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Abstract

Previous research has shown the performance of the CIDATS Co'-Occurring Disorders Screening
Instruments (CODSI-MD and SMD)—six- and three-item instruments to screen for any mental
disorder (CODSI-MD) and for severe mental disorders (CODSI-SMD), respectively—to be
comparable or superior to other, longer instruments. This study tested the stability of the
performance of the CODSI-MD and SMD across three racial/ethnic groups of offenders entering
prison substance abuse treatment programs (n = 353), consisting of 96 African American, 120
Latino, and 137 White admissions. The Structured Clinical Interview (SCID) was used to obtain
DSM-IV Axis I and II diagnoses; a lifetime SCID diagnosis of a mental disorder or a severe
mental disorder was the criterion against which the CODSI-MD and SMD were validated. Results
showed no statistical differences in sensitivity or specificity for either the CODSI-MD or SMD
across the African American, Latino, and White prisoner groups. The value of the CODSI-MD
and SMD as brief screens for mental disorders among offenders with diverse racial/ethnic
backgrounds is discussed.

INTRODUCTION

Most mental and substance use disorder screening instruments in use today have been
developed for use in community-based programs and have not been validated in the criminal
justice system. Several standardized instruments are being used in the criminal justice
system to screen for mental disorders (Referral Decision Scale, Teplin & Swartz, 1989;
Brief Jail Mental Health Screen, Steadman, Scott, Osher, Agnese, & Clark Robbins, 2005)
and for substance use disorders (Texas Christian University Drug Screen (TCUDS), Knight
& Simpson, 2006; Alcohol Dependence Scale (ADS), Horn,Skinner, Wanberg, Foster, & the
Alcoholism & Drug Addiction Research Foundation, 1984). However, data on the
performance of instruments that screen for co-occurring disorders in criminal justice settings
across race/ethnicity are lacking, and a co-occurring disorder screening instrument for use
among racial/ethnic minorities in the criminal justice system is needed.

The supplemental study reported here was undertaken to augment the data obtained from
African American and Latino offenders in the core study, which had been designed to
develop and validate a brief, cost effective alternative to screen offender populations for
mental disorders that would, when appended to an existing substance use disorder screener,
constitute a combined instrument to screen for co-occurring disorders. The purpose of the
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Supplemental study was to examine the performance of the Co-Occurring Disorders
Screening Instrument for any Mental Disorder (CODSI-MD) and the Co-Occurring
Disorder Screening Instrument for Severe Mental Disorder (CODSI-SMD) among African
American, Latino, and White offenders. !

Sacks and colleagues (2007a) developed two tools to screen for mental disorders that were
validated (along with their cut-points) in a subgroup of offenders enrolled in prison
substance abuse treatment programs (Sacks et al., 2007b). These two short instruments, the
six-item CODSI-MD and the three-item CODSI-SMD (for schizophrenia, major depressive
disorders, bi-polar disorders, and suicide risk), were compared with the three standardized
instruments—the MINI Modified Screen (MMS; Brandau, Alexander, & Haugland, 2005),
the Mental Health Screening Form (MHSF; Carroll & McGinley, 2001), and the Global
Appraisal of Individual Needs Short Screener (GSS Version 1.0; Dennis, Chan, & Funk,
2006); items on the CODSI-MD and SMD were drawn from the MHSF, MMS, and GSS.
Results showed that, in addition to being extremely brief, the CODSI-MD and SMD each
produced sensitivity and specificity comparable to those of the other instruments (Sacks et
al., 2007a, 2007b). The authors concluded that the CODSI-MD and SMD showed sufficient
value to justify their use in a criminal justice setting and to warrant validation testing among
minorities and those in other criminal justice settings. In view of the disproportionate
number of African Americans and Latinos involved in the criminal justice system and the
mental illness and substance use histories of offenders (Beck & Karberg, 2001; Harrison &
Karberg, 2004; Mumola, 1999), an examination of the performance of a brief, validated
instrument for co-occurring mental and substance use disorders among racial/ethnic
minorities would be of use to the criminal justice system.

Rates of Minority Incarceration

The U.S. population is comprised of 12.3% persons of African descent and 12.5% persons
of Latino or Hispanic heritage (U.S. Census, 2000). When considering incarcerated
populations, 46.2% of state and federal prison inmates and 41.3% of inmates in jails are
persons of African descent (Beck & Karberg, 2001; Harrison & Karberg, 2004), while
16.4% of state and federal prison inmates and 15.1% of jail inmates have Hispanic origins
(Beck & Karberg, 2001; Harrison & Karberg, 2004). African Americans and Latinos who
are between 20 and 30 years of age have higher incarceration rates (12.8 and 3.7%,
respectively) than their White counterparts (1.6%) (Harrison & Karberg, 2004). In 2002,
African American women, despite having lower incarceration rates than African American
men, were still more than twice as likely as Latinas, and five times more likely than White
women, to be incarcerated (Harrison & Karberg, 2004).

Rates of Substance Use in Offender Populations

The relationship between substance use and crime has been well established in the literature,
with offenders reporting high rates of substance use at the time of committing a criminal
offense and of criminal activities directly related to substance use, i.e. to obtain money to
buy drugs (James & Glaze, 2006; Mumola, 1999). Furthermore, data show that substance
use rates among offenders (either the use of alcohol or drugs or both), while increasing
steadily in the 1990s (Mumola, 1999), have not changed appreciably in recent years
(Mumola & Karberg, 2006). In 1997, 57% of state offenders used drugs in the month prior
to the offense, an increase of 7% from 1991. Between 1991 and 1997, increases were also

IThe supplemental study reported in this paper was funded by the National Institutes on Drug Abuse (NIDA) (5 UO 1 DAO16200-S1)
as part of the Criminal Justice Drug Abuse Treatment Studies (CJDATS) (1 U01 DA 16200-(01-05)), which is a national
collaboration of researchers, criminal justice professionals, and drug treatment practitioners dedicated to the study of treatmentfor

offenders.
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observed for use of drugs, alcohol and drugs, or alcohol at the time of offense (Mumola,
1999); however, no changes in offender substance use in the month prior to the offense or at
the time of offense were observed between 1997 and 2004 (Mumola & Karberg, 2006).

Rates of alcohol and substance use among offenders by race/ethnicity do not differ
dramatically. Mumola (1999) reports that, among state offenders, 83.7% of Blacks, 83.6%
of Whites, and 80.7% of Hispanics report ever having used drugs. Similarly, Mumola (1999)
found few differences by race/ethnicity in drug use at the time of offence (i.e. Whites 33.9%,
Hispanics 33.0%, and Blacks 31.9%), with no changes in offender substance use by race/
ethnicity observed from 1997 to 2004 (Mumola & Karberg, 2006). White offenders reported
the highest percentage of having been under the influence of alcohol at the time of offense
(42.7%) followed by Hispanics (36.7%) and Blacks (33.0%) (Mumola, 1999). With such
high rates of drug and alcohol use among this population overall, the importance of
providing substance-using offenders with needed treatment cannot be overstated.

Rates of Mental Disorder in Offender Populations

It is well documented that rates of mental illness are higher among offenders than in the
general population (Fazel & Danish, 2002; James & Glaze, 2006). Recent data from the
Bureau of Justice Statistics show that mental health problems (clinical diagnosis or history
of treatment by a mental health professional) are found in 56% of offenders in state prisons,
45% of those in federal facilities, and 64% of those in local jails (James & Glaze, 2006).
Among prison and jail inmates, 62.2% of whites, 54.7% of Blacks, and 46.3% of Hispanics
have had a recent (past 12 months) clinical mental disorder diagnosis or have been treated
by a mental health professional (James & Glaze, 2006). With such high rates of mental
problems among offenders, screening to identify those with mental disorders is crucial to
providing needed treatment. It is especially important to identify and treat minorities, given
the disproportionate number of people of color who are incarcerated.

Rates of Co-occurring Disorders in Offender Populations

The rate of co-occurring disorders2 among offenders is high and continues to increase (Cote
& Hodgins, 1990; Sacks & Pearson, 2003). James & Glaze (2006) report that, of state
offenders with mental health problems, 74.1 % have an alcohol or drug problem
(dependence or abuse), compared to 55.6% of offenders without psychological problems.
Offenders with mental disorders have higher rates of alcohol and drug use, drug use, and
alcohol use in the month before the offence, at the time of offence, and over their lifetimes
compared with offenders without mental disorders James & Glaze, 2006). Furthermore, data
on offenders in substance abuse treatment show a high proportion of psychiatric disorders—
50 to 75% have a co-occurring mental disorder (Lurigio & Swartz, 2000; Swartz & Lurigio,
2000).

Treatment Outcomes

Studies in community samples (Drake et al., 1998a; U.S. Department of Health and Human
Services, 1999) have documented poorer outcomes for clients who have co-occurring
disorders, expressed as higher rates of HIV infection, drug relapse, re-hospitalization,
depression, and risk of suicide compared with those with a single substance use or mental
disorder. Recent reviews have cited a variety of effective treatment strategies and models for
co-occurring disorders (Center for Substance Abuse Treatment, 2005; Drake, O'Neal, &
Wallach, 2008). In one example of direct relevance to criminal justice populations, Sacks

2Historically often referred to as “mental illness and chemical abuse” or “MICA” disorders, “cooccurring disorders” has become the

preferred term.
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and colleagues (2003) described the use of the Modified Therapeutic Community (MTC)
model (both in prison and post-release) for male offenders showing evidence of co-
occurring disorders. Significant reductions in reincarceration rates (Sacks, Sacks,
McKendrick, Banks & Stommel, 2004) and substance use (Sullivan, McKendrick, Sacks, &
Banks, 2007) were observed for male offenders with severe co-occurring disorders
randomly assigned to MTC treatment compared with their counterparts who had been
assigned to standard mental health and substance abuse treatment. In a review of studies
conducted within mental health centers, Drake, Mercer-McFadden, Mueser, McHugo, and
Bond (1998b) showed that comprehensive integrated treatment was effective in reducing
substance use and hospitalizations and improving outcomes. Other studies have
demonstrated that integrating mental health treatment in substance abuse treatment settings
improves treatment retention (Charney, Paraherakis, & Gill, 2001; McLellan, Arndt,
Metzger, Woody, & O'Brian, 1993; Saxon & Calsyn, 1995; Weisner, Mertens,
Parthasarathy, Moore, & Lu, 2001). Methods for the treatment of co-occurring disorders,
such as 12-step programs and intensive case management, have also been effective (Bartels,
Drake, & Wallach, 1995). These studies indicate that, once identified, treatment for co-
occurring disorders can be highly effective, improving a variety of outcomes and
underscoring the importance of screening offenders for the presence of co-occurring
disorders.

METHODS

Sample

The sample for the analyses reported in this article included subjects from both the core and
supplemental studies, and contained 353 consecutive new admissions to prison substance
abuse treatment programs; a “new admission” was defined as an offender who entered
substance abuse treatment no more than 14 days prior to agreeing to participate in the study.
The sample of 353 offenders (262 from the core study plus 91 from the supplemental study)
included 137 Whites (all from the core study), 96 African Americans (50 from the core
study plus 46 from the supplemental study), and 120 Latinos (75 from the core study plus 45
from the supplemental study). This overall sample size is similar to that of other studies
comparing sensitivity and specificiry within subgroups (Alexander, Haugland, Lin, Bertollo,
& McCony, 2007; Castel, Rush, & Scalco, 2007).

The core study sample was accumulated from four CIDATS Research Centers WDRI Rocky
Mountain, Lifespan-Brown University, University of California at Los Angles, and Texas
Christian University). In all, 280 subjects were recruited to the core study, including 18
offenders of other racial/ethnic backgrounds; the latter subgroup was omitted for the
purposes of these analyses, resulting in an available core study sample of 262 offenders.

The supplemental study, recruited by the NDRI Rocky Mountain Research Center, included
a total of 120 minority offenders, all of whom were consecutive new admissions to prison
substance abuse treatment in the Colorado Department of Corrections. Data from 21 of these
offenders were incomplete due to a facility move, failure to meet all eligibility criteria, or
barriers to communication, and were omitted from the analyses; another eight of the
recruited offenders declined to participate (a refusal rate of 7%), citing lack of interest in the
research or lack of time. The 91 offenders who remained (46 African Americans and 45
Latinos) formed the supplemental sample, which, when combined with the core study
sample, constituted a sample statistically sufficient to analyze by race/ethicity.

Prior to the participants' inclusion in the study, a research interviewer reviewed an informed
consent form with each eligible offender, ensuring that all aspects of his/her participation in
the study were understood. The consent process informed offenders that their participation
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was strictly voluntary and would not affect their treatment, the services they received, or
their parole status. The Institutional Review Boards of the contributing Research Centers
approved and monitored the core study; Institutional Review Board of the NDRI Rocky
Mountain Research Center reviewed and monitored the supplemental study. The Office for
Human Research Protections approved the core and supplemental studies, and a Certificate
of Confidentiality was obtained to cover all participants in both studies.

Research Instruments

The supplemental study used the same instruments and procedures as the core study. A
modified version of the CIDATS Intake Interview (CIDATS, 2005) was used to collect
demographic information such as age, education, employment and criminal histories, and
health and psychological status. The screening battery consisted of three standardized
instruments—the MHSF (18 items), the MMS (22 items), and the GSS Version 1.0 (15
items)—items on the newly created CODSI-MD and SMD, all with “yes/no” response
options, were derived from the MHSF, MMS, and GSS (MHSF, Carroll & McGinley, 2001;
MMS, Brandau et al., 2005; GSS Version 1.0, Dennis et al., 2006). The selection of
instruments included in the CODSI screening battery relied on a review of the literature,
stakeholder recommendations, and pilot test results. (See Sacks et al., 2007a, for additional
information regarding the selection requirements of instruments for the screening battery.)

As noted, the NDRI research team developed the six-item screen for any mental disorder
(CODSI-MD) and the three-item screen for severe mental disorders (CODSI-SMD) using
items drawn from the MMS, MHSF, and GSS (see Sacks et al., 2007a, for a complete
description of the development of the CODSI-MD and CODSI-SMD). The SCID (First,
Spitzer, Gibbon, & Williams, 2002) is considered to be a standard for diagnosing substance
use and mental disorders (Baldassano, 2005; Blackburn, 2000; Maffei, Fossati, Agostonid,
Barraco, & Bagnato, 1997; Magruder, Sonne, Brady, Quello, & Martin, 2005; Ramirez
Basco et al., 2001) and was used as the criterion measure. The SCID provides Axis I and II
diagnoses using 30-day and lifetime information; lifetime SCID diagnoses were the criterion
against which the CODSI instruments were validated. Items on the CODSI-MD and CODSI-
SMD include response time frames of lifetime, past 12 months, and past two years. Lifetime
diagnoses are reflected on five of six items on the CODSI-MD and on two of three items on
the CODSI-SMD, resulting in parallel lifetime to lifetime relationships for seven of nine
CODSI items.

Test Administration

The supplemental and core studies followed identical methodological procedures. The
investigator for the supplemental study administered the CIDATS Intake Interview to
participants, followed by the screening battery, which consisted of the three mental disorder
screening instruments (MHSF, MMS, GSS) given in random order. The CODSI-MD and
SMD were not administered separately; items on the CODSI-MD and SMD are included in
the MHSF, MMS, or GSS, and were administered as part of the randomly ordered screening
battery. Within one month of the completion of the Intake Interview and screening battery, a
trained SCID interviewer administered the SCID to all participants; a SCID supervisor
reviewed all SCID interviews for completeness and accuracy. The SCID interviewers had no
knowledge of the results of the Intake Interview or of the screening battery to prevent
interviewer bias from affecting the SCID diagnosis.

Cut-off Scores

Cut-off scores, or cut-points, are used to identify those individuals who have a potential
mental health disorder that warrants further assessment; scores above the cut-point indicate
the presence of a mental disorder, and scores below the cut-point indicate no disorder. The
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supplemental study used the cut-points that had been established and validated in the core
study (Sacks et al., 2007a, 2007b), and that produced an optimal combination of sensitivity,
specificity, and overall accuracy for each instrument. When the overall accuracy was
identical for two cut-points, the cut-point with the highest sensitivity was selected. (See
Sacks et al., 2007b, for the validation of the cut-points for each instrument.)

Analytic Strategy

Cansistent with previous validation studies of the CODSI-MD and SMD (Sacks et al.,
2007a, 2007b), this report concentrates, primarily, on the sensitivity and specificity scores.
Sensitivity is the percentage of individuals with the condition whom the screener correctly
identified as having the condition; this is also known as the true positive rate. Specificity is
the percentage of individuals who do not have the condition and that the screener correctly
identified as being free of the condition; this is also known as the true negative rate.
Sensitivity and specificity are best suited to the needs of prison and program administrators,
being easily interpreted and providing information about (1) the percentage of individuals
who truly have the condition and will be detected by the CODSI-MD or CODSI-SMD
(sensitivity), important for determining who needs further assessment; and (2) the
percentage of individuals who truly do not have the condition and will be ruled out by the
CODSI-MD or CODSI-SMD (specificity), important for excluding those who do not
warrant further assessment. Moreover, sensitivity and specificity are determined from
separate subsamples, composed of individuals with (prevalence 100%) and without
(prevalence 0%) the disorder, and are not dependent on the prevalence of the disorder in the
population of interest. This quality makes sensitivity and specificity suitable for examining
the performance of screening instruments across populations in which prevalence could
vary.

The Pearson chi-square was used to test the significance of differences among the
raciallethnic groups on sensitivity, specificity, and demographic characteristics. Testing for
differences in sensitivity and specificity among raciallethnic groups involves the cross-
tabulation of racelethnicity with the screening result in a subgroup of the total sample. The
cross-tabulation and associated Pearson chi-square test among those with the condition
constituted a comparison of sensitivity; among those without the condition, the cross-
tabulation and associated Pearson chi-square test constituted a comparison of specificity.
The sensitivity and specificity comparisons were independent because different subgroups
were assessed, hence the use of the Pearson chi-square statistic was warranted. The data
were weighted by racelethnicity and gender to account for the over-sampling of female
offenders. Confidence limits (95%) for all performance measures have been included to
indicate the precision of estimates.

Additional Analyses—Although the measures just discussed were sufficient to achieve
the primary aim of this study, the analyses included other measures of the psychometric
properties of these instruments; i.e. overall accuracy, which is the percentage of all
individuals who are properly identified by the screener as either having or not having the
condition. Another set of measures describes those who did and did not receive a positive
screen; positive predictive value (PPV) represents the percentage of individuals with a
positive screen who actually had the condition, while negative predictive value (NPV)
represents the percentage of individuals with a negative screen who did not have the
condition. A third set of measures consists of likelihood ratios that reflect changes in the
odds, using the screening instrument result, that a particular individual either had (i.e. a
positive likelihood ratio or LR+) or did not have (i.e. a negative likelihood ratio, or LR-) the
condition.

Behav Sci Law. Author manuscript; available in PMC 2011 October 3.
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RESULTS

Table 1 shows the self-reported demographic characteristics of the study sample composed
of African Americans and Latinos from the core and supplemental studies, and Whites from
the core study. The majority of the sample in each racial and ethnic group was male. The
average age was 36 years for African Americans, 33 years for Latinos, and 36 years for
Whites. Significant differences between the raciallethnic groups were evident for the mean
number of children under 18 years old, with Latinos reporting more children than African
Americans or Whites (p < 0.05). Whites showed more signs of mental disorder as evinced
by higher percentages of lifetime hospitalizations for psychiatric or emotional problems (p <
0.01), lifetime major depressive disorder (p < 0.01), and a SCID diagnosis of severe mental
disorder (p < 0.05). Whites also had more severe substance use problems, represented by the
percentage reporting lifetime injection drug use (p < 0.001), lifetime heroin use (p < 0.01),
lifetime cocaine use (p < 0.001), and lifetime methamphetamine use (p < 0.001).

Sensitivity and Specificity

Sensitivity—Table 2 shows the sensitivity scores for the CODSI-MD (any mental
disorder) and the CODSI-SMD (severe mental disorders) by racelethnicity after weighting
the data to offset the over-sampling of females. The CODSI-MD scores showed no
significant differences between the groups when screening for any mental disorder, with the
considerable overlap between confidence limits (presented in parentheses) indicating little
difference in sensitivity between the groups. The data for the CODSI-SMD showed similar
results, with no statistically significant differences in sensitivity between the groups when
screening for a severe mental disorder, and considerable overlap between the groups in the
confidence limits.

Specificity—Table 3 shows the specificity of the instruments after weighting for the over-
sampling of females. No significant differences were apparent for either instrument, and
confidence limits for both instruments showed considerable between group overlap.

Additional Criteria for Consistency Across RacelEthnic Groups

Table 4 displays the relative performance of the CODSI-MD and CODSI-SMD using
additional measures. The performance of the CODSI-MD was consistent across the
raciallethnic groups. The negative likelihood ratio, which involves the odds of not having
the condition, had the largest differences between the groups, but even these differences
(0.42 for African Americans and 0.30 for Latinos and Whites) were relatively small, with
considerable between group overlap in the confidence limits. Comparisons for the CODSI-
SMD (severe mental disorders) exhibited substantial differences in the point estimates of
positive predictive values and positive likelihood ratios across raciallethnic groups. These
differences indicated greater accuracy for Whites; however, given the precision of these
values (a function of the number of cases available), the confidence intervals overlap
substantially.

Clinical efficiency

Table 5 shows the clinical efficiency of the CODSI-MD and SMD in the unweighted data.
The CODSI-MD and SMD were both clinically efficient in terms of conserving assessment
resources, identifying for further assessment those individuals who actually had a mental
disorder and few of those who did not have a disorder. The CODSI-MD identified 65
African American offenders as having a mental disorder, 51 (78.5%) of whom had a
corresponding SCID diagnosis for any mental disorder. Among Latinos, the CODSI-MD
identified 83 offenders as having a mental disorder, 72 (86.7%) of whom had a
corresponding SCID diagnosis of a mental disorder. Among White offenders, the CODSI-
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MD identified 99 offenders as having a mental disorder, 83 (83.8%) of whom had a
corresponding SCID mental disorder diagnosis.

The CODSI-SMD was also efficient. Among African American offenders, the CODSI-SMD
identified 29 individuals as having a severe mental disorder, 17 (58.6%) of whom met the
SCID criteria for a severe mental disorder, while 9 of the remaining 12 individuals met the
SCID criteria for a mental disorder that was not severe; in other words, 26 of the 29 (89.7%)
individuals the CODSI-SMD identified as having a severe mental disorder met SCID criteria
for some type of mental disorder. Among Latinos, the CODSI-SMD identified 33
individuals as having a severe mental disorder, 18 (54.5%) of whom met the SCID criteria
for a severe mental disorder, while 14 of the remaining 15 met the criteria for any mental
disorder. Thus, of the 33 Latinos the CODSI-SMD identified as having a severe mental
disorder, 32 (97.0%) met SCID criteria for a mental-disorder diagnosis of some type.
Among Whites, the CODSI-SMD identified 42 individuals as having a severe mental
disorder, 35 (83.3%) of whom met the corresponding SCID criteria for a severe mental
disorder, while 5 of the remaining 7 met the criteria for any mental disorder. Thus, of the 42
Whites the CODSI-SMD identified as having a severe mental disorder, 40 (95.2%) met
SCID criteria for a severe or non-severe mental disorder.

DISCUSSION

The study reported here demonstrated the consistency of sensitivity and specificity scores
across raciallethnic groups of African American, Latino, and White prisoners entering prison
substance abuse treatment programs, which extends prior research (Sacks et al., 2007a,
2007b) that validated the CODSI-MD as a screening instrument for any mental disorder and
the CODSI-SMD as a screening instrument for severe mental disorders among substance-
abusing prisoners. Although the main focus of this supplementary study was on sensitivity
and specificity, other measures typically used to determine the performance of screening
instruments were considered. These additional measures (i.e. negative likelihood ratio,
positive predictive value, positive likelihood ratio) also showed no differences between the
raciallethnic groups for either the CODSI-MD or the CODSI-SMD, given the precision of
these values as indicated by the overlapping confidence limits. Thus, the CODSI-MD and
SMD were shown to produce equivalent accuracy across all three of the major raciall ethnic
groups.

The absolute values of sensitivity and specificity scores of the CODSI, containing few items,
compared favorably with other screening instruments that Sacks and colleagues tested
(Sacks et al., 2007a, 2007b). In general, the CODSI-MD produced acceptable sensitivity and
specificity. Furthermore, the sensitivity was somewhat higher than the specificity, which
indicates more efficiency in the identification of individuals with a mental disorder than in
the identification of those without a mental disorder; given the high lifetime prevalence of
mental disorders (over 70%) in the populations tested, the emphasis on identifying
individuals with the disorder is appropriate. The CODSI-SMD (for severe mental disorders)
also produced acceptable sensitivity and specificity, with the specificity being considerably
higher than the sensitivity. This is an appropriate balance for the populations tested, because
the lifetime prevalence for severe mental disorders drops to less than 30%; at this
prevalence, the emphasis shifts to excluding individuals who do not have the disorder, as
there are many more offenders without a severe mental disorder.

In addition to demonstrating good psychometric properties on the primary measures of
sensitivity and specificity, it is notable that both the CODSI-MD and SMD meet acceptable
standards for clinical efficiency, expressed as the percent of individuals referred to
assessment who actually have the condition. Efficiency gains importance when assessment
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resources are scarce, optimizing the number of individuals in need of services who actually
receive those services, and minimizing the assessment resources that are spent on
individuals who do not have the condition. In this instance, of the individuals with positive
scores on the CODSI-MD (for any mental disorder), 84% of African Americans, 87% of
Latinos, and 85% of Whites had a corresponding SCID diagnosis of a mental disorder,
showing that the instrument is similarly efficient across raceiethnic groups. Consequently,
relatively few who did not have a mental disorder would have been referred for additional
assessment. Of those with positive scores for a severe mental disorder on the CODSI-SMD,
55% of African Americans, 53% of Latinos, and 78% of Whites had a corresponding SCID
diagnosis. The efficiency of the CODSI-SMD increases considerably when individuals with
any mental disorder are included; in this instance, 89.7% of African Americans, 97.0% of
Latinos, and 95.2% of Whites who had a positive score on the CODSI-SMD had a SCID
diagnosis of a mental disorder, again demonstrating similar characteristics across raceiethnic
groups. The disadvantage of using only the CODSI-SMD to identify those with any type of
mental disorder is that the sensitivity (true positive) will be low, and many individuals who
do have a mental disorder will be missed. Where assessment resources are in very short
supply, using a combination of the CODSI-MD and the CODSI-SMD will assure the
efficient use of those scarce resources; using either or both of the instruments will assure a
culturally equitable means of identifying individuals in need of further assessment.

Although the results of the current study are encouraging, readers should be cautious when
generalizing these findings. Half the sample was drawn from four CIDATS sites (NDRI
Rocky Mountain, Lifespan-Brown University, University of California at Los Angles, Texas
Christian University); the additional African American and Latino offenders were sampled
only from the NDRI Rocky Mountain site in Colorado. Furthermore, although the study
increased the sample of African Americans and Latinos, after disaggregating by race/
ethnicity, the high prevalence of mental disorder meant that each subgroup contained few
individuals without some sort of mental disorder. Also, given the low prevalence of severe
mental disorders overall, relatively few individuals within each subgroup had a severe
mental disorder. As a consequence, the point estimates of sensitivity for severe mental
disorders and specificity for any mental disorder were less precise. In other words, a larger
sample capable of more precise estimates could detect clinically meaningful differences in
performance across racial/ethnic groups. Another limitation is the one-month maximum
between the Intake Interview and screening battery, and the admission of the SCID; it would
be preferable to eliminate the interval between the two interview sessions to avoid any
influence that substance abuse treatment might have on mental disorder symptoms in the
interim. Finally, the CODSI and SCID diagnoses were compared using lifetime disorders
only; for those interested in more recent evidence of mental disorders, the data presented in
this article will be overly inclusive of psychiatric diagnoses.

CONCLUSION AND FUTURE PLANS

The study presented in this paper provides additional evidence of the utility of the CODSI-
MD and SMD to screen offenders in prison substance abuse treatment programs for the
presence of a mental disorder. The findings support the use of the CODSI six-item screen to
identify any mental disorder and the CODSI three-item screen to identify a severe mental
disorder as a culturally fair test in terms of its relative performance across the major racial/
ethnic groups in state prison systems. The accuracy of the CODSI-MD and SMD compared
well with those of other screening instruments (Sacks et al., 2007a, 2007b) and, in view of
their brevity, the instruments present a viable option for those wanting to screen for any
mental disorders or for severe mental disorders among African American, Latino, and White
substance-abusing prisoners. Future research plans include testing the CODSI-MD and SMD
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in conjunction with the TCU Drug Screen (Knight & Simpson, 2006; Knight, Simpson, &
Hiller, 2002) as a screening strategy to identify individuals with co-occurring disorders, and
the application of the combined instruments in other criminal justice populations and
settings, such as jails, probation, and drug courts.
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Table 1
Demographic characteristics, unweighted data
Background characteristics—self-report AfrAmer N=96 Latino N=120 White N=137 §
Mean, median, or Mean, median, Mean, median, p-value
% or % or %
Mean age 36.03 (19-65) 32.74 (19-53) 36.02 (19-63) 0.396
% male 56.3% 60.8% 58.4% 0.792
% legally married 25.0% 23.3% 22.6% 0.914
) %)employed, last 6 months before incarceration (full or part 56.2% 59.2% 59.1% 0.692
time
Mean No. of children under 18 1.96 (0-8) 2.12 (0-8) 1.64 (0-6) 0.041%*
Mean years of education 11.43 (6-17) 10.88 (6-16) 11.53 (6-19) 0.571
Criminal background
Mean age at first arrest 17.47 (6-35) 17.05 (6-43) 19.50 (7-61) 0.178
Median No. of arrests, lifetime 13.00 (1-1800) 9.00 (1-200) 10.00 (1-999) 0.782
Median No. of drug related arrests, lifetime 5.00 (0-900) 5.00 (0-200) 6.00 (0-999) 0.781
Physical & mental health background
% hospitalized for physical health problems, lifetime 66.7% 54.2% 67.9% 0.051
Mean No. of hospitalizations for psychiatric problems, lifetime 2.60 (0-100) 0.29 (0-6) 1.75 (0-99) 0.375
) % ever hospitalized for psychiatric/emotional problems, 18.7% 11.8% 27.0% 040087L
lifetime
Bipolar I, SCID dx, lifetime 3.1% 0.8% 5.8% 0.086
Major depressive disorder, SCID dx, lifetime 17.7% 25.8% 29.9% 040047‘
Dysthymic disorder, SCID dx, lifetime 52% 2.5% 5.1% 0.709
Mood disorder due to general medical condition, SCID dx, 0.0% 0.0% 2.2% 0.092
lifetime
Substance induced mood disorder, SCID dx, lifetime 4.2% 6.7% 9.5% 0.290
Schizophrenia, SCID dx, lifetime 3.1% 0.0% 0.7% 0.083
Brief psychotic disorder, SCID dx, lifetime 2.1% 0.0% 0.0% 0.068
Panic disorder, SCID dx, lifetime 10.4% 13.3% 8.0% 0.480
Posttraumatic stress disorder, lifetime 13.5% 15.8% 10.2% 0.488
Generalized anxiety disorder, lifetime 8.3% 5.8% 8.6% 0.339
Any mental disorder SCID diagnosis 66.7% 74.2% 73.7% 0.400
Severe mental disorder SCID diagnosis 30.2% 30.0% 43.1% 0.045*
Substance use background
% received prior treatment for drug abuse, lifetime 67.7% 70.8% 57.7% 0.069
Median No. of times treated for substance use, lifetime 1.00 (0-32) 1.00 (0-18) 1.00 (0-104) 0.353
% injection drug use, lifetime 11.5% 24.2% 52.6% <0.000‘i
% use alcohol, lifetime 95.8% 100% 97.1% 0.100
% use marijuana, lifetime 90.6% 90.8% 94.2% 0.510
% use heroin, lifetime 12.5% 22.5% 34.3% O.OOIT
% use cocaine, lifetime 51.0% 74.2% 82.5% <0.000‘i‘
% use methainphetamines, lifetime 22.9% 57.5% 71.5% <0.000i
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AfrAmer = African American; dx = diagnosis.
Pearson chi-square p-value
5}Reﬂects true value, not median or mean.
*
p <0.05;
?Lp <0.01;

¥
p <0.001.
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