2002).

See Table 2.1.1 for the estimated prevalence of drug use in Australia in 2001.
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When asked to name the drug they thought of when people talked about a drug
problem, just over half of those interviewed (50.1%) identified heroin as the
most problematic drug in Australia, while 23.7% thought cannabis was the

most problematic drug. Alcohol was thought to be most problematic by 7.8% of
those interviewed, and was the most widely accepted drug with 74.7%

reporting that regular alcohol use by adults is acceptable.

With regard to South Australian substance use trends - the Alcohol and Drug
Information Service, a telephone counselling service run by DASC, received a
total of 7282 telephone calls during the 2000/2001 financial year. Most
telephone calls were related to alcohol (28.4%), followed by cannabis (18.8%),

amphetamines (14.9%) and opiates (10.9%).

Table 2.1.1 Summary of drugs ever used and drugs recently used: proportion of the
population aged 14 years and over, Australia 2001

Drug Ever used?® (%) Recent use® (%)
Tobacco 49.4 23.1
Alcohol 90.4 82.4
Cannabis 33.1 12.9
Cocaine 4.4 1.3
Amphetamines 8.9 3.4
Ecstasy 6.1 2.9
Inhalants 2.6 0.4
Tranquillisers /sleeping pills 3.2 1.1
Barbiturates 0.9 0.2
Hallucinogens 7.6 1.1
Opiates © 3.1 0.5
Analgesics 6.0 3.1
Any illicit drug 37.7 16.9
Injecting drug use 1.8 0.6

? Refers to non-medical use only.
P Reported use in last 12 months
¢ Refers to heroin, methadone and other opiates
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A census of clients of South Australian drug and alcohol treatment agencies
conducted in May 2001 identified the main drug problem for each client (Shand
& Mattick, 2001). The main problematic drug was alcohol for 38.2% of the total
client population, followed closely by opiates at 37.5%. See Table 2.1.2 for a

breakdown of the main drug problem for clients by drug type.

Table 2.1.2 Main drug problem @ for clients in South Australian treatment service agencies,
May 2001

Drug Type % of clients
Alcohol 38.2
Opiates 37.5
Amphetaminesb 10.0
Cannabis 4.6
Cocaine 0.4
Benzodiazepines 1.5
Hallucinogens and Inhalants 0.0
Poly-drug use 6.6

# Total may exceed 100% as some agencies nominated more than one main drug per

client

® Includes amphetamine-related substances, e.g. ecstasy
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SECTION 3 METHODOLOGY

3.1

Study Design
Ethical approval was obtained from the Research Ethics Committee at the

Royal Adelaide Hospital.

In order to test the construct, concurrent, discriminative and predictive validity
of the ASSIST screening items the ASSIST was administered to two groups of
patients recruited from primary health care settings (referred to hereafter as
the PHC group) and specialised treatment settings (referred to hereafter as the
Treatment group). This was to ensure that patients reflected the continuum of
substance use, from non-problematic use, harmful use through to dependence.
Where appropriate validity was evaluated for each domain outlined in section

1.3.

A comprehensive test battery was administered to participants from both
subject groups and comprised the ASSIST, a number of interviewer
administered questionnaires and self report assessments that are outlined in
detail later. All participants were administered the same battery of tests.
Participants from the Treatment group also received an independent clinical
evaluation (ICE) of current and lifetime dependence from an expert clinician

who was blind to the scores of other tests.

Those participants in the PHC group who scored between 4 and 15 on the
ASSIST for either alcohol, cannabis, cocaine, amphetamines, or between 4

and 10 for opiates were administered the readiness to change questionnaire to
gauge their motivation to change (stage of change). They also received a brief
intervention and related written material from the interviewer as outlined in

section 3. 4.

All subjects were contacted by phone three months after their baseline

assessment, and were re-interviewed using a condensed test battery

13
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consisting of the ASSIST and two other short instruments which are detailed in
section 3.6. Those subjects who received a brief intervention were also asked
for feedback on the perceived effects of the brief intervention using a

structured questionnaire.

Recruitment Settings

As already mentioned the aim of recruitment from two different types of
treatment setting was to test the ASSIST on a broad spectrum of substance
users. It was intended that the sample consist of the following groups of

people:

Nonproblematic users or current abstainers who had never been treated

for a drug or alcohol problem.

Current drug users who were abusing drugs, some of whom were in the
early stages of dependence. Individuals in this group may have received
treatment for substance problems in the past, but where not currently in

treatment or seeking treatment.

High level or dependent users who had been in treatment for no longer

than one month prior to recruitment.

Participants in the Treatment group were recruited from two settings which
form the Withdrawal Management Unit (The Warinilla Clinic and Alcohol Unit)
run by Drug and Alcohol Services Council (DASC). Both units offer a medical
detoxification from alcohol and other drugs in an inpatient setting. The
Warinilla Clinic has ten beds and primarily admits people who use intravenous
drugs (usually opiates and amphetamines). The Alcohol Unit has 12 beds and
admits people who usually misuse alcohol, cannabis or benzodiazepines and
not intravenous drug users. The process of recruiting participants from these
units was as follows: Initially the interviewer examined the case notes of
prospective participants prior to approaching them. If the participant met the

study inclusion criteria, they were approached and asked if they would like to



participate in the study. The study was explained to the client as outlined on
the Informed Consent Procedures and Participant Information sheet. If the
client agreed to take part in the study, he or she was given a copy of the WHO
ASSIST Information Sheet to read before signing the Consent Form (see
Component Il, Module B ‘Informed consent Procedures and Patient

Information’ from the ASSIST Phase Il Protocol).

Participants in the PHC group were recruited from ten Primary Health Care
settings, which included, five general medical practitioners’ offices and five
community health centres situated throughout the city and suburbs of Adelaide.
Fliers advertising the study (see Appendix 2 for a copy of the flier) were placed
on noticeboards around the waiting rooms. In some cases prospective
participants were notified of the study by a staff member at the setting.
Interested clients were asked to phone the ASSIST Project Officer regarding
the study and leave a message on the answering machine. They could also fill
in a ‘Research Volunteer Form’ which was then faxed to the ASSIST Project
Officer by staff at the setting (see Appendix 3 for a copy of the Research
Volunteer Form). Potential participants were rung back by the ASSIST Project
Officer and were read a short explanation of the study before being asked a
series of questions to make sure they were suitable to take part in the study

(see Appendix 4 for a copy of the Recruitment Screening Form).

Approximately half way into collecting data from the PHC group it was evident
that the majority of the participants had not used any drugs apart from alcohol,
tobacco and occasionally cannabis. To rectify this, fliers were altered to
encourage persons that had used illicit drugs to volunteer for the study (see

Appendix 5 for a copy of the altered flier).

Participants were paid a total of AUS$40 for their participation in the baseline

and the follow-up interviews.
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Participants

Inclusion and exclusion criteria
Participants in this study were volunteers between the ages of 18 and 45 who
were:
members of the main ethnic group(s)
able to communicate proficiently in English (the national language)
physically well enough to participate in a one and a half hour assessment
including a physical examination

and had at least 3 cm of hair on their head.

The following were excluded from the study:
Those with severe cognitive impairment or mental retardation
Those with severe behaviour disturbances or psychotic symptoms
Those who were intoxicated or going through withdrawal from alcohol or
drugs
Those who had been in treatment or incarceration longer than one month

(30 days).

Recruitment

In total, 150 participants were recruited for the current study, 50 were recruited
from Treatment settings and 100 were recruited from Primary Health Care
settings. Participants in the Treatment group were all recruited from the
Withdrawal Management Unit. The participants in the PHC group were
recruited from a General Medical Practitioner’s office (n=41), from a
Community Health Centre (n=10), and the remaining were recruited from
advertisements in General Practitioner’s offices or Community Health Centres

(n=48). One participant was recruited from another setting.

A stratified sampling procedure was used to ensure that adequate numbers of
both gender were represented and that there were adequate numbers of

participants in each age range. The upper age limit was set at 45 as the



Table 3.3.1

prevalence of drug dependence is low beyond this age. Table 3.3.1 shows the

age and sex distribution that was achieved.

Age and Sex distribution of participants in ASSIST Phase Il study

Sex

18 to 25 years 26 to 35 years 36 to 45 years Total

Male

25 25 25 75

Female 25 25 25 75

Total

50 50 50 150

3.4

3.4.1
3.4.11

3.4.1.2

Baseline Assessment procedures

A comprehensive test battery, comprising a number of interviewer administered
and self-administered instruments and a biological test, was administered to all
participants in this study. Instruments were chosen that were standardised to
ensure comparability of findings, that measured multiple domains, produced a
number of outcome criteria and had sound psychometric properties (reliability
and validity). Most of the instruments focused on events that occurred over the
last three months, and lifetime experiences, except the MINI Plus which also
assessed events that occurred over the last year. Initially a number of forms
relating to the recording of participants’ consent for the study, personal contact
details, and details of potential follow-up locators, were completed. All

participants were administered the same battery of test in the following order.

Interviewer — administered assessments

Demographic Information Form

This form collected basic information on sociodemographic variables, including
marital status, religion, ethnicity, and educational and occupational status.

The Alcohol, Smoking and Substance Involvement Screening Test (ASSIST)

The ASSIST was the first instrument to be administered.

17
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The Addiction Severity Index (ASI) -Lite

The Addiction Severity Index (ASI) assesses client functioning in a number of
areas - The ASI-Lite is a condensed version of the ASI. The alcohol and drug
use section of the ASI-Lite was used in the present study. The focus of the
substance use section is on lifetime and recent use, as well as problems
associated with drug use. In addition, a section from the ASI on family history
of drug, alcohol and psychiatric problems was used. Relevant questions from
the ASI-Lite were also used in the follow-up questionnaire. The reliability and

validity of the ASI has been previously established (McLellan et al., 1985).

The Severity of Dependence Scale (SDS)

The SDS is a five-item interviewer-administered questionnaire that focuses on
psychological aspects of drug dependence. It takes a very short time to
administer, and provides a score indicating the severity of dependence. The
SDS was included in both the baseline interview and in the follow-up interview.
All participants were asked to complete the SDS with their most problematic
substance in mind. The test-retest reliability and validity of the SDS has been

recently established (Gossop et al., 1997; Gossop et al., 1995).

The MINI International Neuropsychiatric Interview (MINI Plus)

Selected sections of the MINI Plus were used in the baseline interview. The
MINI Plus is an abbreviated structured diagnostic interview which uses
decision tree logic to assess the major adult Axis | disorders in DSM-1V and
ICD-10. It's diagnostic algorithms are consistent with those of DSM-1V and
ICD-10. Itis designed to be administered by tra