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Abstract
This study aimed to assess the psychometric properties of the Greek version of the “Substance
Abuse Subtle Screening Inventory” (SASSI-3). 508 individuals participated in this study; 248
drug abusers, 49 alcohol abusers and 211 control subjects were nationally recruited in Greece
and were asked to fill in the Greek versions of the SASSI-3, the AUDIT and the DUDIT. The
Cronbach’s alpha coefficients for the full SASSI-3 questionnaire, the FVA and the FVOD scales
for the total sample were .84, .93 and .97 respectively, and positive correlations between the
FVA scale and the AUDIT (r=.81) and between the FVOD scale and the DUDIT (r=.90) indicate
high reliability and convergent validity of the instrument. Mean sensitivity of the full
questionnaire and specificity were found to be 96.35% and 92.9% respectively indicating strong
predictive validity. The psychometric properties of the subtle scales were much lower

suggesting the need for further research and evaluation on their reliability and validity.
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I. INTRODUCTION
Substance Abuse Definition and Historical Background

The Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM-5),
published by the American Psychiatric Association (APA, 2013), and the International
Classification of Diseases, tenth edition (ICD-10) published by the World Health Organization
(WHO, 1981) are currently the two main classification systems for psychiatric disorders
including substance use disorder. There is no universal definition for substance abuse as the
word “abuse” has been under scrutiny about its belittling, inaccurate and stigma-related
connotations which impact greatly individuals and societies, thus having scholars questioning its
usefulness (Broyles, 2014; Kelly, 2004; Linton, Campbell, & Gressick, 2016; Miller, 2006). The
DSM-V (APA, 2013) positioned itself towards this debate by introducing the term “substance
use disorder” (SUD), repealing the distinction between “substance abuse” and “substance
dependence” existing in its previous DSM-IV (APA, 2000) as the term “dependence” was often
confused with the term “addiction”.

Before exploring what this change meant and how SUD is currently characterized and
diagnosed, it is useful to look at the history of substance abuse definition to better understand the
complexity and sensitivity of what it actually means and entails. The words “drugs” and
“alcohol” first appeared in both the DSM and the ICD in the 1950s. In the first DSM which was
later called first edition (DSM-1) both terms appeared under the definition of addiction, but the
term “drug addiction” was classified as a secondary diagnosis (symptomatic of other disorders)
and the term “alcoholism” had no diagnostic criteria (APA, 1952, p. 39). A few years later the
WHO’s Expert Committee on Addiction-Producing Drugs suggested a distinction between

addictive and habitual drugs (WHO, 1957). Addictive illicit drugs attributes entailed
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compulsion, tolerance and dependence, and consequently had adverse effects to the user and the
society. Alcohol and tobacco were in the habitual drugs classification and had four
characteristics: (a) using the drug for personal contentment; (b) having little or no inclination to
increase the dosage; (c) experiencing possible dependence only psychologically (not physically);
and (d) little or no effects to the society. As a result, there was strict control over the illicit
addictive drugs and some minimal control levels and warning labels were decided for the
habitual drugs (WHO, 1957, pp. 9-14). However, this view was confusing and left a lot of grey
areas and questions unanswered among the scholars and professional communities. As expected,
this outlook changed dramatically over the years not only because it was evidenced that it is
inevitable for diseases and their classifications to be modified, but more importantly they were
influenced by a multitude of social, political and economic forces throughout the years (Neuman,
Bitton, & Glantz, 2005; Nutt, King, & Phillips, 2010).

In the 1960s, the same WHO expert committee suggested to substitute, or rather merge
the two terms (addiction and habituation) to one term: “drug dependence” therefore creating the
need to differentiate between the different types of drugs as well as between the physical and the
psychic dependence (Eddy, Halbach, Isbell, & Seevers, 1965; WHO, 1964). The term
“dependence” was not new to the WHO as it was used earlier to define alcoholism as part of a
broader category of drugs eliciting dependence (WHO, 1951). Right around the same time the
word “dependence” appeared also in the second edition of the DSM (DSM-I1) (APA, 1968)
where there is a clear diagnosis for alcoholism (alcohol dependence) and drug dependence
excluding prescribed drugs, alcohol, tobacco and caffeine. Drug dependence referred to
dependence on opium, cocaine, cannabis, hallucinogens, synthetic analgesics with morphine-like

effects, barbiturates, other hypnotics and sedatives, and other psycho-stimulants (APA, 1968, p.
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45-46). Extending the concept of dependence, a bit later another group of investigators in WHO
issued a memorandum to introduce the idea of a “dependence syndrome” in which there are
degrees of alterations in the individual’s behavioral, cognitive and psychobiological levels that
could result in disabilities related to alcohol dependence (Edwards, Gross, Keller, Moser, &
Room, 1977).

The term “substance abuse” made its first appearance at the DSM-111 (APA, 1980) along
with the term “substance dependence” to classify the two subcategories of substance
pathological use. Substance abuse had three characteristics: (a) a pattern of pathological use; (b)
impairment in social or occupational functioning caused by the pattern of pathological use; and
(c) minimal duration of disturbance for at least one month. Substance dependence was more
severe than substance abuse and was characterized by the aspects of tolerance and withdrawal
resulting in physiological dependence (APA, 1980, pg. 164-165). There were five kinds of
substances, more specifically “alcohol, barbiturates or similarly acting sedatives or hypnotics,
opioids, amphetamines or similarly acting sympathomimetics, and cannabis” (APA, 1980, p.
165-166). DSM-IV (APA, 2000) continued under the same logic of distinguishing the
classifications of substance abuse and substance dependence only now renaming the main
category to SUD instead of substance pathological use.

The rapid changes from DSM-I11 (APA, 1980) to DSM-III-R (APA, 1987) and DSM-1V
(APA, 1994) were criticized by scholars and clinicians who had little time to absorb and adapt to
the changes in such limited time especially since the DSM-IV grew immensely in categories and
added 886 pages to the previous edition (Blashfield, Keeley, Flanagan, & Miles, 2014). DSM-
IV defined substance abuse as “a maladaptive pattern of substance use manifested by recurrent

and significant adverse consequences related to the repeated use of substances” (APA, 1994, p.
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182). There were 10 substances classified under substance abuse: alcohol, amphetamines,
cannabis, cocaine, hallucinogens, inhalants, opioids, phencyclidine, sedatives — hypnotics -
anxiolytics, and other (APA, 1994, p. 177). Substance dependence was defined as “a cluster of
cognitive, behavioral, and physiological symptoms indicating that the individual continues use of
the substance despite significant substance-related problems” (APA, 1994, p. 176). It entailed
tolerance, withdrawal and compulsive drug-taking behavior and the drugs categories were the
same as in substance abuse, adding nicotine and polysubstance.

Finally, the latest revision of DSM-5 (APA, 2013) dropped the two separate diagnoses for
substance abuse and substance dependence and provided criteria for the overarching SUD
category which is defined exactly as substance dependence was defined in DSM-IV (APA, 1994,
p.177) above. The drugs classes are 10: alcohol, cannabis, hallucinogens (phencyclidine and
other hallucinogens), inhalants, opioids, sedatives (hypnotics or anxiolytics), stimulants
(amphetamine-type substances, cocaine, and other unspecified stimulants), tobacco, and other or
unknown substances (APA, 2013, p. 482).

In conclusion, both DSM-5 (APA, 2013) and ICD-10 (WHO, 1992) classification
systems define substance abuse in the context of a harmful use of psychoactive substances
(alcohol and illicit drugs) that could result to an array of cognitive, behavioral and physiological
manifestations due to the repeated use of substances despite their harmful consequences. The
DSM-5 (APA, 2013) suggests that the underlying mechanism of SUDs involves changes in the
brain circuits, which may persist even after detoxification posing a danger for intense cravings

and repeated relapses.
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DSM-5 Diagnostic Criteria for Substance Use Disorders (SUDs)

SUD is characterized by a pathological pattern of behaviors pertinent to substance use. In
order to facilitate diagnosis, DSM-5 (APA, 2013) introduced four diagnostic groupings: (1)
Impaired control; (2) social impairment; (3) risky use; and (4) pharmacological criteria. Each
grouping has its own criteria and the severity of the SUD (mild, moderate and severe) is
determined by the number of the symptom criteria met.

The first grouping (impaired control) has four criteria (Criteria 1-4). Criterion 1: The
period or the amount of the substance the individual takes may be longer or larger than his /her
original intention respectively. Criterion 2: There could be a persistent expression of the
individual about his/her desire to regulate or seize substance use and possible reported
unsuccessful attempts to do so. Criterion 3: A significant amount of time could be spent in the
acquisition, use or recovery from the substance. In more severe cases of SUDs the individual’s
daily focus is consumed all around the substance. Criterion 4: Craving is a new addition to
DSM-5. It is the intensive urge for the substance that could happen at any time, but it is more
likely to happen in environments where the substance was previously acquired or used. Craving
is linked to the reward system in the brain and classical conditioning. As it could signal an
impeding relapse it could be useful in treatment measures (APA, 2013, p. 483).

The second grouping (social impairment) has three criteria (Criteria 5-7). Criterion 5:
Repeating use of substances could result in the inability to successfully carry out professional
(work), academic (school) or family (home) obligations. Criterion 6: Despite the problems the
individual may have in his/her social and interpersonal relationships, the substance use does not
stop. Criterion 7: Staying away or withdrawing from social, familial, professional or

recreational activities and hobbies due to substance use (APA, 2013, p.483).
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The third grouping (risky use) has two criteria (Criteria 8-9). Criterion 8. Repeated use
of the substance even in physically hazardous situations. Criterion 9: Despite the hazardous use
of the substance that may result in psychological or physical issues most likely intensified by the
use, the individual does not stop the substance use. The focus in this criterion is on the
individual’s inability to stop using the substance despite its adverse effects and not the existence
or the problem per se (APA, 2013, p. 483).

Last but not least, the fourth grouping (pharmacological criteria) has two criteria (Criteria
10-11). Criterion 10: Tolerance; it is characterized either by the required increase of the dosage
of the drug in order for the desired effect to be achieved, or by the significantly lower effect
experienced after the usual dosage of the drug is taken. Tolerance is a challenging criterion to
determine as it varies among individuals and substances, and it is related to a cluster of central
nervous system (CNS) effects. History and lab tests could be helpful but tolerance needs to be
distinguished from the variability and the sensitivity of the individual to the particular substance.
For example, there could be a big difference in tolerance between a first-time alcohol drinker and
one with a drinking history after consumption of a few drinks. The former could have little
effects of intoxication whereas the latter could exhibit incoordination or slurred speech (APA,
2013, p. 484).

Criterion 11: Withdrawal; it is defined as “a syndrome that occurs when blood or tissue
concentrations of a substance decline in an individual who had maintained prolonged heavy use
of the substance” (APA, 2013, p. 484). When an individual experiences withdrawal symptoms it
means that it is more likely than not to consume the substance for symptom relief. Like
tolerance, withdrawal symptoms differ a lot across substances and each substance class has its

own separate withdrawal criteria. Certain substances have more obvious physiological
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withdrawal symptoms and some less apparent. Symptoms of tolerance or withdrawal are not
mandatory for an SUD diagnosis and they are not taken into consideration when they occur as a
result of a medical treatment. However, in the case where the individual uses prescription drugs
inappropriately, then an SUD could be correctly diagnosed if there are symptoms of an
uncontrollable drug-seeking behavior.

SUD severity is determined by the number of symptoms present; i..e., if two to three
symptoms are present then the SUD severity is marked as “mild”, if the symptoms present are
four to five the SUD severity is marked as “moderate”, and if the symptoms present are six or
more then the severity is marked as “severe”. There are four specifiers for SUD, i.e., "in early

in sustained remission,

remission, on maintenance therapy,” and "in a controlled
environment.” definitions of which are given in the context of the criteria sets respectively (APA,
2013, p. 484).

The DSM-5 (APA, 2013) provides specific codes that apply to the specific class of
substances and need to be noted by the clinician accordingly. Moreover, each class of
substances has its own diagnostic criteria but since they follow the structure of the four main
SUD groupings, for the purpose of this paper will not be detailed for all 10 substance classes;
they will rather be included in the exploration of the overarching SUD category.

Epidemiology of SUDs

Research has been extensive in exploring SUDs prevalence since it is a challenging task
due to the different categories of substances falling under the SUD umbrella, such as alcohol and
an array of other illicit and non-illicit drugs. To this end, big volumes of the literature body have

either investigated alcohol use disorders (AUD) or drug use disorders (DUD) separately, thus

making the overall epidemiology statistics for SUD difficult to define. Last, but not least, the
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biggest part of the literature body has explored multiple SUDs, which makes sense since an SUD
almost never appears in isolation.

Literature however has agreed that SUDs are common disorders, which contribute
significantly to the global public health and account for a substantial proportion of the disease
burden (Whiteford, Ferrari, Degenhardt, Feigin, & Vos, 2015). In the past, policy on health
issues was solely determined based on mortality statistics, thus undermining the overall impact
of mental disorders with lower mortality and high impairment and disability throughout life, such
as SUDs. The lack of understanding the epidemiology of these disorders and the effect of
culture on them made the collection of global epidemiological data challenging and delayed
treatment protocols (Jorm, 2012; Wang et al., 2007).

Prevalence, age and gender differences. Overall, SUDs are among the most prevalent
mental disorders worldwide. They are contributing exceedingly to the world’s morbidity and
mortality rates, have high comorbidity with physical and mental disorders, and are highly
disabling (Blanco et al., 2007; Grant et al., 2016; McCabe, West, Strobbe, & Boyd, 2018).

United Nations Office on Drugs and Crime (NDOC, 2010) reported that globally,
individuals from 15 to 64 years who have used drugs once in the past year are reported to be
between 180 and 250 million people. The data is estimated from 217 countries/territories in
Africa (55), United States of America (45), Asia (51), Europe (47) and Oceania (19). More
specifically, 15 million people were illicit opiate drug users with opium prevalence to be the
highest in Asia (at least 3 million people) where 60% of the world’s opium consumption takes
place (excluding China, India and Myanmar), followed by East and Southeastern Europe (2
million people) and West and Central Europe and North America (1.2 million people each).

Heroin prevalence is the highest in India with over 2 million users, followed by Europe
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(excluding Turkey and Russian Federation) with 1.6 million users, the USA with 1.5 million
users and the Russian Federation with 1.49 million users respectively. Cocaine users are the
highest in North America (6 million), followed by West and Central Europe (3 million), and
South America (2 million). Cannabis prevalence is the highest in North America (31 million)
followed by South Asia (27 million), West and Central Europe (20 million) and West and
Central Africa (16 million at least). Lastly, amphetamine users are the highest in East and
Southeast Asia (at least 5 million), followed by North America (3 million) and West and Central
Europe (1.5 million).

In order to improve health care for individuals with SUDs, it was imperative to
understand not only the figures and dispersion of the disorders among countries all over the
world, but also to measure the overall disease burden incorporating disability along with
mortality. In 1990, the first Global Center of Disease Study (GCDS) reported that neurological,
mental and SUDs were found to be a compelling percentage of the world’s disease burden
(Murray, Lopez, & World Health Organization, 1996). The world’s disease burden was defined
using a health metric system in which the years lived with the disease (non-fatal component) and
the years lost due to earlier than anticipated mortality (fatal component) were accounted for. The
sum of the two components is called disability-adjusted life years (DALYS) and defines the
disease burden.

In the latest SCDS that accessed an expanded list of disorders among males and females
among 187 countries in 21 world regions and 20 different age groups, the SUDs accounted for
14.7% (37 million) of DALYSs across lifespan. Age-wise, SUDs increased in early adulthood
and remained consistent among age groups with men being accounted for more DALY than

women. Regionally, the burden in developed countries was 1.3 times higher compared to the
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one of the developing countries, with SUDs having three times higher DALY in Central Asia
and Eastern Europe compared to sub-Saharan Africa (Whiteford et al., 2015).

Research within Europe is still young, as European countries have been working on
collecting data on SUDs prevalence only over the last couple of decades. The advantage though
is that research data is gathered under a unified and harmonized method by the European
Monitoring Centre for Drugs and Drug Addiction (EMCDDA), thus making it easier to compile
and compare results among countries. On the other hand, each country is driven by different
regional and cultural aspects that also play a role into the specific drugs used (Griffiths,
Mounteney, Lopez, Zobel, & Gotz, 2012).

In the latest report for Europe based on the DSM-5 (APA, 2013) criteria for DUD, it was
estimated that: (a) 24 million adults (15-64) had used cannabis in the previous year and 87.6
million in a lifetime; (b) 3.5 million adults had used cocaine in the previous year and 17 million
in a lifetime; (c) 2.6 million people used MDMA in the previous year and 13.5 million in a
lifetime; (d) 1.7 million people had used amphetamines in the previous year and 11.9 million in a
lifetime; (e) high-risk opioid users were reported to be 1.3 million out of which fatal overdoses
were 84%; and (f) three percent of the 15 to 16 year old students in 24 countries used new
psychoactive substances (around 670) in the previous year and four percent in a lifetime
(EMCDDA, 2018)

The same study revealed that a total of 56 million males reported to have tried illicit
drugs in their lifetimes, as compared to 36.3 females. The ratios varied per drug, with cocaine
having the highest rate between males and females of two-point-two to one, cannabis one-point-
five to one, and MDMA and amphetamines two to one respectively. Cannabis was found to be

the most used drug among all ages however its lifetime use level varied greatly between
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countries with France on top with 41% prevalence of adults and Malta at the bottom with 5%
prevalence of adults. In terms of age, 26.3% of young adults (15-34) have used cannabis in their
lifetime and 14.1% in the previous year. 17.4% of this age group was 15 — 24 years old with
France again leading in prevalence rates (21.5%) and Hungary being as low as 3.5%. The ratio
of cannabis user among young adults in the previous year was two to one.

Europe’s latest report on AUDs at primary health care (PHC) settings included Italy and
Spain as representative countries of the Mediterranean region, Germany as representative of the
central-West and Western regions, and Hungary, Latvia, and Poland as representative countries
of the central-East and Eastern European regions. The average AUDs prevalence was reported at
11.8%, with Latvia being the highest (15.1%) and Hungary the lowest (7.5%). Males’
probability to be diagnosed with AUDs was at least three times higher than the females.

In Greece, prevalence of young adults (15-34) DUDs use of cocaine was reported to be
0.2% in the last 12 months and 0.7% in a lifetime (Mounteney et al., 2016). However, based on
the latest comprehensive report of the EMCDDA (2018), these figures seemed to be a bit higher;
estimated to be 0.6% in the last 12 months for young adults and 1% in a lifetime for adults (15-
64 years old). The same report also estimated MDMA prevalence at 0.4% in the last 12 months
for young adults and 0.6% in a lifetime for adults, and cannabis prevalence at 4.5% in the last 12
months for young adults and 11% in a lifetime for adults. There were no estimates for
amphetamines. The problematic use of opioids in the EMCDDA (2018) report was estimated to
be 2.1 - 2.9 in 1,000 cases, which was aligned with the EKTEPN (2017a) yearly report that
estimated problematic opioid use in Greek adults to be 2.38 in 1,000 cases.

Greek males reported excessive use of cannabis as compared to females (15,8% males vs.

6,3% females) with the age group of 35-49 years old to report the highest lifetime cannabis use
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14,9%) as compared to older adults of 50-64 years old (6.3%). Adolescents and young adults of
15-24 years had the highest lifetime percentages of cannabis use (17%), with 9% of them
reporting use over the last 12 months and 2% reporting very recent use (in the last 30 days).

The prevalence of excessive alcohol use in Greece (more than six drinks in a row for
males and more than four drinks in a row for females, more than once a month over the last 12
months) was reported to be 7.3% in the general population. Younger adults (18-34 years old)
reported much higher prevalence rates (11.5%) as compared to older adults of 35-49 years old
(6.8%) and 50-64 years old (3.8%). 20.1% reported being drunk at least once in the last 12
months with younger adults having again higher percentages (41%) in comparison to older adults
of 35-49 years old (13.6%) and 50-64 years old (7%). Greek males reported higher rates of
alcohol consumption both on a weekly basis (57.6% males vs. 30.4% females) and on a daily
basis (16.1% males vs. 4.9% females) (EKTPN, 2017b).

Comorbidity with mental diseases and physical health illnesses. As expected, SUDs
have a wide comorbidity range with almost all mental diseases. In the DSM-5 (APA, 2013)
SUDs are found to be comorbid with ADHD ( p. 65), other specified Tic disorder (p. 85),
schizophrenia (p. 105), bipolar disorder (BD) | ( p. 132), BD 1l (p. 139), persistent depressive
disorder (p. 171), social anxiety disorder (p. 208), panic attacks (p. 217), agoraphobia especially
with alcohol use disorder (p. 221), post-traumatic stress disorder (PTSD) (p. 280), shift work
type disorder (p. 398), oppositional defiant disorder (p. 466), intermittent explosive disorder (p.
469), pyromania (p. 477), kleptomania especially with alcohol use disorder (p. 479), antisocial
personality disorder especially with alcohol use disorder (p. 498) and other hallucinogens (p.
527), conduct disorder especially with cannabis disorder (p. 515), voyeuristic, exhibitionistic

and frotteuristic disorders (pp. 688, 691, 694), pedophilic disorder (p. 700), short duration
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hypomania (p. 789), persistent complex bereavement disorder (p. 792), suicidal behavior (p. 803)
and other SUDs.

In a more recent worldwide systematic-review and meta-analysis investigating the
comorbidity between SUDs and anxiety and mood disorders including studies from 17 countries,
it was suggested that both AUDs and DUDs were highly associated with anxiety disorders
(GAD, panic disorder and PTSD) and mood disorders (depression and BPD) (Lai, Cleary,
Sitharthan, & Hunt, 2015).

In the US, the National Institute on Drug Abuse (NIDA, 2018) reported significant
comorbidity between SUDs and GAD, PTSD, panic disorder, BD, depression, ADHD, BPD,
APD and psychotic illnesses. It is worth mentioning that one in four individuals with MDD, BP
and schizophrenia, all illnesses that seriously impair the individual’s life, were found to also have
SUDs. An epidemiologic survey on alcohol and related conditions also in the US indicated that
AUD:s are associated across the board with BD I, MDD, BPD, APD, and other SUDs. Lifetime
AUDs were associated with PTSD, persistent depression, GAD, and panic disorder (Grant et al.,
2015). On the other hand, DUDs were found to be comorbid across the board with AUD and
nicotine use disorder. In the last twelve months DUDs were associated with MDD, BD I, PTSD,
BPD, APD and schizotypal personality disorder, while lifetime DUDs were associated with
MDD, dysthymia, GAD, BD I, PTSD, BPD, APD, panic disorder and schizotypal personality
disorder (Grant et al., 2016).

In Europe, research findings are not that extensive however the results are similar. The
latest EMCCDA’s (2015) report on the comorbidity of SUDs and mental disorders with data
from three countries (France, Spain and United Kingdom) suggested that SUDs were comorbid

with anxiety disorders and MDD. In Greece, research is even sparser and focuses either on
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specific SUDs or specific mental illnesses. For example, research suggests that SUDs are
associated with depression, BD, PDs, GAD, and panic attacks (Artsanou, 2015) while heroin use
is associated with psychosis and personality disorders (Rentas, 2018).

SUDs are also associated with physical health illnesses. Research suggests that SUDs are
medically comorbid with a wide array of chronic diseases. Chronic pain is associated with the
abuse of opioids and addiction, and it is estimated that opioids prescription is being misused by
10% of chronic pain patients (Garland, Froeliger, Zeidan, Partin, & Howard, 2013). A most
recent scientific investigation in the US between SUDs and chronic diseases (arthritis, diabetes,
asthma, chronic kidney disease, hypertension, acute respiratory disorders, heart disease, cancer,
hepatitis, etc.) revealed a significant prevalence of SUDs in these chronically diseased patients.
Patients with comorbid SUDs and chronic illnesses were also much more prone to be
hospitalized as compared to the subjects with chronic illnesses but not SUDs (Wu et al., 2018).

The latest global status report on alcohol and health by the WHO (2018) suggested that
heavy or chronic alcohol consumption was linked with and/or had the largest contributory impact
to mortality rated due to: (a) alcohol-related liver, colorectal and esophageal cancers; (b) high-
risk for diabetes mellitus; (c) fetal alcohol syndrome and alcohol poisoning; (d) cardiovascular
diseases; (e) digestive diseases, such as liver cirrhosis and pancreatitis; (f) severe injuries and
accidents; and (g) epilepsy and other neuropsychiatric disorders.

Tobacco use is one of the main drivers of the SUDs medical comorbidities and is the
leading cause of early onset of diseases and deaths in the US. Lung cancer and other forms of
cancer (liver, colorectal, etc.), impaired function of the immune system, diabetes, rheumatoid
arthritis, macular degeneration in older patients, and inflammation diseases are illnesses in which

there is a big smoking contribution (Courtney, 2015). Just as with all SUDs, tobacco is also
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comorbid with other SUDs as a detrimental percentage of people who are treated for SUDs (at
least 80 percent of them) use tobacco (Schulte & Hser, 2013).

SUDs are also increasing the risk of infectious diseases, such as Human Immunodefiency
Virus (HIV) and Hepatitis C Virus (HCV) due to injecting drug use and risky sexual behaviors
associated to DUDs (EI-Bassel, Shaw, Dasgupta, & Strathdee, 2014; Klevens, Hu, Jiles, &
Holmberg, 2012). It is evidenced that acute substance abuse leads to accidents, overdoses and
deaths, while chronic substance abuse affects biology and neurology of the users by altering their
functions (Abadinsky, 2014).

In the most recent global systematic review across 77 countries, including Greece, it was
found that the prevalence of HCV in injecting drug users was much higher than the prevalence of
HIV. Eastern Europe and East and South-East Asia had the largest HCV-positive injecting drug
user subjects (above 65%), while in Greece HCV prevalence among this population was at 50%
(Nelson et al., 2011).

Risk Factors

As per DSM-5 (APA, 2013), the risk factors for an individual to develop an SUD are of
environmental, genetic and physiological, and temperamental nature. Under the environmental
domain, a wide array of factors is considered, such as prenatal and postnatal substance use by the
parents, cultural attitudes towards the substance (especially alcohol), living in an unstable or
abusive home environment, stress, peer pressure to use, easy access to the substance, low
socioeconomic status (especially for cannabis and tobacco use), having a psychiatric condition,
associating with dealers and users, and of course the presence of another SUD. Genetic and
physiological factors have to do with the degree of heritability of the SUDs, as heritable factors

contribute between 30% and 80% of the total variance in risk of cannabis use, 40 to 60% for
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alcohol use and 50% for tobacco use. Across lifespan, genetic factors play a significant direct
and indirect role in the onset of the SUD as the user goes through puberty and into adult life and
interacts with the environment, e.g., the individual, family, peer, and social factors. Behavioral
disinhibition is influenced by genetics as well, and plays a key role in the onset of the SUDs in
youths in families with substance and antisocial problems. Especially for alcohol use,
preexisting schizophrenia or BD, impulsivity and low sensitivity to alcohol are linked with high
vulnerability to AUD. Temperamental factors influencing the development of SUDs are
considered to be: (a) impulsivity, and sensation and novelty seeking affecting the development of
most AUDs; (b) high behavioral disinhibition, risk-taking behaviors, illegal activities, and
comorbid mental illnesses (e.g., depression, BD, schizophrenia, childhood or adolescence
conduct disorder, adult antisocial personality disorder, anxiety, etc.) affecting the development of
most SUDs (APA, 2013, p. 483-585).

It is worth noting that all risk factors for SUDs are more often than not influencing one
another making it difficult to draw clear-cut conclusions. For example, a recent meta-analysis
investigating AUD genetic risk factors based on 12 twin and five adoption studies, suggested that
AUD is approximately 50% heritable while evidence was found that shared environmental
factors contributed to the familial aggregation of AUDs (Verhulst, Neale, & Kendler, 2015). A
biological link was also found between early childhood experiences and the development of
SUDs as there is an epigenetic interaction between childhood traumatic experiences and
addictive phenotypes (Enoch, 2011). Other interconnections were found in a systematic review
and meta-analysis which, revealed that risky sexual behaviors were significantly associated with
childhood sexual abuse (Abajobir, Kisely, Maravilla, Williams & Najman, 2017), both of which

are risk factors for SUD development (Boroughs et al., 2015). Another recent meta-analysis
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investigating SUDs and risky sexual behavior suggested that the relationship of SUDs and risky
sexual behavior was present and persistent regardless of what kind of substance the subjects have
used, even though alcohol was the substance used the most (Ritchwood, Ford, DeCoster, Sutton
& Lochman, 2015). Lastly, age played a significant role in the development of an AUD as
research suggests that subjects using alcohol for the first time below the age of 18 and especially
between the ages of 11 and 14 are at a heightened risk of developing AUD (DeWit, Adlaf,
Offord, & Ogborne, 2000; Liang & Chikritzhs, 2015). Other risk factors that could aggregate
early onset of SUDs in young individuals are impulsivity, conduct disorder, childhood adverse
events and other disorders, such as ADHD (Mannuzza et al., 2008; Verdejo-Garcia, Lawrence, &
Clark, 2008).

It is evident that there is multidimensionality and interaction between the risk factors for
SUD development, but almost in the center of each risk factor, childhood maltreatment (CM)
was present. CM is a broad term that entails physical and emotional neglect and physical,
emotional and sexual abuse in a child’s early years of development mainly in the relationship
between the child and the primary caregiver (CDC, 2014; World Health Organization &
International Society for Prevention of Child Abuse & Neglect, 2006). CM is connected to
adverse short and long-term health consequences and is considered to be a significant public
health issue (Merrick & Latzman, 2014). Evidence between childhood trauma and adult SUD -
among other adult diseases and disorders - has been well documented in epidemiological studies
by SAMSHA (2016). Felliti and associates (1998) were among the first scholars who performed
adverse childhood experiences studies (ACES) and drew several trajectories from CM to various

adult disorders, including SUDs. Their groundbreaking results led to more research on the
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ACES effects in adult life, finding a significant connection between CM and SUDs (Dube et al.,
2003) even factoring out history of family AUD (Dube, Anda, Felitti, Edwards, & Croft, 2002).

There are several biological, behavioral and familial pathways connecting child
maltreatment and trauma to SUDs, based on which scholars drew several theoretical models for
SUD development.

Theoretical Models

An extensive body of research has investigated the theoretical models of the development
and maintenance of addiction in order to propose relevant treatment protocols. The most
prevalent theoretical models in the literature body will be briefly discussed.

Automatic processing theories. This model suggests that addictive behaviors are
shaped through mechanisms that do not require a conscious decision or specific intent. The
following models fall under the category of automatic processing theories:

(1) Learning theories: Initially derived from animals and later on were applied to
humans suggesting that behavior is not the result of a self-conscious decision rather it is a result
of learned associations between cues, responses and reinforcers. Operant conditioning (positive
and negative reinforcement, punishment and extinction) and classical conditioning are examples
of learning theories (West, 2013, pp. 35-39). There is some evidence in human behaviors, which
exhibited patterns of acquisition and extinction that could be predicted by operant and classical
conditioning models in relation to the reward-related learning (Hyman, Malenka, & Nestler,
2006). Treatment protocols of cue-exposure techniques have not yielded positive results
(Conklin & Tiffany, 2002) however scholars continue investigating with some promising studies

(Kaplan, Heinrichs, & Carey, 2011).
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(2) Drive theories: Addiction is linked to powerful drives, which are controlled by
homeostatic mechanisms in an effort to keep specific physiological domains in certain limits.
Examples of this theory are the “brain disease model” of addiction in which addiction-provoked
changes in the brain result in an uncontrolled need (craving) to engage in the addictive behavior
(Volkow, Koob, & McLellan, 2016), and the “serotonin theory of nicotine addiction” in which
withdrawal from nicotine was associated with symptoms (carbohydrates cravings, depressed
mood, etc.) similar to decreased serotonin levels in the central nervous system (CNS) (Hughes,
2007). There is some evidence that most of addictive behaviors affect and are affected by drives
that occur naturally, i.e., hunger (Kokavec, 2008; Yeomans, 2010) and that CNS changes could
result to abnormal homeostatic operations (Koob, 2008). Treatment protocols based on the drive
theories imply periods of enforced abstinence assuming that without the behavior, the drive will
subside. There is evidence that when smokers are hungry their craving for nicotine is increased
(Leeman, O’Malley, White, & McKee, 2010) and that glucose ingestion is associated with
reduced cigarette craving (West, Courts, Beharry, May, & Hajek, 1999).

(3) Inhibition dysfunction theories: Impaired control is in the center of the neurobiology
of addictions as it suggests that the mechanisms, which control impulses, are impaired in the
addicts. Examples of this theory are the “dysfunction of inhibitory brain circuitry” theory which
suggests the maladaptive responses and frequent relapses of the addicts could be considered
compulsive due to their inhibitory brain circuitry dysfunction (Lubman, Ycel, & Pantelis,
2004), and the “orbitofrontal gyrus (OFG) dysfunction” mostly in cocaine users which suggests
that the function of the OFG is reversed due to cocaine abuse (Goldstein et al., 2001). Treatment

protocols involve inhibitory control training, either through self-control training which has
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yielded very positive results especially in aggression (Denson et al., 2011), or through
methylphenidate medication, such as Ritalin (Goldstein et al., 2011).

(4) Imitation theory: It is not specific to addictions but is considered relevant as it
suggests that addiction is linked to reproduction of behavioral patterns and absorption of
concepts and identities. Evidence of this theory is the significant association between modeling
(from a parent, peers or the media) and heightened motivation to engage in or uptake of addictive
behaviors (Anderson et al., 2009; Kandel & Andrews, 1987; Lovato et al., 2011).

Goal focused theories. This model suggests that addictive behaviors arise either because
addicts seek pleasure or avoid distress. The theories of this model are:

(1) Positive reward theories: Unlike with the automatic processes theories in which there
is no conscious decision, here it is suggested that the addict engages in this behavior because it is
satisfactory and rewarding. It is evidenced that there is no habituation of the brain to some drugs
even after repeated use, thus maintaining a power pull towards the addictive behavior as it
remains rewarding over and over again (Koob & Le Moal, 2001). With steroids, it is suggested
that the body image created could act as a powerful attraction to this type of drugs (Kanayama,
Brower, Wood, Hudson, & Pope Jr, 2009). The same could also be the case with smoking,
which is sought in order to achieve the attractive low body weight image (Cawley, Markowitz, &
Tauras, 2004).

(2) Acquired need theories: They are prevalent in the addiction theoretical models and
see addiction as a disorder. The individual starts taking a drug, develops a dependence on it due
to its positive effects, the CNS adapts and when the drug is not present there are aversive
withdrawal symptoms which are avoided by taking more drugs (Koob, Sanna, & Bloom, 1998;

De Vries & Shippenberg, 2002);
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(3) Pre-existing need theories: The definition itself suggests that addictive behaviors
meet significant pre-existing needs. There is evidence that childhood abuse or distress is present
in most addicts (Simpson & Miller, 2002). Examples of this model are the: (a) Self-medication
theory: it is ascertained that psychological issues linked to early childhood experiences with
aversive effects to the individual, are relieved by addictive behaviors which could numb the
feelings, reduce the negative effects, or provide an escape (Khantzian, 1997); (b) Attachment
theory: it is suggested that individuals with insecure attachments engage in addictive behaviors
as a maladaptive coping mechanism to repair the damage, however the problem only becomes
worse as substance abuse results in dependence and damage to their psychological structures.
(Flores, 2004); and (c) Affect regulation theory: it ascertains that SUDs are the result of a
maladaptive affect regulation mechanism. Individuals engage in addictive behaviors hoping
their problems will be overcome, but at the same time they continue the addictive actions
because their problem is exacerbated by them, ending up in an endless vicious addictive cycle
(Cooper, Frone, Russell, & Mudar, 1995).

Biological theories. Addiction is considered as a “brain disease” because certain neural
pathways of the brain become disorganized resulting in the amplification of certain motivational
processes due to the use of certain drugs. It is evidenced that the neural circuitry involving the
amyglada, the orbitofrontal cortex, the anterior cingulate cortex, the hippocampus and the
hypothalamic and septal nuclei, is suffering changes in its structure due to addictive behaviors
and thus contributes to the prolonged engagement in these behaviors (Brewer & Potenza, 2008).
There is also significant evidence in the literature body about the importance of the midbrain
dopamine pathway in the reward system and the role of the prefrontal cortex in the addictive

behaviors (Ahmed, 2005; Kim et al., 2011; Peters, Kalivas, & Quirk, 2009). Treatment protocols
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under this model involve medication to treat addictive behaviors and possibly surgical
procedures.

Integrative theories. These theories could be the subject of a single study, but for the
purposes of this paper they will be briefly described. Examples of these theories are: (1) Self-
regulation theories: it is proposed that the addicts try to exercise self-control utilizing their
mental capacity which is finite and is therefore depleted by this process. The theorists use the
term “ego depletion” to explain the process (Baumeister & Vohs, 2007); and (2) Self-
determination theory: a combination of cognitive, organismic, psychological needs, causality and
goal-focused theories that are integrated into a motivational theory (Deci, Eghrari, Patrick, &
Leone, 1994; Ryan & Deci, 2000); and (3) Excessive appetites theory: as the term implies,
addiction is viewed as an appetite consumption for specific experiences. At first there is pleasure
linked to the addictive behaviors, which later on is transcending to lack of control when the drug
is craved and conflict about the frequency of the drug’s use (Orford, 2001).

Difference between Screening and Assessment

Recognizing the nature and extend of an individual’s SUD and how it interacts with other
areas of life is crucial for accurate diagnosis, proper case management and effective treatment.
For over two decades now, the SAMSHA through its Center for Substance Abuse Treatment
(CSAT) has been providing Treatment Improvement Protocols (TIPs) as optimum practice
guidelines for the treatment of SUDs in different populations and settings. SAMSHA/CSAT has
paid special attention to the screening and assessment processes publishing specific TIPs with
guidelines for screening and assessing SUDs. The first TIP was TIP3 for screening and
assessing adolescents for AUD and DUD (McLellan & Dembo, 1993) followed by TIP7 for

screening and assessing adults in the criminal justice system (Inciardi, 1994) and so forth and so
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on. Since then SAMSHA/CSAT updated and replaced both the TIP3 with TIP31 (SAMSHA,
2012) and the TIP7 with TIP44 (SAMSHA, 2005). TIPs have also been published for specific
populations, such as TIP42 for individuals with SUD comorbidity with other disorders (Sacks,
Ries, Ziedonis, & Center for Substance Abuse Treatment, 2005), TIP51 addressing the specific
needs of women (SAMSHA, 2009), etc.

In all TIPs, it is made clear that screening and assessment are two different processes with
different purposes using different tools. Screening is the process of asking specific questions in
order to determine the presence of a specific problem. It does not necessarily identify the nature
or the severity of the problem as such, but it determines if further evaluation is needed or not. To
this end, during screening there is no DSM-5 (APA, 2013) diagnosis for any SUD, only
identification of possible problematic areas. Little or no special training is usually required for
the screening process and the use of any screening tools, as most of them are limited in focus,
fast to administer and have a quite simple form. Since the purpose of screening is to determine
whether or not an individual needs further assessment, the result of screening is usually a simple
yes or no. Lastly, there are rarely any legal or licensed constraints as to who can be qualified to
conduct screening (Sacks et al., 2005, pp. 65-71; SAMSHA, 2005, pp.7-40; SAMSHA, 2009, pp.
57-74; SAMSHA, 2012, pp. 1-42).

Assessment, on the other hand, is a process of determining the nature of the issue and its
severity based on which a treatment plan is being developed. The process entails the collection
of key information and the engagement with the patient through which the counselor will be able
to understand how ready the client is for change, if there are any problematic areas and what are
they, as well as the client’s strengths. Unlike the screening process, the assessment process is

conducted by experienced and qualified professionals for the administration and interpretation of
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the assessment tools. A DSM-5 (APA, 2013) diagnosis is crucial for an individual, especially
since in specific settings and population it may have legal ramifications in case of offenders, etc.
Lastly, an objective screening and assessment process could produce a treatment plan that is
tailored to the client’s needs and thus produce better results (Sacks et al., 2005, pp. 65-71;
SAMSHA, 2005, pp.7-40; SAMSHA, 2009, pp. 57-74; SAMSHA, 2012, pp. 1-42).

Substance Abuse Screening Tools: Review

There are a number of screening tools available to mental health professionals and
physicians to assist them in detecting possible problems with alcohol consumption and illicit
drug use dependence (Mdege & Lang, 2011). For the purpose of this paper, the most prevalent
and well researched screening tools will be discussed for three categories: (a) alcohol use/abuse;
(2) illicit drug use/abuse; and (3) substance use/abuse screening instruments.

Alcohol use/abuse screening tools. The three most widely used self-administered and
quick to use screening instruments detecting problematic alcohol consumption and dependence
are the following: (1) AUDIT: Alcohol Use Disorders Identification Test (Babor & Grant, 1989);
(2) SMAST: Short Michigan Alcohol Screening Test (Selzer, Vinokur, & van Rooijen, 1975),
which is a shortened self-administered version of the Michigan Alcoholism Screening Test
(MAST) (Selzer, 1971); and (3) CAGE: Cut Down, Annoyed, Guilt, Eye-opener questionnaire
(Ewing,1984).

Two of them, the AUDIT and the SMAST, were used in 2003 by SAMSHA/CSAT in
the biggest ever national screening and brief intervention program of its kind interviewing close
to 700,000 diverse subjects (Caucasian, Hispanics, American Indians, African-Americans and
Alaska Natives) in six US states for SUDs. Patients at a wide array of medical settings were

screened for alcohol consumption and illicit drug use. The ones who screened positively were
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put under three categories based on their severity scores, as follows: (a) in need of brief
intervention; (b) in need of brief treatment; and (c) in need of referral to a special facility.
SAMSHA/CSAT chose two AUD screening tools for this purpose: (1) AUDIT: Alcohol Use
Disorders Identification Test (Babor et al., 1989) and (2) CAGE: Cut Down, Annoyed, Guilt,
Eye-opener questionnaire (Ewing, 1984). For DUD screening, SAMSHA/CSAT chose one
screening tool, the DAST: Drug Abuse Screening Test (Skinner, 1982) (Madras et al., 2009).

The AUDIT questionnaire (Babor et al., 1989) was sponsored and developed by a
collaborative project of WHO in order to screen for problematic alcohol consumption (Saunders,
Aasland, Babor, De la Fuente, & Grant, 1993). It is a short and fast self-administered 10-item
questionnaire designed to identify hazardous and harmful alcohol use, as well as possible
dependence in adult males and females. It is intended for use by trained professionals or
paraprofessionals and it is administered in less than two minutes. Scores 0-7 indicate lower risk,
8-15 increasing risk, 16-19 higher risk, and 20+ possible dependence. AUDIT was initially
developed for use in PHC (Babor, Higgins-Biddle, Saunders, Monteiro, & World Health
Organization, 2001; Piccinelli et al., 1997; Rigmaiden, Pistorello, Johnson, Mar, & Veach, 1995;
Volk, Steinbauer, Cantor, & HOLZER Ill, 1997) and is now in its second edition with its use
having been extended to secondary care (Babor et al., 2001), emergency rooms (Cherpitel,
1995), college students (Fleming, Barry, & Macdonald, 1991), elderly hospital patients (Powell
& Mclnness, 1994), unemployed people (Claussen & Aasland, 1993), and people with low
socio-economic status (Isaacson, Butler, Zacharke, & Tzelepis, 1994).

The questionnaire’s reliability was tested in a young adult college sample and 832 clients
in drinking driver treatment programs in the US, where it was reported to have high internal

consistency (Fleming et al., 1991; Hays, Merz, & Nicholas, 1995). Compared to other tests, high
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correlation scores were found between the AUDIT and the MAST (r=.88) for both men and
women (Bohn, Babor, & Kranzler, 1995), and between the AUDIT and the CAGE (r=.78) in a
sample of ambulatory care patients (Hays et al., 1995). Its accuracy was also found equal or
higher compared to the MAST and CAGE questionnaires in a broad range of criterion measures
(Allen, Litten, Fertig, & Babor, 1997; Cherpitel, 1995; Clements, 1998; Hays et al., 1995). Ina
systematic review, comparing AUDIT with other questionnaires, including the MAST and the
CAGE, the AUDIT was found to be the best screening tool covering a complete range of alcohol
problems in primary care settings (Gitlow & Peyser, 1980).

More recent studies confirm previous findings. A study that screened 810 Nigerian
college students for alcohol problems found AUDIT to be valid reporting 0.935 sensitivity and
0.915 specificity for scores >5 (Adewuya, 2005). A review on the psychometric properties of the
AUDIT, e.g., test—retest reliability and internal consistency, found them to be favorable. Its
validity detecting alcohol dependence and less severe alcohol issues was also evidenced,
however and as in the case of the Nigerian study, the recommended cut-off point of 8 for
hazardous drinking and alcohol dependence detention often needed to be lowered, especially in
female population (Reinert & Allen, 2007). Lastly, AUDIT has been tested and validated in a
multinational sample of six different countries across genders and was found to provide good
discrimination in different settings where this population was encountered (Milhorn, 2018, p.
191-2). It has also been translated in approximately 20 languages, including Greek, making it
the alcohol-screening tool of choice globally.

In Greece, Moussas and associates (2009) tested the reliability and validity of the Greek
version of the AUDIT in a sample of 218 subjects. Internal reliability was found at r=0.80 for

both the controls and the alcohol-dependent subjects with the former having significantly lower



SASSI-3 TRANSLATION AND PSYCHOMETRIC PROPERTIES 27

average scores (t test P < 0.001) than the latter. AUDIT’s sensitivity was found to be 0.98 and its
specificity 0.94 respectively for scores >8 indicating a high validity.

The SMAST questionnaire (Selzer et al., 1975) is a shortened version of the MAST
(Selzer, 1971) which was the first alcohol screening tool published and has been proven to be
useful in clinical settings since (Carey, 2002). The SMAST is a self-administered 13-item
questionnaire intending to screen for lifetime alcohol use in adult males and females. Scores 0-2
indicate there is no problem with alcohol problematic use or dependency, a score of 3 indicates
borderline alcohol problem, and scores of 4 or more indicate potential alcohol abuse. The initial
results for SMAST validation produced acceptable results of the questionnaire’s internal
consistency reliability, and empirical validity. Estimates of internal consistency (Cronbach’s
alpha) were 0.93 for combined groups, 0.78 for alcoholics and 0.76 for non-alcoholics. Also,
differentiation between male alcoholics and non-alcoholics was reported to have 90% overall
accuracy with 94% valid positives and 14% false positives, indicating an error-free criterion
(Selzer et al., 1975).

Several studies investigated the psychometric properties of the SMAST questionnaire
since its development. Zung (1984) administered the SMAST orally to 120 psychiatric
inpatients, out of which only one third had lifetime alcohol problems. The study reported results
of respectable internal consistency reliability (Cronhbach’s alpha) coefficient ranging from 0.84
for the previous three months to 0.90 for lifetime problems. Evidence of empirical validity was
low producing classification accuracy rates from 65% to 83% across reference intervals, which is
speculated to be a result of excessive rates of false positive and false negative decisions found in
most conditions. Later, Fleming and Barry (1988) studied two samples of alcoholics with their

non-alcoholic family members as controls. Internal consistency reliability (Chronbach’s alpha)
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was 0.57 and 0.62 for samples A and B respectively. The sensitivity was quite high (0.98 and
0.94 in samples A and B respectively), but the specificity was quite low (0.58 and 0.70 in
samples A and B respectively). When the cut-off point was raised from 5 to 10, sensitivity fell to
0.92 and 0.85 in samples A and B respectively, and specificity was raised to 0.90 and 0.95 for
samples A and B respectively, thus posing question marks for the utility of SMAST. Escobar
and associates (1994), who studied 60 participants with alcohol problems in a primary health
care setting, yielded similar results. SMAST’s sensitivity was estimated to be 50.48% and
specificity was 96.48% with positive and negative predictive values of 66.67% and 93.33%
respectively. Its low sensitivity was not indicative for the questionnaire’s use in primary health
care settings.

Contrary to the doubts on the utility of the SMAST, its reliability, which was investigated
in a meta-analytic study taking into consideration 16 published studies investigating the
psychometric properties of the SMAST, was acceptable as its internal consistency reliability
(Chronbach’s alpha) was 0.79, indicating that the SMAST can be used for most research
purposes (Shields, Howell, Potter, & Weiss, 2007). In comparison studies between the AUDIT
and the SMAST, the questionnaire’s validity with a cut-off score of 5 was tested in comparison
to AUDIT (cut-off score of 8) in 287 primary care patients meeting the criteria for problematic
alcohol use or dependence. SMAST-13’s internal validity was found to be 0.85 as compared to
AUDIT’s internal validity of 0.86 suggesting that SMAST-13 is a valid instrument for detecting
alcohol problems (Barry & Fleming, 1993). Hays and associates (1995) compared all three
questionnaires in 832 clients at drinking driver treatment programs in Southern California and

found SMAST’s internal consistency reliability to be 0.84.
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Overall, it is ascertained that the SMAST questionnaire needs to be used with care. In
terms of other versions, it has been translated in Spanish and it is widely used in the US and
Spanish-speaking countries.

The CAGE (Ewing, 1984) is a brief and a much shorter tool than the AUDIT and the
SMAST questionnaires. This four-item questionnaire is designed to detect lifetime alcohol
problems in clinical practice. It is non-confrontational, can be administered in less than a minute
by any professional or paraprofessional without special training. The total score ranges from
zero to four, with the recommended cut-off score to be 2 indicating problematic alcohol use or
dependence even though in many studies 1 has also been used as the cut-off score (Clements,
1998; Fiellin, Reid, & O'connor, 2000).

Mayfield, McLeod, and Hall, (1974) initially validated the CAGE in 366 psychiatric
inpatients in Virginia, US. Using 2 as the cut-off score, sensitivity was 0.81 and specificity was
0.89 respectively, while when using 1 as the cut-off score sensitivity increased to 0.90 and
specificity decreased to 0.72 as expected. A meta-analytic study accessing CAGE’s
psychometric properties in primary care subjects, ambulatory medical patients and hospital
inpatients using 2 as the cut-off score, reported that sensitivity ranged from 0.60 (ambulatory
patients) to 0.71 (primary care patients) and 0.87 (hospital inpatients). Specificity ranged from
0.77,to0 0.91 and 0.92 respectively (Aertgeerts, Buntinx, & Kester, 2004).

The CAGE was assessed in 17 psychiatric outpatients and 64 community people with no
history of psychiatric issues and its test-retest reliability was found to be adequate at r=.80
showing little discrepancy (degree of change) between baseline and follow up (average change in
score was 0.6 points) (Teitelbaum & Carey, 2000). In the latest review of Dhalla and Kopec

(2007) it was suggested that CAGE is the most widely used tool for problematic alcohol
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consumption and dependence. Its test-retest reliability ranges from 0.80 — 0.95 and was found to
be adequately correlated with other screening tools (0.48-0.70). Its validity has proven to be
adequate in different settings, such as psychiatric inpatients, medical inpatients and ambulatory
medical patients. It is ascertained that it is not suitable for screening heavy or hazardous
drinking and for this purpose the AUDIT is the screening tool of choice.

In Europe, a study of 3,564 college students at the Catholic University of Leuven in
Belgium assessed the subjects for drinking behavior. Using 1 as the cut-off score, CAGE
yielded 42% sensitivity, 87% specificity, a positive predictive value (PPV) of 36%, and a
negative predictive value (NPV) of 90%. It was ascertained that since college students tend to
binge drink, perhaps CAGE is not a viable instrument to detect such kind of behavior regarding
alcohol abuse. When a change of the second question from “Have people annoyed you by
criticizing your drinking?” to “Have people annoyed you by criticizing you’re driving under the
influence?” specificity decreased to 0.80 and sensitivity increased to 0.94 (Aertgeerts et al.,
2000).

Like the SMAST, the CAGE has been translated in Spanish and has been used in the US
and Hispanic/Latino populations. The CAGE’s validity was verified in Brazil in 747 medical
inpatients in the Federal University of Santa Catarina. Using 1 as the cut-off score CAGE’s
sensitivity was 93.8% while its specificity was 85.5% (Castells & Furlanetto, 2005).

Even though there are quite a few comparative studies between these questionnaires, as
also mentioned above, there is only one study evaluating all three questionnaires. This short
comparative study of the three questionnaires found the SMAST and the AUDIT to have higher
reliability and lower standard error of measurement than the CAGE, most probably due to the

fact that the AUDIT and the SMAST have more items than the CAGE (Hays et al., 1995).
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Before we move on to the illicit drug use-abuse screening tools, it is worth mentioning
one more screening tool for problematic alcohol use and dependence, the TWEAK: Tolerance,
Worry, Eye-Opener, Amnesia, Cut-Down (Russell & Bigler, 1979). The TWEAK is a five-item
scale questionnaire originally developed to detect risk drinking during pregnancy. It is self-
administered and takes two minutes to complete. No special training is required for the
administration of the TWEAK.

Ilicit drug use/abuse screening tools. The two most commonly used screening tools to
specifically detect drug dependency and abuses, excluding alcohol, are the following: (1) DAST:
Drug Abuse Screening Test (Skinner, 1982); and (2) DUDIT: Drug Use Disorders Identification
Test (Berman, Bergman, Palmstierna, & Schlyter, (2005a).

The DAST (Skinner, 1982) is a 28-item scale self-administered screening tool which
detects problematic substance use and consequences in clinical settings over the last year. Scores
range from 0-28 with a recommended cut-off score of 6 indicating a drug abuse or dependence
issue. The original DAST was developed using the model of MAST (Gibbs, 1985) classifying
subjects on a continuum of drug use severity from low to high. Two more adult versions have
been developed by Skinner (1982); DAST-10 and DAST-20 with 10-item and 20-item scales
respectively. Both questionnaires yielded high internal consistency (Cronbach’s alpha) at 0.85,
respectable test-retest reliability (r>.70) and exhibited a high correlation with the original DAST
discriminating problematic drug use from problematic alcohol use (Gavin, Ross, & Skinner,
1989; Skinner & Goldberg, 1986; Yudko, Lozhkina, & Fouts, 2007).

DAST-20 has been used in the US (Cocco & Carey, 1998; Skinner, 1982) and Canada
(Cassidy, Schmitz, & Malla, 2008; Saltstone, Halliwell, & Hayslip, 1994) and was found to have

high reliability. Most specifically, it was tested in 223 subjects seeking help for drug and alcohol
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problems (Skinner, 1982), 105 narcotic users (Skinner et al., 1986), 97 psychiatric outpatients
with Axis | mental disorders other than SUDs (Cocco et al., 1998), 84 psychotic patients
(Cassidy et al., 2008) and 540 female offenders (Saltstone et al., 1994) yielding high internal
consistency with Cronhbach alpha scores of 0.92, 0.74, 0.81, 0.99 and 0.88-0.91 respectively. Its
validity was evaluated in two of these studies reporting high sensitivity and specificity scores,
e.g., 85% sensitivity and 73% specificity with a cut-off score of 3 in the 84 psychotic patients,
and 89% sensitivity and 68% specificity with the same cut-off score in the 97 psychiatric
outpatients. The DAST-20 has been translated in Finnish (EMCDDA, 2019a) but there are no
studies published evaluating the Finnish version’s psychometric properties.

DAST-10 has been evaluated in the US in 97 psychiatric outpatients (along with the
DAST-20) yielding high internal consistency with Cronbach’s alpha score of 0.86 and test-retest
kappa of 0.71. The validity of the instrument was acceptable; cut-off scores had to be lowered
for acceptable specificity (74% at cut-off score of 3) and sensitivity (86% for cut-off score of 3)
(Cocco et al., 1998). It was translated in Spanish and was tested and validated in 95 drug and
alcohol abusers and 127 control subjects with no drug or alcohol abuse reports. The participants
were Hispanic/Latinos living in the US. The results yielded test-retest reliability scores of 0.90
and internal consistency (Chronbach’s alphas) of 0.94 confirming the reliability of the Spanish
version of the DAST-10 (Bedregal, Sobell, Sobell, & Simco, 2006). The coefficient alpha in the
Spanish version was higher than the one in the English version (0.92) (Skinner, 1982).
Discriminant validity of the DAST-10 was also statistically significant. DAST-10 was also
validated in India in a study of 1,349 inpatient psychiatric unit subjects in Bangalore, out of
which 361 were diagnosed with an SUD and 988 had no reported substance use issues. Internal

consistency reliability (Cronbach’s alpha) of DAST-10 was strong at 0.94 (Carey, Carey, &
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Chandra, 2003). Specificity and sensitivity were also estimated in these studies, to which one
more study in the US was included; all in psychiatric patients. In all four studies, DAST-10’s
sensitivity ranged from 65% to 90% and specificity ranged from 68% to 98%. PPV ranged from
35% to 90% and NPV from 93% to 99% at different cut off scores (Bedregal et al., 2006; Carey
et al., 2003; Cocco et al., 1998; Maisto, Carey, Carey, Gordon, & Gleason, 2000).

Overall and as evidenced by numerous studies, DAST-10 and DAST-20 have good
validity and reliability. The same stands for the initial longer version; internal consistency for
DAST-28 has been found to be 0.94 in 250 psychiatric patients (Staley & EI-Guebaly, 1990),
0.92 in 176 adult workers (El-Bassel et al., 1997), and 0.92 in 143 adults seeking evaluation at an
adult ADHD clinic (McCann, Simpson, Ries, & Roy-Byrne, 2000) and in 176 union members
including identified drug users and nonusers (El-Bassel et al., 1997).

The DUDIT is an 11-item scale designed to detect drug-related abuse in clinical settings
and in the general public (Berman et al., 2005a). Total scores range from zero to 44 with
recommended cut-off scores of 6 for men and 2 for women indicating all types of problematic
drug use, such as hazardous use, abuse and dependence (Berman, Bergman, Palmstierna, &
Schlyter, 2005b; Cruce, Nordstrom, & Ojehagen, 2007). It was initially validated in Sweden
both in the 1,109 randomly selected individuals from the general public and in 154 prisoners
with drug use issues enrolled in a rehabilitation setting, yielding good internal consistency results
with Cronbach’s alpha at .93 and .80 respectively (Berman et al., 2005b).

The DUDIT has been translated in 21 languages and has been validated in seven
countries, mostly in Europe (Sweden, Norway, Hungary, the Netherlands and Turkey) but also in
the US and South Africa. Even though the DUDIT has been translated in Greek, it has not been

validated in Greece (EMCDDA, 2019b). The questionnaire has yielded very good internal
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consistency results in Sweden with test-retest Chronbach’s alpha scores of 0.94 in 181 offenders
with mental health issues (Durbeej et al., 2010), 0.97 in 1,211 individuals assessed on-line for
drug use (Sinadinovic, Berman, Hasson, & Wennberg, 2010) and 0.86 in 1,833 randomly
selected subjects from the general population (Sinadinovic, Wennberg, & Berman, 2011). In
Norway its internal consistency results were equally strong with Cronbach’s alpha being 0.95 in
60 patients in SUD treatment (Landheim, Bakken, & Vaglum, 2006), 0.93 in 205 psychotic
patients (Nesvag et al., 2010), 0.94 in 110 prison inmates with drug abuse problems (Lobmaier,
Berman, Gossop, & Ravndal, 2013), and 0.94 in 161 emergency psychiatric patients (Gundersen,
Mordal, Berman, & Bramness, 2013). Similar were the results in Hungary (Matuszka et al.,
2014), the Netherlands (Hildebrand & Noteborn, 2015; Hillege, Das, & de Ruiter, 2010), and
Turkey (Evren, Ogel, Evren, & Bozkurt, 2014; Evren, Ovali, Karabulut, & Cetingok, 2014) with
Chonbach’s alpha scores of 0.92, 0.92-0.94 and 0.93 respectively.

Outside of Europe, the DUDIT performed relatively well in the US and South Africa. In
the US it was used in 38 females with PTSD symptomatology in risk of drug use attending a
yoga intervention (Reddy, Dick, Gerber, & Mitchell, 2014), and 153 outpatients with SUD in
residential treatment (Voluse et al., 2012) yielding Chronbach’s alpha scores of 0.74 and 0.94
respectively. In South Africa the DUDIT was used in younger population (M=16.2 years old)
with childhood trauma yielding a good internal consistency result (Cronbach’s alpha=0.89)
(Martin, Viljoen, Kidd, & Seedat, 2014).

As with all other screening tools, when it comes to validity the cut-off scores needed to
be lowered for optimum sensitivity and specificity scores. Lower cut-off scores increased
sensitivity and lowered specificity and differed based on the population studied and the setting.

More specifically: (a) in Hungary the cut-off score was 2 to obtain 95% sensitivity and 81%
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specificity (Matuszka et al., 2014); (b) in Norway the cut-off score was 5 to obtain 0.92%
sensitivity and 85% specificity (Gundersen et al., 2013); (c) in Turkey the cut-off score was 10 to
obtain 96% sensitivity and 94% specificity (Evren et al., 2014); (d) in Sweden the cut-off scores
ranged from 12 to 25 to obtain sensitivities ranging from 0.85 to 0.90 and specificities ranging
from 0.90 and 0.88 respectively (Durbeej et al., 2010; Berman et al., 2005b); and (e) in the US
the cut-off score was 8 to obtain 0.90 sensitivity and 0.85 specificity scores. Carey and
associates (2003) suggested that the cut-off scores of the DUDIT need to be selected by the
professionals depending on the purpose of the study, especially since the DUDIT has not been
validated for the DSM-V and ICD-11.

SUD screening tools. These are conjoint brief screening instruments detecting alcohol
and other drug abuse. The most well researched and commonly used instruments are the
following: (1) ASSIST: Alcohol, Smoking and Substance Involvement Screening Test (WHO
ASSIST Working Group, 2002); (2) SDS: Severity of Dependence Scale (Gossop, Griffiths,
Powis, & Strang, 1992; Gossop et al., 1995); (3) SASSI-3: Substance Abuse Subtle Screening
Inventory-3 (Miller & Lazowski, 1999); and (4) UNCOPE: Use, Neglect, Cut down, Objection,
Preoccupied, Emotional discomfort (Hoffmann, Hunt, Rhodes, & Riley, 2003).

The ASSIST was sponsored and developed by the WHO (WHO ASSIST Working
Group, 2002). It is a self-administered tool and its initial version was a 12-item scale designed to
measure lifetime and past 3 months substance use, abuse and dependence of 10 substances
through interviews. The first version of ASSIST (ASSIST-1) was translated and validated in 236
participants from nine different countries (Australia, Brazil, Ireland, India, Israel, Palestine,
Puerto Rico as part of the US, UK, and Zimbabwe) and various medical settings, treatment sites

and psychiatric facilities. The test-retest kappa scores ranged from good to excellent (0.58 to
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0.90) depending on the substance, and internal consistency measured by Cronbach’s alpha
ranged from 0.85 to 0.92 for all substances except tobacco for which the Cronbach’s alpha was
0.73. Based on reliability and feasibility data collected from this study, a second version of the
ASSIST was proposed with fewer questions (eight in total) and a slightly different scoring. The
validity of the second version of the ASSIST was tested in 150 users in primary health care
setting and drug treatment facilities in Australia. The ASSIST’s discriminant validity was high,
while the concurrent validity was evidenced by the significantly positive correlations between
the scale’s scores and scores from a range of other tools, e.g. =0.67-0.89 (p < 0.001). The
results of its construct validity were very good with positive correlations of r=0.40-0.81

(p < 0.001) with other tools (Newcombe, Humeniuk, & Ali, 2005).

Three more studies have evaluated ASSIST’s reliability and validity. The first was a
study of 1,047 subjects from primary care and detoxification treatment programs from nine
countries (Australia, Brazil, India Israel, Thailand, UK, US, and Zimbabwe) which found its
internal consistency to be high, e.g., Cronbach’s alpha was ranging from 0.77 for hallucinogens
to 0.94 for amphetamines use. The discriminative validity of the ASSIST, its concurrent validity
and its construct validity were found to be high with positive correlations of r=0.59-0.88 and
0.48-0.76 (p < 0.001) respectively with other tools (AUDIT and SDS) (Humeniuk et al., 2008).
The second study took place in Australia among 214 first episode psychosis patients. The
ASSIST’s internal consistency was acceptable, e.g., Cronbach’s alpha was above 0.75 for all
drugs expect for sedatives (0.71) and hallucinogens (0.65), while TSI score had a Cronbach's
alpha of 0.90. ASSIST’s discriminative validity was high and so were its concurrent validity and
construct validity with positive correlations of r=0.59-0.88 (p<0.001) and r=0.48-0.76 (p<0.001)

respectively with other tools (Hides et al., 2009). The third study evaluated the third and most
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recent version of ASSIST (NIDA, 2010) which was adapted to include prescription opioids and
stimulants in 101 adult PHC patients in a large New York City hospital. Its test-retest reliability
measure using Cohen's Kappa for all substances having 20% or greater prevalence of moderate—
high risk use in the study population yielded results of 0.836 for alcohol, 0.850 for tobacco and
0.861 for total category of drugs (P<0.001) (McNeely et al., 2014).

The SDS was initially created in England (Gossop et al., 1992) and was later used in the
US and Australia as well (Gossop et al., 1995). The SDS is a five-item 15-point short, self-
administered scale designed to measure the severity of alcohol and drug dependence of users for
different types of drugs. Total score ranges from zero to 15 with a higher score indicating higher
dependence. The SDS has been used to measure users’ dependence on alcohol (Lawrinson,
Copeland, Gerber, & Gilmour, 2007), cocaine (Gossop et al., 1995; Gonzélez-Saiz et al., 2009;
Kaye & Darke, 2002), heroin (Gossop et al., 1995; Chen et al., 2008; Gonzalez-Saiz et al., 2009),
ecstasy (Bruno, Gomez, & Matthews, 2011), amphetamines (Gossop et al., 1995; Topp &
Mattick, 1997), cannabis (Cuenca-Royo et al., 2012; Ferri, Marsden, de Araujo, Laranjeira,
Gossop, 2000; Hides, Dawe, Young, & Kavanagh, 2007), and benzodiazepines (Cuevas, Sanz,
Fuente, Padilla, & Berenguer, 2000). It has been translated and validated in Spanish (Cuevas et
al., 2000; Gonzélez-Saiz et al., 2009; Iraurgi, Gonzalez Saiz, Lozano, Vazquez, & Lerma, 2010),
Portugese (Ferri, Gossop, & Laranjeira, 2001; Ferri et al., 2000), and Chinese (Chen et al., 2008;
Tsai et al., 2012).

SDS’s validity and reliability is a challenging topic to determine as there is no
recommended cut-off score based on which a clear evaluation could be made. The first
validation of SDS by Gossop and associates (1997) measured heroin dependence in 100 users

enrolled in an addiction treatment program at the Maudsley hospital in the United Kingdom
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(UK) found its test-retest reliability to be 0.89 for an aggregated score of all five items, i.e., the
total score of SDS. A few years later, the SDS was used in 142 cocaine users in Australia in
order to determine SDS perfect diagnostic utility for cocaine dependence. The optimal cut-off
point for cocaine dependence was detected using Receiver Operating Characteristic (ROC)
analysis and it was found to be 3 (Kaye & Darke, 2002).

The Spanish version of SDS was validated in 100 benzodiazepine addicts enrolled in an
addiction treatment program in an outpatient facility in the Canary Islands. With a cut-off score
of 7, SDS’s sensitivity was 97.9%, specificity was 94.2%, PPV was 94% and NPV was 98%.
The test’s reliability was measured by covariance matrix, which yielded a standardized alpha
value of 0.814 (Cuevas et al., 2000). Another study evaluated the SDS Spanish version’s cut-off
score, which would optimally discriminate cocaine and heroin dependence in 146 users in three
different cities in Spain. The cut-off scores for optimal discrimination of cocaine and heroin
dependence were found to be 3 and 4 respectively (Gonzalez-Saiz et al., 2009). The latest study
of the Spanish version in 315 opiate users in treatment in Bilbao, Spain using ROC Analysis
found 5 to be the optimal cut-off score for heroin dependence (Iraurgi et al., 2010).

The Portuguese version of SDS was validated in 374 Brazilian drug users. The total
scores’ test-retest reliability was high for all drugs (intra-class correlation coefficients (ICC):
crack cocaine: 0.81; powder cocaine: 0.88; alcohol: 0.82; and cannabis: 0.74) and the scale’s
construct and concurrent validity yielded significant results (Ferri et al., 2000). Lastly, the
Chinese version of SDS was validated in Taiwan in: (a) 522 heroin users yielding very good test-
retest reliability (ICC coefficient of total score was 0.88) and high internal consistency
(Cronbach’s alpha was 0.75) results. The instrument was also found to be valid as there was a

strong positive correlation between the SDS scores and the DSM-1V (APA, 2000) criteria for
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heroin dependence (Chen, et al., 2008); and (b) in 82 benzodiazepine users yielding high
diagnostic validity with a cut-off score of 7 (sensitivity: 80.5% and specificity: 85.7%). (Tsai et
al, 2012).

The SASSI was originally developed by Miller (1985) after 15 years of clinical research
in order to identify individuals in high risk to develop an SUD even if they did not acknowledge
— willingly or unwillingly — any substance abuse or SUD symptomatology. The initial SASSI
consisted of 52 true/false (T/F) questions used to create the subsequent scales of the tool. Initial
psychometric property studies of the SASSI were performed in three groups: outpatients in
treatment, detoxification program patients and subjects on probation (Miller, 1985). The results
were not promising as internal consistency (Cronbach’s alpha) coefficients ranged from 0.16 to
0.73 in most scales with only two scales being above 0.80. Sensitivity and specificity estimates
were 0.88 and 0.92 respectively.

A second version of the SASSI (SASSI-2) was developed by Miller (1994), which
entailed quite a few changes in the questions and the scales/subscales in order to reduce the
classification error of SASSI-1 and improve its internal consistency. It consisted of 26 face
value (FV) Likert-scale items and 62 T/F items. SASSI-2 manual claimed that SASSI-2 had a
high rate of accuracy (94%), sensitivity (90%) and specificity (84%) (Miller, 1994). However,
subsequent studies did not confirm the same results. More specifically, the psychometric
properties of the SASSI-2 were evaluated in 74 convicted subjects for driving under the
influence yielding excellent classification results (89% accuracy rate) and internal consistency
(Cronbach’s alpha) above 0.91 in the FV scales, but very poor to moderate results in other scales

(Myerholtz & Rosenberg, 1997). Similar results were reported in a sample of 164 college
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students, i.e., internal consistencies (Cronbach’s alpha) ranging from 0.11 to 0.93 in the
subscales and moderate classifications with other tools (Myerholtz et al., 1998).

The SASSI-3 (Miller et al., 1999) was developed to reduce the false positive rate of
SASSI-2 (15.5%) and had quite a lot of modifications to the questions and scales/subscales. It is
brief, self-administered, takes approximately 8-15 minutes to complete and can be used in many
different settings, such as health care settings, treatment centers, criminal justice settings,
employee assistance programs, hospitals, etc. The tool consists of: (1) 67 T/F questions, out of
which 11 are a direct measure of acknowledged symptom-related alcohol and drug abuse (i.e.,
“My drinking or other drug use causes problems between me and my family”), and 56 are subtle
questions that seem irrelevant to alcohol and drug use (i.e., “ I think I would enjoy moving to an
area I’ve never been before”) aiming to detect intentional or unintentional fake-good questions as
evidence of SUD; and (2) 26 Likert-scale direct questions assessing the frequency in which the
respondents have used alcohol and/or drugs. The 26 direct questions consist of 12 direct face
valid alcohol (FVA) questions assessing alcohol use and 14 direct face valid other drugs (FVOD)
questions assessing drug use.

The SASSI-3 (Miller et al., 1999) has ten scales and nine decision rules, which were
formulated by Lazowski, Miller, Boye, and Miller (1998) in a development sample of 1,958
subjects from various settings. 40 subjects were used to measure two-week test-retest reliability
and found it to be ranging from 0.92-1, and 1,821 subjects were used to measure internal
consistency (Cronbach’s alpha) and found it to be 0.93 ranging from 0.27 to 0.95 for the
different scales with the FV alcohol (FVA) and FV other drugs (FVOD) yielding the highest
scores (0.89 — 0.95) (Miller et al., 1999, p. 26). The SASSI-3 manual also suggests that the

tool’s overall accuracy is 94% and in five different types of settings ranged from 93% to 98%.
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Furthermore, it is suggested that there was no differentiation of the accuracy between males and
females and its results were not significantly affected by ethnicity, education, age, and marital or
occupational status (Miller et al., 1999).

There are numerous studies evaluating SASSI-3’s psychometric properties. Support for
SASSI-3’s high internal consistency at least for the FV scales comes from: (1) a factor analytic
study of 876 SASSI protocol subjects which reported excellent internal consistency (Cronbach’s
alpha) above 0.90 for the FV scales and poor to moderate results for the other scales (Gray,
2001); (2) a study of 248 college students in a Midwestern state university in the US which
reported internal consistency (Cronbach’s alpha) coefficients to range from 0.75 to 0.92 for the
FV scales and poor to moderate for the other scales (Clements, 2002); (3) a study of 230 college
students in an urban Midwestern state university in the US which reported internal consistency
(Cronbach’s alpha) coefficient of FVA to be 0.92 with no other data on other scales. (Laux,
Salyers, & Kotova, 2005a); and (4) a study of 680 college students and 102 SUD patients in
treatment centers in Tehran, Iran, which reported internal consistency (Cronbach’s alpha) from
0.78 to 0.96 for the FV scales and much lower to medium values for the remaining scales
(Sadeghi, Najafi, Rostami, & Ghorbani, 2010).

Equally numerous studies have evaluated SASSI-3’ validity. Even though Miller and
associates (1999) stated that SASSI-3’s classifications may not converge with other tools due to
the instrument’s uniqueness of the indirect scales, SASSI-3’s determinations were found to
converge with the: (1) CAGE, reporting kappa values of two studies to be 0.49 and 0.61 with a
correlation value of r=0.58 (Laux et al., 2005b; Myerholtz et al., 1998); (2) MAST, reporting a
kappa value of 0.52 with a correlation value of r = 0.53 (Laux et al., 2005b; Myerholtz et al.,

1998); and (3) DSM-5 (APA, 2013) counselors’ diagnosis, reporting a kappa value of 0.423
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(Laux et al., 2016). The manual also claims high specificity and sensitivity scores (94%),
however later studies produced conflicting results. More specifically, in studies in the US
sensitivity and specificity were found to be: (a) 33% and 87% respectively in 495 university
students attending a large Midwestern university (Svanum & McGrew, 1995); (b) 85% and 63%
respectively in 78 patients with brain injuries in rehabilitation (Arenth, Bogner, Corrigan, &
Schmidt, 2001); (c) 65% and 89% respectively in 248 college students of a Midwestern state
university (Clements, 2002); (d) 72% and 82% respectively in 223 patients with traumatic brain
injuries in rehabilitation (Ashman, Schwartz, Cantor, Hibbard, & Gordon, 2004); and (e) 75%
and 77% respectively in 241 participants out of which 117 attended an SUD treatment program,
61 were outpatients for mental health treatment and 63 college students in an urban Ohio
university (Laux et al., 2016).

Overall, SASSI-3 psychometric studies have yielded mixed results as the psychometric
properties of the manual were not consistent with later research. The FVA and FVOD scales
were consistently reliable in all studies and in agreement with the manual’s values, but the rest of
the scales ranged a lot in their reliability values. The same inconsistencies were found between
the manual’s validity appraisal and the independent studies’ that followed. A review of the
psychometric properties of the SASSI-3 suggested that it is clearly a reliable and valid
instrument for measuring probability of alcohol and drug use based on the tool’s direct self-
report questions, but it is not clear what can be ascertained by the other scales whose reliability
and validity values range tremendously (Feldstein & Miller, 2007). A Rasch analysis of the
SASSI-3 suggested that the instrument meets the standards of distinguishing differences among
the samples and ascertained that SASSI-3 is most probably a multidimensional tool due to the

combination of the dichotomous T/F questions and the Likert-scale questions for which validity
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should be measured separately in order to yield the desired results (Hill, Laux, Stone, Dupuy, &
Scott, 2013).

The SASSI-3 has been translated in Spanish in order to be used in Hispanic/Latino
populations (Lazowski, Boye, Miller, & Miller, 2002). It was validated in the US in 1,744
subjects from multiple treatment programs, out of which 1,020 were diagnosed with substance
dependence, 435 with an SUD, and 289 did not have any SUD. Internal consistency (Cronbach’s
alpha) coefficient was reported to be 0.83 indicating high reliability of the SASSI-3 Spanish
version. The recommended cut-off scores identified accurately 83% of the subjects for substance
dependence, 62% for substance abuse and 61% without an SUD diagnosis. One-month test-
retest reliability was found to be high as the same result was produced in 86% of the participants
(Lazowski et al., 2002). The Spanish version of the SASSI-3 has not been validated by any other
study.

Lastly, the UNCOPE (Hoffmann et al., 2003) was initially developed by the Arrestee
Drug Abuse Monitoring (ADAM) system as a 15-item scale in order to screen for risk of
dependence on alcohol, drugs and SUDs in recent arrestees. It has been validated on 310 state
recent arrestees (in the previous 48 hours) yielding high specificity and sensitivity results of 82%
and 83% respectively for the whole scale items without weighing, but with quite different results
for each item. The instrument’s internal consistency (Cronbach's alpha) was high at 0.85. Based
on the results of this study, Hoffmann and associates (2003) suggested a six-item scale which
resulted in sensitivity and specificity of 88% and 83% respectively with a cut-off score of 3. The
modified and final version of the UNCOPE was validated in a huge state prison inmate
population of 2,097 subjects in the US and using ROC analysis its overall accuracy was reported

to be approaching 0.90. More specifically, using a cut-off score of 3, the sensitivity and
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specificity were reported to be 85% and 83% respectively, with PPV to be 85% (Campbell,
Hoffmann, Hoffmann, & Gillaspy, 2005).

It is worth noting that the UNCOPE’s first five items are consistent with different DSM-5
(APA, 2013) SUD diagnostic criteria. In 2016, Proctor and Hoffmann validated the instrument
in a massive prison population of 7,672 recent inmates admitted to the Minnesota Department of
Corrections state prison from 2000 to 2003. The UNCOPE’s diagnostic utility at a cut-off score
of 3 was found to be high with sensitivity and specificity scores of over 70% and 99%
respectively for male inmates.

In Europe, there are a lot of screening tools for adolescents, but fewer for adult
population. EMCDDA (2019f) lists the following self-administered brief screening SUD
instruments, excluding face-to-face structured interviews, as follows: (1) SADD: Alcohol
Dependence Data Questionnaire (Raistrick, Dunbar, & Davidson, 1983). It is a 15-item self-
administered tool designed to assess alcohol dependence in the general population with
acclaimed good stability and validity to be used as alcohol dependence measure. There are no
further versions or recent appraisals of the instrument. The tool is available only English; (2)
DAST-20 (Skinner, 1982), the diagnostic validity of which has been extensively described in this
section. The tool is available in English and Finnish; (3) DUDIT (Berman et al., 2005), the
diagnostic validity of which has been also extensively described in this section. The tool is
available in many languages, such as: Arabic, Bosnian, Croatian, Danish, Dutch, English, Farsi,
Finnish, French, German, Greek, Hungarian, Icelandic, Nepalese, Norwegian, Portuguese,
Romanian, Sami, Spanish, Swedish and Turkish (EMCDDA, 2019b). There are no studies
validating the instrument in the Greek language; (4) TLFB Alcohol: Timeline follow back

(Sobell & Sobell, 1992; Sobell & Sobell, 1995). The tool is a calendar method to assess
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retrospective alcohol and drug use over a time period ranging from 7 days to 24 months. TLFB’s
psychometric properties have been evaluated in 113 drug abusers in outpatient treatment
programs in Virginia, US reported very good test-retest reliability of ICC coefficient values from
0.71t0 0.94 (ps < .001) for substance use in four time intervals. Convergence validity with other
tools was reported to be 0.32 to 0.44 with the MAST and 0.44 to 0.52 with the DAST for the
various time intervals (Fals-Stewart, O’Farrell, Freitas, McFarlin, & Rutigliano, 2000). The
latest study in 292 alcohol and drug users in Toronto, Canada reported ICCs from 0.75 to 0.91
(ps < .001) (Robinson, Sobell, Sobell, & Leo, (2014). The tool is available in English, Spanish,
French, Polish, and Swedish (EMCDDA, 2019c). The Swedish, Spanish and Polish versions
were used in a cross-cultural evaluation of the TLFB and the Inventory of Drinking Situations
(IDS) tool in alcohol abusers, but the Polish version was not used in the final results due to
procedural issues. The results of this study suggested that TLFB’s psychometric properties for
the English, Spanish and Swedish versions were satisfactory for clinical and research trials.
(Sobell et al., 2001); (5) PEI-A: Personal Experience Inventory for Adults (Winters, 1999) is a
long multi-scale 270-item self-report tool designed to detect SUD problems. PEI-A’s purpose is
to find evidence for the onset, nature and the degree of SUD involvement, detect risk factors and
possible areas of attention for treatment. The tool’s psychometric properties were evaluated in
1,995 subjects (895 drug clinic patients, 410 criminal offenders, and 690 control subjects) in the
US yielding internal consistency reliability (Cronbach’s alpha) median values of 0.89, 0.81 and
0.63 for the severity scales, psychosocial scales and validity indicators respectively. The tool is
available only in English. (EMCDDA, 2019d); and (6) SDS: Severity of Dependence Scale

(Gossop et al., 1995), which has been described extensively in this section. It is available in
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English, Spanish, Portuguese, Chinese, Czech and Lithuanian (EMCDDA, 2019¢). No studies
evaluating the SDS in Czech Republic or Lithuania were found in the literature body in English.

In Greece, the two brief self-report screening tools available are the AUDIT and the
DUDIT accessing problematic alcohol consumption and drug abuse respectively, out of which
only the AUDIT has been validated. There is no conjoint screening instrument available.
Importance of Substance Abuse Screening and Quality of Life

There is a growing interest in the literature body on the effect of SUDs to the quality of
life (QoL) and the health-related QoL (HRQoL) in alcohol and drug abusers. QoL is defined as
the “individual’s perception of his/her position in life in the context of the culture and value
systems in which he/she lives and as related to his/her goals, expectations, standards, and
concerns”, while HRQoL is defined as “An individual’s perception of the effects of illness on the
physical, mental, and social dimensions of his/ her well-being” (Laudet, 2011, p. 45).

There were several systematic reviews on the impact SUDs to QoL and HRQoL of the
users. AUD’s impact to HRQoL was evidenced to be significant in all areas of the individuals’
HRQoL. The areas affected were around their general health (mental and physical), overall
activities (general and social), pain and sleep patterns. Overall, AUDs contributed to significant
impairments in the general HRQoL of these individuals (Foster, Powell, Marshall, & Peters,
1999; Levola, Aalto, Holopainen, Cieza, & Pitkénen, 2014). Similar results were reported from
other systematic reviews on the impact of SUDs to QoL of users. More specifically, it was
evidenced that SUDs were related to a significant impairment in the QoL of the SUD individuals,
affecting their physical, mental and social functioning, as well as employment and leisure
activities (De Maeyer, Vanderplasschen, & Broekaert, 2010; Gonzalez-Saiz, Rojas, & Castillo,

2009; Laudet, 2011)
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As discussed earlier SUDs are also comorbid with an array of medical and psychiatric
conditions. Research suggests that SUD individuals also diagnosed with another mental illness
have poorer QoL/HRQoL as compared to healthy subjects with no mental disorders impairing
their physical, psychological and social functioning. Poorer HRQoL was evidenced in the
subjects with Axis I and Axis Il disorders, with anxiety and mood disorders as well as borderline,
avoidant and paranoid PDs being the ones who affected the HRQoL ’s deterioration the most.
Overall, individuals with dual diagnosis are at greater risk of homelessness, suicide, domestic
violence, hospitalization, criminal arrests, higher rates of relapse, non-compliance with mental
health illness medication, and hospital emergency visits (Benaiges, Prat, & Adan, 2012; Bizzarri
et al., 2005; Colpaert, De Maeyer, Broekaert, & Vanderplasschen, 2013; Lozano, Rojas, &
Fernandez Calderdn, 2017; Urbanoski, Cairney, Adlaf, Rush, & Urbanoski, 2007).

QoL studies provide great insight into the aspects of the well-being of the SUD
individuals and thus offer solutions and context based on which treatment plans can be
formulated (Smith & Larson, 2003). Screening for SUDs from counselors and mental health
professionals is of utmost importance in order to identify patients at risk of SUD, conduct further
assessments and facilitate the development of proper treatment planning (SAMSHA, 2009).
Research suggests that SUD individuals in treatment programs have positive treatment outcomes
and increased levels of QoL and HRQoL significantly improving their physical, psychological
and social functioning (Babor & Kadden, 2005; Lozano et al., 2007; Padaiga, Subata, &
Vanagas, 2006).

Purpose of the Current Study
Currently, there is no brief self-report instrument to access SUDs in clinical and

counseling settings in Greece. The purpose of this study is twofold: first, to translate and
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measure the psychometric properties of the SASSI-3 in Greek; and second, to provide clinicians

and counselors in Greece with a useful tool for SUD screening purposes.



1. METHODOLOGY
Participants and Sampling

562 individuals participated in the study; 15 of them did not fully complete all the
questionnaires and were not included in the study and 39 of them had RAP scores above two on
the SASSI-3 final decision rule and were therefore excluded from the results. Consequently, the
final total number of participants for the study was 508. The participants were classified into
three groups: (1) alcohol abusers (AUD, n=49) who were currently attending detoxification
treatment programs and self-help groups; (2) drug abusers (DUD, n=248) who were currently
attending either detoxification programs or support and damage control programs; and (3) non-
alcohol and drug abusers (Controls, n=211) who had no prior SUD diagnosis or alcohol and drug
abuse reported problems. The suggested number of participants was calculated based on
recruiting a representative sample of SUD individuals. The SASSI-3 (Miller et al., 1999)
consists of 93 items making up ten subscales and nine rules based on which the screening report
is generated. Each item was answered by at least five subjects meeting the requirement common
rules requirements for validating questionnaires as in the majority of factor analysis studies the
prevalent subject to item ratio was found to be from 2:1 to 5:1 and a common rule about the
minimum total number of subjects that is adequate for PCA analysis was suggested to be 300
respondents (Osborne and Costello, 2004; Osborne, Costello, & Kellow, 2008).

Participants were nationally recruited in Greece, mainly from the cities of Athens,
Thessaloniki, loannina and Trikala. The SUD participants were recruited from the two main
organizations dedicated to alcohol and/or drug abusers treatment programs, i.e., the “Therapy
Center for Dependent Individuals” (KETHEA) and the “Organization against Drugs” (OKANA),

and the Alcoholics Anonymous (AA). Prior to the visit to KETHEA and OKANA treatment
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units the researcher obtained written permission to visit the programs and administer the tests.
The visits to the AAs took place during their open meetings.

KETHEA'’s therapeutic units which participated in this study were the following: (a)
KETHEA-ALPHA (AA, n=30); (b) KETHEA-DIAVASI (DA, n=15); (c) KETHEA-NOSTOS
(DA, n=17); (d) KETHEA-ITHAKI (DA, n=41); (¢) KETHEA-EXODOS (DA, n=20); (f)
KETHEA-IPIROS (DA, n=16); and (g) KETHEA-EXELIXIS (DA=3). The OKANA units
which participated in the study were methadone and/or buprenorphine substitution treatment
units and were the following: (a) Unit A (DA, n=16); (b) Unit B (DA, n=16); (c) Unit ELENA
(DA, n=26); (d) Unit GOUDI (DA, n=2); (¢) Unit GENNIMATAS (DA, n=36.); (f) Unit
ATTIKON (DA, n=25); (g) Unit SOTIRIA (DA, n=14); and (h) Unit STEKI (DA, n=3).

The control group subjects (NAD, n=211) consisted of KETHEA staff (n=24) and high
school teachers (n=14) who filled in the pen-and-pencil version for a total number of control
subjects of 38, and subjects who were invited to participate in an on-line version of the three
questionnaires through social media and emails (n=173). Inclusion criteria for the participants
were: (a) >18 years of age; (b) good understanding of the Greek language; (c) provision of
signed inform consent; and (d) completion of all items of the Greek version of the SASSI-3, the
DUDIT and the AUDIT questionnaires.

The study followed the ethical standards dictated by the 2002 Ethical Principles of
Psychologists and Codes of Conduct (APA, 2002), e.g. confidentiality (Standard 4.01),
institutional approval (Standard 8.01), informed consent to research (Standard 8.02), debriefing
(Standard 8.08), and plagiarism (Standard 8.11). All subjects were informed about
confidentiality and were asked to sign an informed consent (Appendices A and B). Upon receipt

of their consent they were given the Greek pen-and-pencil versions of SASSI-3, AUDIT and
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DUDIT to complete and upon completion of the tests they were provided with a debriefing form
(Appendix B) with information on the research study. The participants of the on-line version of
the questionnaires were informed about the anonymity of their participation and their consent
was indicated by their participation. Confidentiality was ensured by assigning a random number
to each respondent for identification purposes to be used for all research related documentation.
All documents pertaining sensitive information linked to the participants were safely kept in a
secure folder, which only the investigator has access to. None of the participants received any
monetary compensation. The study was reviewed and approved by the Institutional Review
Board of the American College of Greece (ACG), Athens, Greece (Appendix C).
Measures

SASSI-3. The SASSI-3 (Miller et al., 1999) is a single paper screening tool printed
double-sided with 67 T/F questions printed on the front side and 26 Likert-scale questions on the
back side (Appendix D). The front side has age and gender spaces for demographic data and 67
T/F questions (11 direct SUD symptom-related questions and 56 subtle questions). The backside
includes questions regarding income, marital, employment and educational status for
demographic data, and 12 FVA and 14 FVOD direct questions about the respondents’
experiences and frequency of alcohol and drugs use. There are four options regarding the
instrument’s time frame (e.g., entire life, past six months, the six months before and the six
months since). Since the SASSI-3 was developed from data of people responding on the basis of
their lifetime experience, for the purpose of this study the same time frame was selected as an
option. The manual recommends the administration of the T/F questions first as they are less

likely to induce anxiety as compared to the FV items of the other side.
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The SASSI-3 (Miller et al., 1999) has ten scales, two of which are the FVA and FVOD
scales on one side and eight scales on the T/F questions as follows: (1) symptoms (SYM)
consisting of 11 questions assessing SUD symptomatology; (2) obvious attributes (OAT)
consisting of 12 questions measuring the obvious SUD symptomatology; (3) subtle attributes
(SAT) consisting of 8 questions indirectly accessing SUD discriminating generic defensiveness
from SUD defensiveness; (4) defensiveness (DEF) consisting of 11 questions measuring denial;
(5) supplemental addiction measure (SAM) consisting of 14 questions; (6) family vs. controls
(FAM) consisting of 14 questions identifying neglect of own feelings/thoughts and focus on
feelings/thoughts of others; (7) correctional (COR) consisting of 15 questions detecting patterns
indicating history of criminal behaviors; and (8) random answering pattern (RAP) consisting of 6
questions identifying haphazard responses.

To score the SASSI-3 (Miller et al., 1999) numerical scores were obtained for each scale
and were transferred to the gender-appropriate profile sheet according to the gender of the
respondent (Appendix E). Scoring begun by looking at the RAP scale’s score; if it was two or
more the profile was considered questionable and therefore excluded from research results. The
remaining nine scales forming the SASSI-3 (Miller et all, 1999) decision rules for identifying
SUD probability use the following cut-off scores: (1) Rule One: FVA 18 for males and 20 for
females: (2) Rule Two: FVOD 16 for males and 21 for females; (3) Rule Three: SYM 7 or more;
(4) Rule Four: OAT 10 or more; (5) Rule Five: SAT 6 or more; (6) Rule Six: OAT 7 or more and
SAT 5 or more; (7) Rule Seven: FVA 9 or more or FVOD 15 or more and SAM 8 or more; (8)
Rule Eight: OAT 5 or more and DEF 8 or more and SAM 8 or more; (9) Rule Nine: FVA 8 or
more or FVOD 6 or more and SAT 2 or more and DEF 4 or more or FVOD 8 or more for males,

or FVA 14 or more or FVVOD 8 or more and SAT 2 or more and DEF 4 or more or FVOD 8 or
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more for females (Miller et al., 1999, p.32). Overall, the decision rules of the SASSI-3 (Miller et
al., 1999) yielded a probability statement about the likelihood of the respondent to have an SUD.

AUDIT. The Greek version of the AUDIT (Moussas et al., 2009) has been validated in
Greece and has shown high level of internal reliability and consistency in detecting alcohol abuse
and dependence, as was described in the Alcohol Use/Abuse Screening Tools section of this
study. The AUDIT (Appendix F) was used as a comparison measure for the SASSI-3 (Miller et
al., 1999) to determine concurrent validity as compared with the FVA scale of the SASSI-3
(Miller et al., 1999). The AUDIT (Moussas et al., 2009) is a 10-item scale questionnaire, out of
which: (a) three items screen for alcohol use; (b) four items screen for alcohol dependence; and
(c) three items screen for alcohol-related problems. A total score >8 suggests alcohol abuse
problem while a score >15 indicates alcohol dependence/addiction.

DUDIT. The DUDIT is an 11-item scale designed to detect drug-related abuse in clinical
settings and in the general public (Berman et al., 2005a). The Greek version of the DUDIT
(Appendix G) was used as a comparison measure for the SASSI-3 to determine concurrent
validity as compared with the FVOD scale of the SASSI-3 (Miller et al., 1999). The layout of
the Greek version of the DUDIT has been copyrighted by Berman and associates (2005b), is in
the public domain for use in clinical settings or for research and is valid only if the DUDIT is
used as is. Total scores range from zero to 44 with recommended cut-off scores of 6 for men and
2 for women indicating all types of problematic drug use, such as hazardous use, abuse and
dependence (Berman, Bergman, Palmstierna, & Schlyter, 2005b; Cruce, Nordstrom, &
Ojehagen, 2007).

The use of these three questionnaires meet the ethical standard of plagiarism (Standard

8.11) dictated by the 2002 Ethical Principles of Psychologists and Codes of Conduct (APA,
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2002), which often occurs in cross-cultural adaptations of a test without the approval of its
authors and publisher (Hambleton, Merenda, & Spielberger, 2004, p. 87).
Translation Procedure

The procedure for translating the adult SASSI-3 into Greek was provided by The SASSI
Institute and agreed with the researcher as per the Research and Translation Agreement signed
between The SASSI Institute and the student researcher (Appendix H). The translation procedure
was the following: (1) Two individuals with established credentials in fluency in both English
and Greek translated the instructions, the demographic variables, response options, and the
questionnaire items on the English SASSI-3 into Greek; (2) Two individuals with established
credentials in fluency in both English and Greek back-translated the translated Greek SASSI-3
back into English, without providing them access to the original English version of the SASSI-3;
(3) Two new individuals with established fluency in English acted as a committee in order to
provide a rating for each back-translated English component of the instrument (i.e., instructions,
demographic questions, response options, and questionnaire items) on the following rating scale:
for each component of the back-translated questionnaire, they compared the English back-
translation with its original English version on the SASSI-3 and chose a number between one
and four to indicate how much the back-translated component matched the original English
meaning of this questionnaire component with 1: less than 50%, 2: 50-69%, 3: 70-89%, and 4:
90% or more ratings; (4) The ratings of this Committee were collected for each component of the
translated questionnaire; (5) For each questionnaire component that indicated anything other than
a rating of “4” by all raters, the item was re-translated and back-translated into English and then
asked the raters to provide new ratings for this component; (6) Translation and back-translation

procedures were repeated twice until all components on the questionnaire had ratings from all
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raters of the committee indicating “90% or more” agreement that the English back-translated
component matched the meaning of the component on the original English questionnaire; (7)
The initial translations of the questionnaire (#1), along with the initial back-translations (#2) and
the two sets of initial ratings for each questionnaire component (#3-4), as well as the final Greek
translated questionnaire, its final English back-translation and final component ratings (#6) were
sent to The SASSI Institute; and (8) provided The SASSI Institute with the fluency/translation
credentials and demographic information (age, gender, ethnicity, years of education, occupation)
of all the translators who translated and back-translated the questionnaire, as well as the bilingual
raters of the committee. In the final version of the Greek SASSI-3 the “weekly family income”
was changed to “monthly family income” to reflect the Greek income reimbursement, which in
its majority is monthly.
Statistical Procedure

The completion status of a participant consisted of completing both sides of the Greek
SASSI-3 questionnaire and the AUDIT and DUDIT questionnaires. Participants who did not, or
half-completed any of the questionnaires were excluded from the research. Statistical analysis
was performed using IBM SPSS Statistics software version 20. Descriptive analysis was
performed to examine the sample’s demographic profile characteristics (gender, age, marital
status and educational status) and inferential analysis was performed to evaluate the reliability
and validity of the Greek version of the SASSI-3.

Reliability analysis. Reliability of the instrument was assessed by estimating the
internal consistency of the Cronbach’s alpha coefficient analysis for the whole sample and the
separate categories, i.e., AUD, SUD and control cases for the instrument overall and the

respective scales.
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Validity analysis. The validity of the Greek version of the SASSI-3 was evaluated by
assessing the construct validity of the Greek version of the SASSI-3 as follows: (1) used
Pearson’s product-moment correlation analysis to assess the convergent validity through the
associations between the total FVVA scale score of the SASSI-3 and the total AUDIT score, and
the total FVOD scale score of the SASSI-3 and the total DUDIT score; and (2) used Pearson’s
product-moment correlation analysis to assess the discriminant/divergent validity of the two
internal face value scales of the SASSI-3, i.e., the FVA scale and the FVOD scale which should
be distinct and/or minimally correlated. The predictive validity, sensitivity and specificity of the
instrument were evaluated using Crosstabs calculation and Receiving Operating Characteristic

(ROC) curves analysis.



I11. RESULTS
Demographics Analysis

The total sample consisted of 508 subjects; 276 were males (54.3%), 191 females
(37.6%) and 41 (8.1%) did not specify their gender. DUD subjects consisted of 188 males
(75.8%) and 60 females (24.2%), AUD subjects consisted of 26 males (53.1%) and 23 females
(46.9%), and the control group consisted of 62 males (29.4%), 108 females (51.2%) and 41 did
not specify gender (19.4%). Table 1 presents gender per category and total cases.

Table 2 depicts further descriptive analysis of the sample in terms of gender and age.
Subjects’ ages ranged from 19 to 66 years of age, with males being 20 to 66 years old and
females from 19 to 62 years old respectively. The mean age for males was 42.54 (SD=9.5) and
for females was 40.96 (SD=10.0). Per category, mean age was as follows: (1) DUD males 40.88
(SD=8.7) and females 40.31 (SD=8.3); (2) AUD males 47.63 (SD=8.4) and females 39.26
(SD=7.4); and (3) Control group males 45.31 (SD=10.9) and females 41.65 (SD=11.2).

Sample variables, such as age, education level, employment status, family status and
ethnicity are depicted in Table 3. Education level was similar in the SUD subjects as follows: (1)
the majority were high school graduates (DUD: 36.7% and AUD: 32.7%), followed by
IEK/College graduates (DUD: 18.5% and AUD: 14.3%). However, third ranking in education
differed significantly among SUD participants as DUD subjects were elementary graduates
(11.7%) while AUD participants had undergraduate degrees (10.2%). 62 DUD subjects (25%)
and 15 AUD subijects (30.6%) did not provide information regarding their education level. The
control group had a completely different outlook as 37% were holding an undergraduate degree,
29.4% a graduate degree, 14.2% were IEK/College graduates and 13.7% had completed high

school.
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Out of the total sample, the majority of DUD individuals reported they were never
married (n=126- 60%), whereas the AUD and control groups were mostly married (n=20-42.6%
and n=116-55.2% respectively). Divorced individuals across categories ranged between 10.5%-
12.8%. Males ranked higher in all family statuses as follows: (1) males and females who were
never married were 120 (48.8%) and 78 (43.3%) respectively; (2) males and females who were
married were 84 (34.1%) and 71 (39.4%) respectively; (3) divorced males and females were 31
(12.6%) and 15 (8.3% respectively; and (4) separated males and females were 11 (4.5% and 9
(5%) respectively. In terms of employment status, the majority of the DUD individuals were
unemployed (n=100-50.5%), while the AUD and control subjects were holding full-time jobs in
the majority of them (n=19-45.2% and n=160-76.9% respectively).

The majority of the participants were Greek, n=422 (83% of the total sample and 92%
of the subjects who reported ethnicity) out of which 241 were males (57.1%) and 181 were
females (42.9%).

Reliability

An instrument’s reliability is an important measure of its internal consistency; i.e., how
well the internal parts of the instrument measure the same construct (Huck, 2012; Robinson,
2010). The Cronbach’s Alpha coefficient is the most widely used for internal consistency
measurement of instruments, which use Likert scales. A common rule of thumb of what is
considered as minimum for a good internal consistency coefficient is .70 (Whitley, 2013,
Robinson, 2010). Cronbach’s Alpha coefficient (o)) above .90 is considered excellent reliability,
.70-.90 high reliability, .50-.70 moderate reliability and below .50 low reliability (Hinton,

McMurray, & Brownlow, 2014).
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In the current study, the internal consistency (Cronbach's alpha coefficient) of the Greek
version of the 93-item SASSI-3 was .84 indicating a highly reliable instrument. The two face
valid scales for the complete questionnaire (FVA and FVOD) which use Likert-scale questions
and comprise the first two SASSI-3 rules had a’s of .92 and .97 respectively indicating excellent
reliability. Of the 12 items of the FVA scale 10 items maintained corrected item-total correlation
values above .60, one item .5-.6 and one .3-.5. Of the 14 items of the FVOD scale, 13 items-
maintained values above .7 and one item .6-.7 indicating that all items in these scales measure
the same construct within their respective scales. The remaining seven scales for the complete
questionnaire had much lower o’s ranging from .05 to .86 suggesting that a scale may measure
multiple facets.

The results were similar for the instrument’s reliability per category, producing good
internal consistency results for the complete questionnaire (a’s ranging from .70 to .79) and very
good to excellent reliability results for the direct FVA and FVOD scales (o’s ranging from .77 to
.94), and much lower internal consistency results for the remaining seven scales (o’s ranging
from .01 to .53).

Table 4 depicts a’s for the complete Greek version of the SASSI-3 and the individual scales for
all cases and per category cases.

Although reliability is important for an instrument it is not sufficient unless it is
combined with validity (Wilson, 2014).

Validity
Construct validity. Construct validity has two components: convergent and

discriminant validity. Table 5 depicts the results of construct validity measures.
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Convergent validity of the full questionnaire was assessed investigating: (a) the
relationship between SASSI-3’s FVA score and AUDIT’s score with the use of the Pearson
correlation coefficient. Using Pearson product-moment correlation, the analysis revealed: (a) a
significant positive relationship between FVA score (M=10.32, SD=8.83) and AUDIT score
(M=7.80, SD=9.62), r(508) = .81, p <.001; and (b) a significant positive relationship between
FVOD score (M=14.73, SD=14.13) and DUDIT score (M=15.62, SD=16.23), r(508) = .90, p <
.001. Both measures indicate a strong convergent validity between the FVA and FVOD scores
with the AUDIT and DUDIT scores respectively.

Divergent validity was assessed investigating the relationship between FVA and FVOD
scores with the use of the Pearson correlation coefficient. The analysis revealed a weak positive
relationship between FVA score (M=10.32, SD=8.83) and FVOD score (M=14.73, SD=14.13);
r(508) = .37, p <.001. The results indicate that the two constructs do not measure the same
thing.

Sensitivity and specificity. Table 6 shows the sensitivity and specificity results of the
full Greek SASSI-3 questionnaire and the individual decision rules. The full questionnaire
correctly identified 98.8% (n=245) and 93.9% (n=46) of the DUD and AUD subjects
respectively who were diagnosed with an SUD, yielding an average sensitivity of 96.35%. It
also correctly identified 196 control cases reporting that they were never diagnosed with an
SUD, yielding a specificity of 92.9%. Type | error was 7.1% and the average type Il error was
3.65% indicating a strong predictive validity of the instrument.

The individual decision rules constructed from the face valid classifications produced
similar results. Rule 1 (FVA) correctly identified 91.8% (n=45) of AUD individuals and Rule 2

(FVOD) correctly identified 91.9% (n=228) of the DUD individuals producing an average
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sensitivity of 91.85% for the two face valid scales. Specificities of these rules were found to be
99.1% and 98.6% for Rules 1 and 2 respectively, yielding an average specificity of 98.85%.
Rule 3 (SYM) produced an average sensitivity of 75.65% and specificity of 98.60%. The
remaining decision rules had very high specificities and lower sensitivities as shown in Table 6.

The SASSI-3’s decision rules are used to distinguish between subjects likely to have an
SUD and the ones who are not likely to have an SUD. The ROC curve analysis was used to
evaluate the accuracy of the questionnaire’s scales that make up these rules and revealed that the
FVA, FVOD, SYM, OAT and SAT individual scales used for these decision rules were
significantly greater than the diagonal line (p < 0.001). Among the five measures: (1) the SYM
had the wider area under the curve (AUC) (0.980); (2) second in the width of the AUC was the
FVOD scale (0.941); (3) third in the width of the AUC was the OAT scale (0.939); (4) fourth in
the width of the AUC was the SAT scale (0.846); and (5) fifth in the width of the AUC was the
FVA scale (0.801). In conclusion, ROC scores of these scales are all from good (>.80) to
excellent (> .90) indicating a very good agreement between the SUD diagnosis and the scales
(Youngstrom, 2014).

Reviewing the coordinates of the ROC curve in distinguishing between SUD and non
SUD individuals, the optimal balances between sensitivity and specificity cut-off scores for both
sexes were identified as follows: (a) FVA score of 7.5 produced sensitivity .696 and specificity
.153; (b) FVOD score of 10.5 produced sensitivity .859 and specificity .005; (c) SYM score of
4.5 yielded sensitivity .915 and specificity .040; (d) OAT score of 5.5 yielded sensitivity .843
and specificity .109; and (e) SAT score of 3.5 demonstrated sensitivity .739 and specificity .178.

Sensitivities and specificities of the scales can be found in Table 7.



Figures 1, 2 and, 3 depict the ROC curves of the Greek SASSI-3 FVA, FVOD, and

SYM, OAT and SAT scales (n=508) respectively.

62



IV. DISCUSSION

The SASSI-3 (Miller et al., 1999) is an alcohol and drug use screening tool consisting of
67 T/F questions and 26 Likert-scale questions, which can be used in many different settings to
assess SUD probability. It is the most frequently used instrument in college settings and among
addiction counselors to screen for drug and alcohol use (Juhnke, Vacc, Curtis, Coll, & Paredes,
2003; Laux et al., 2005a; Myerholtz et al., 1998). This study aimed to assess the psychometric
properties of the Greek version of the SASSI-3 (Miller et al., 1999) and found them to be
psychometrically sound in assessing SUD probability.

Results of this study yielded a high reliability of « = .84 for the complete questionnaire
with excellent reliabilities of the direct scales which are the product of the Likert-scale questions
on the second page of the instrument, e.g. FVA «=.92 and FVOD a=.97. The remaining seven
scales, which are the product of the T/F questions on the first page of the instrument, yielded
mixed results from negative and poor values to high reliability scores (e.g., «’s ranging from .05
to .86). The o’s per category followed a similar pattern with o’s ranging from .70 top .94 for the
complete questionnaire and the FVA and FVOD scales, and with o’s ranging from .01 to 0.53 for
the remaining scales.

Reliability results were similar and, in some cases, lower compared to the ones reported
in the SASSI-3 manual which suggested that the questionnaire’s internal consistency
(Cronbach’s alpha) was .93 and the remaining scales yielded a’s from 0.27 to 0.95 with the FVA
and FVOD scales having the strongest o’s of .89 and 0.95 respectively (Miller et al., 1999, p.
26). This study’s reliability results were in line with other scholars’ research results who
assessed the SASSI-3’s psychometric properties consistently reporting high to excellent a’s for

the complete questionnaire (a=.81), the scales FVA (a’s ranging from .78 to .94) and FVVOD (a’s
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ranging from .82 to .94), and a wider lower range or reliability results for the remaining scales
(o’s ranging from .02 to .75) producing a mean a=37.5; the highest o scores for these scales were
always reported for the only direct SYM scale derived by the T/F questions. (Clements, 2002;
Gray, 2001; Miller et al., 2009; Laux et al., 2005a; Sadeghi et al., 2010). Moreover, Laux and
associates (2005a) found that the SASSI-3 outperformed the internal consistency results of the
CAGE, MAST and MacAndrew Alcoholism Scale revised version (MAC-R; Butcher,
Dahlstrom, Graham, Tellegen, Kaemmer, 1989).

The low «’s relevant to the subtle scales are not unique to the SASSI-3 as other
screening instruments with subtle scales have yielded similar results. The Minnesota
Multiphasic Personality Inventory-2’s (MMPI-2; Graham & Graham, 1990) internal structure
has two embedded scales: (a) the MAC-R (Butcher et al., 1989); and (b) the Addiction Potential
Scale (APS; Sawrie, Kabat, Dietz, Greene, Arredondo, & Mann, 1996) both yielding mean
reliability a’s of .47 and .48 respectively (Miller, Shields, Campfield, Wallace, & Weiss, 2007).

Scholars have raised justified questions about the usefulness of the subtle scales in
screening instruments, especially since they yield unsatisfactory internal consistency results.
The authors of the SASSI-3 (Miller et al., 1999) suggested that the lower reliability scores of the
seven scales which are derived from the dichotomous T/F questions are anticipated as these
scales were compiled empirically by including items that identified individuals of known group
status (e.g., with or without diagnosed substance use disorders). Furthermore, the scale items
were not chosen on the basis of measuring unitary constructs but were chosen to identify persons
with SUD who responded differently. For these scales, the a is not necessarily a primary
consideration for the SASSI-3" scales score stability as they were not designed to be

unidimensional in nature (Miller et al, 1999, p. 26).
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In support to the Miller and associates’ (1999) explanation of the significance of the
lower internal consistency « scores of the subtle scales, research suggests that in certain cases the
standardized Cronbach’s coefficient a is not a representative measure of true reliability as it
could underestimate or overestimate true reliability (Osburn, 2000; Zimmerman, Zumbo, &
Lalonde, 1993). Theoretically, if an instrument consists of a small number of heterogeneous
items, its a has a tendency to underestimate its reliability (Osburn, 2000). Moreover, if the items
of a scale are represented by multiple moderately correlated factors, the a may be seriously
underestimated when the items are dichotomous because correlations among dichotomous items
(o coefficients) tend to underestimate true correlations (Sun, Chou, Stacy, Ma, Unger, &
Gallaher, 2007).

The instrument’s convergent and divergent validity yielded excellent results. The
strong positive correlations of r=.815 and r=.904 between SASSI-3’s (Miller et al., 1999) FVA
scale and the AUDIT (Moussas et al., 2009), and the FVOD scale and the DUDIT (Berman et al.,
2005a) respectively indicated excellent convergence results. This study was the first to evaluate
convergent validity of the instrument in comparison to the AUDIT (Babor et al., 1989; Moussas
et al., 2009) and the DUDIT (Berman et al., 2005a) questionnaires, however these results are
consistent with previous research which suggested high correlations between the SASSI-3
(Miller et al., 1999) and (a) the MMPI (Risberg, Stevens, Graybill, 1995); (b) the CAGE (Laux
et al., 2005b; Myerholtz et al., 1998); (c) the MAST (Laux et al., 2005b; Myerholtz et al., 1998);
(d) the Addiction Admission Scale (AAS; Sadeghi et al., 2010); and () DSM-5 (APA, 2013)
SUD diagnostic criteria (Laux et al., 2016). The weak correlation (r=.375) between the FVA and

the FVOD scales of the Greek version of the instrument suggest that the two scales are divergent
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and do not measure the same constructs. There were no previous studies evaluating the
divergent validity of the two scales.

Using the cut-off scores specified by the developers, the sensitivities and specificities of
the Greek version of the SASSI-3 were found to be similar to the values reported in the SASSI-3
manual, e.g., the instrument correctly identified 96.5% of the SUD subjects and 92.9% of the
control group as compared to the respective values of sensitivity and specificity of 94.6% and
93.2% reported in the manual (Miller et al., 1999, p. 26). Similarly, the direct scales FVA and
FVOD produced excellent results of average sensitivity of 91.85% for the SUD individuals and
98.85% for the control group, while the SYM scale yielded sensitivity of 75.65% and specificity
of 98.60%. These results are in line with previous research, which supported the validity of the
SASSI-3 and its face valid scales (Laux et al., 2005a; Sadeghi et al., 2010).

The results for the remaining subtle scales did not replicate the results suggested in the
SASSI-3 manual (Miller et al., 1999). This study’s sensitivity for the individual decision rules
using the cut-off scores of the developers ranged from 0% to 81.55% and specificities ranged
from 95.70% to 100%. These results are in accordance with previous research (Ashman et al,
2004; Clements, 2002; Laux et al., 2016; Svanum et al., 1995). There is one study with opposite
results by Burck, Laux, Ritchie and Baker (2008) who investigated the sensitivity and specificity
of the COR scale only and reported strong sensitivity and weak specificity.

Overall, the instrument’s predictive validity was found to be strong for the complete
guestionnaire, the FVA and the FVOD scales with the respective type | errors being 7.1%, .9%
and 1.4% and type Il errors being 3.65%, 8.2% and 8.1% accordingly. For the remaining scales
a high type Il error was observed, which ranged from 24.35% to 100% while type I error was

much lower ranging from 0% to 4.3%. The weaker mean sensitivity of 38.36% and the high
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false negative rate (61.67%) of the six decision rules derived from the subtle dichotomous
questions could be explained by the fact that our SUD sample consisted by individuals who are
known to be dependent on substances and therefore varied in the degree to which they were
ready and willing to acknowledge the connection between their SUD and its consequences as
well as their motivation to change.

The SASSI-3 (Miller et al, 1999) was validated against the DSM-IV (APA, 1994)
criteria, which had a diagnosis of moderate to severe substance dependence and a separate
diagnosis of substance abuse. The SASSI-3 has an overall accuracy rate of 94% in
discriminating those with either type of substance use disorder (e.g., substance abuse-now
referred to as mild SUD or substance dependence-now referred to as moderate to severe SUD)
from those who have been diagnosed as having neither type of disorder. Yet, the SASSI-3
validation samples only included a small number of participants who had been diagnosed with
substance abuse disorders (8%, n = 67), and the SASSI-3 decision rules accurately identified
only 70% (n = 47) of those participants. Thus, the SASSI-3 is not presented as a fully validated
screen for those with substance abuse disorder (mild SUD) per se. The SASSI-3 profile sheet
provides guidelines for cutoffs that can help further identify those who test negative on the
SASSI-3 but have elevated scores that may indicate substance abuse/mild SUD (e.g., an elevated
DEF score). Therefore, further individual assessment could be very beneficial as looking at the
T-scores plotted on the individual profiles could yield further useful information.

The ROC curve analysis used to identify the accuracy and the optimal scores of the five
scales forming individual rules, i.e., the SAM and the DEF scales not forming an individual rule
were excluded as they are not discriminators of SUD probability on their own. The FVOD,

SYM, and OAT scales yielded high accuracy rates (>90%) and the FVA and SAT scales yielded
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good accuracy rates (>80%) overall producing an average accuracy rate of 90.14% as compared
to the 94.3% reported in the manual (Miller et al., 1999, p. 26). These scales’ cut-off scores
yielding the optimal specificities and sensitivities of the Greek version of the SASSI-3 were
found to be much lower compared to the ones suggested by the SASSI-3 manual. The favorable
accuracy results of the face valid scales were consistent with previous research (Ashman, 2004;
Clements, 2000; Laux et al., 2005a; Sadeghi, 2010).

Overall, this study’s results are consistent with previous research, producing strong
psychometric properties for the complete questionnaire of the Greek version of the SASSI-3
(Miller et al., 1999) and its face valid scales, and a wide range from poor to acceptable reliability
and validity for the instrument’s subtle scales. Nevertheless, even given these mixed results the
SASSI-3 is very popular and widely used in the USA as an SUD screening instrument indicating
that it is a preferred SUD screening tool in various settings due to its reported higher reliability
and validity in comparison studies with other instruments assessing alcohol and/or drug use
(Burck et al., 2010).

Regarding the overall non-satisfactory subtle scales’ results, Feldstein and associates
(2007) suggested that the subtle scales’ results tend to decline over time with treatment, unlike
with the direct scales results. This needs to be taken into consideration in our study as the SUD
sample consisted of individuals with mean age of 42 who were in detoxification programs for a
wide range of time (e.g., from a few months to over 10 years), therefore it is possible that the
difference in the sample’s years in treatment could have played a role in these results.
Limitations

The SASSI-3’s (Miller et al., 1999) scoring outcome produces a dichotomous outcome of

moderate to severe substance use disorder probability; it is not designed to detect a mild
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substance use disorder which requires further individual evaluation that was beyond the scope of
this study.

Regarding the sample of this study, the AUD individuals were underrepresented
compared to the DUD subjects due to the difficulty of the limited time of the AA meetings;
taking up 15 minutes of the AUD individuals’ time from their meetings limited the number of
this category. This could have impacted the lower accuracy rates of the FVA scale compared to
the FVOD. Moreover, the control group was convenience sample recruited through an online
survey distributed through social media reducing the generalizability of the results.

The time frames of the questionnaires used in this study were not compatible. The
participants of this study were specifically instructed to respond to the SASSI-3’s questions for a
lifetime frame, while the AUDIT and the DUDIT questions referred to the last 12 months.
Moreover, the Greek version of the DUDIT has not been validated for its psychometric
properties therefore the convergent validity results should be interpreted with caution.

The SASSI-3 developers calculated the instrument’s accuracy using the decision rules.
ROC curve analysis does not allow the examination of a combination of scales, e.g., scales
forming decision rules six, seven, eight and nine, but only one scale at a time. The decision rules
excluded contain important data from both the direct and the subtle scales of the instrument and
could significantly contribute to the sensitivity and specificity of the instrument. The lack of this
information could have impacted the results of this study.

Suggestions for Future Research

DSM-5’s (APA, 2013) SUD diagnosis includes severity specifiers (mild, moderate or

severe), which are not all covered by the SASSI-3 (Miller et al., 1999). It would be beneficial if

future research determined the specific decision rules’ cut off scores linked to each of the
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severity specifiers including mild SUD specifier that is currently not detected by the instrument.
Moreover, future research could translate and validate the Greek version of the SASSI-4, which
is validated against the DSM-5 (APA, 2013).

Further research would be advisable in order to assess if changing item content may
improve accuracy with this population. Also, conducting test-retest reliability of the translated
instrument and research to investigate the instrument’s ability to detect those who may be
minimizing SUD would need to be investigated.

Conclusion

This study suggests that the Greek version of the SASSI-3 (Miller et al., 1999) is a
sound psychometric instrument reporting high reliability and validity results for the full
questionnaire and the FVA and FVOD scales. Further investigation needs to examine possible

item changes in the subtle scales to improve the instrument’s accuracy in the Greek population.
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TABLE 1: DESCRIPTION OF SAMPLE AND GENDER ANALYSIS

Table 1

Description of Sample and Gender Analysis

Total N (%) Males (%) Females (%)
Total questionnaires completed 508 (100.0) 276 (54.3) 191 (37.6)
DUD subjects 248 (48.8) 188 (37.0) 60 (12.8)
AUD subjects 49 (9.6) 26 (5.12) 23 (4.5)
CONTROL subjects 211 (41.5) 62 (12.2) 108 (21.3)

Note. Percentages in bold are percentages upon the total sample



TABLE 2: SAMPLE DESCRIPTION OF GENDER AND AGE VARIABLES

Table 2

Sample description of gender and age variables

N Percent Mean Median Std. Deviation Min. Max.
Age
Total Sample
Males 264  56.53% 4254  40.00 9.50 20 66
Females 185  39.62%  40.96  40.00 10.04 19 62
Missing 18 3.85%
Category
AUD Males 26 9.4%  47.63 46.00 8.42 32 63
AUD Females 23 12.0% 39.26 38.00 7.42 25 53
DUD Males 188 68.1%  40.88 39.00 8.66 20 64
DUD Females 60 31.4% 40.31 40.00 8.33 19 59
Control Males 62 22.5% 45.31 47.00 10.90 22 66
Control Females 108 56.5% 41.65 43.00 11.20 20 62

Note. Valid cases (n=467)

107



TABLE 3: SOCIO-DEMOGRAPHIC CHARACTERISTICS OF THE SAMPLE

Table 3

Socio-Demographic Characteristics of the Sample

AUD DUD CONTROL
Employment (N=448) n=42 n=198 n=208
Full-time 19 (8.1%) 57 (24.2%) 160 (67.8%)
Part-time 12 (21.81%) 28 (50.91%) 15 (27.28)
Unemployed 9 (8.0%) 100 (89.3%) 3 (2.7%)
Student 0 (0%) 2 (9.1%) 20 (90.9%)
Housemaker 0 (0%) 3 (37.5%) 5 (62.5%)
Disabled 0 (0%) 5 (100%) 0 (0%)
Retired 0 (0%) 1 (100%) 0 (0%)
Education (N=508) n=49 n=248 n=211
Elementary school 1 (3.2%) 29 (93.5%) 1 (3.2%)
High school 16 (11.8%) 91 (66.9%) 29 (21.3%)
Technical/College Training 7 (8.4%) 46 (55.4%) 30 (36.1%)
Undergraduate degree 5 (5.2%) 14 (14.4%) 78 (80.4%)
Graduate degree 4 (5.6%) 6 (8.3%) 62 (86.1%)
Post graduate degree/PhD 1 (16.7%) 0 (0%) 5 (83.3%)
Missing 15 (18.1%) 62 (74.7%) 6 (7.2%)
Family Status (N=467) n=47 n=210 n=210
Married 20 (11.2%) 43 (24%) 116 (64.8%)
Never married 18 (8.5%) 126 (59.7%) 67 (31.8%)
Divorced 6 (12%) 22 (44.0%) 22 (44.0%)
Widower 0 (0%) 3 (42.9%) 4 (57.1%)
Separated 3 (15%) 16 (80.0%) 1 (5.0%)
Ethnicity (N=480) n=46 n=224 n=210
Greek 45 (9.9%) 216 (47.4%) 195 (42.8%)
Other 1 (4.2%) 8 (33.3%) 15 (62.5%)

Note. Percentages in parentheses are percentages per subcategory
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TABLE 4: CRONBACH’S ALPHA COEFFICIENTS

Table 4

Cronbach’s Alpha Coefficients

Scales All cases DUD cases AUD cases Control cases
Full Questionnaire .84 (435) .78 (181) .79 (44) .70 (210)
FVA .93 (490) .92 (231) 77 (48) .80 (211)
FVOD .97 (483) 82 (224) 94 (48) .90 (211)
SYM .86 (498) 45 (239) .53 (48) 53 (211)
OAT -.05 (492) 13 (235) -.07 (47) 24 (210)
SAT 21 (489) 12 (240) .03 (49) .06 (210)
DEF .05 (504) 17 (245) -.11 (48) .01 (211)
SAM 24 (492) 25 (232) -.06 (49) 29 (211)
FAM .11 (495) .04 (236) .08 (48) 21 (211)
COR .38(493) .04 (234) .29 (48) .20 (211)

1 Only items utilized in the decision rules were included
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TABLE 5: PEARSON CORRELATION

Table 5

Pearson Correlation

Mean Std. Dev. FVA FVOD AUDIT DUDIT
FVA Score 10.32 8.83 1 375* .815* 313
FVOD Score 14.73 14.13 375* 1 228 .904*
AUDIT Score 7.80 9.62 .815* 228 1 .239
DUDIT Score 15.62 16.23 313 .904* .239 1

*p <.01. n=508
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TABLE 6: AGREEMENT BETWEEN COUNSELORS’ DIAGNOSES, SASSI-3 AND

Table 6

DECISION RULES

Agreement between Counselors’ Diagnoses and SASSI-3 and Decision Rules

SASSI-3
DR1
DR2
DR3
DR4
DR5
DR6
DR7
DR8
DR9

True Positive

True Negative

False Positive False Negative

291 (96.35%)
45 (91.80%)
228 (91.90%)
229 (75.65%)
76 (23.50%)
76 (17.75%)
126 (31.75%)
246 (81.55%)
0 (0.00%)
81 (22.85%)

196 (92.90%)
209 (99.10%)
208 (98.60%)
208 (98.60%)
211 (100%)

209 (99.10%)
209 (99.10%)
207 (98.10%)
210 (99.50%)
202 (95.70%)

15 (7.10%)
2 (0.90%)
3 (1.40%)
3 (1.40%)
0 (0.00%)
2 (0.90%)
2 (0.90%)
4 (1.90%)
1 (0.50%)
9 (4.30%)

6 (3.65%)

4 (8.20%)
20 (8.10%)
68 (24.35%)
221 (76.50%)
221 (82.25%)
171 (68.50%)
51 (18.45%)
297 (100.0%)
216 (77.15%)
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TABLE 7: SASSI-E INDIVIDUAL RULES SENSITIVITIES AND SPECIFICITIES

Table 7

SASSI-3 Individual Rules Sensitivities and Specificities
Positive if Greater

Than or Equal To? Sensitivity 1-Specificity
FVA Score -1.00 1.000 1.000
50 928 926
1.50 .908 .851
2.50 879 743
3.50 .859 599
4.50 810 470
5.50 765 337
6.50 729 233
7.50 .696 153
8.50 641 119
9.50 .605 074
10.50 578 .035
11.50 552 .020
12.50 523 015
13.50 497 015
14.50 480 .010
15.50 467 .010
16.50 422 010
FVOD Score -1.00 1.000 1.000
50 915 282
1.50 902 .188
2.50 902 114
3.50 .895 .089
4.50 .895 .064
5.50 .895 .045
6.50 .886 .020
7.50 .882 .020
8.50 876 .005
9.50 .869 .005
10.50 .859 .005
11.50 552 .020
12.50 523 015
13.50 497 .015
14.50 480 .010
15.50 467 .010

16.50 422 .010



SYM Score -1.00 1.000 1.000
.50 .993 797
1.50 .990 441
2.50 .980 .218
3.50 951 124
4.50 915 .040
OAT Score -1.00 1.000 1.000
.50 1.000 975
1.50 1.000 .876
2.50 .987 713
3.50 974 450
4.50 922 .267
5.50 .843 109
6.50 J71 .040
7.50 .595 .005
SAT Score -1.00 1.000 1.000
.50 1.000 970
1.50 .964 .752
2.50 .882 411
3.50 .739 178
4.50 474 .04

113

a. The smallest cutoff value is the minimum observed test value minus 1, and the largest cutoff
value is the maximum observed test value plus 1. All the other cutoff values are the averages of

two consecutive ordered observed test values.
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FIGURE 1: ROC CURVE FOR THE FVA SCALE

Figure 1

ROC Curve for the FVA Scale
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FIGURE 2: ROC CURVE FOR THE FVOD SCALE

Figure 2

ROC Curve for the FVOD Scale
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FIGURE 3: ROC CURVE FOR THE SYM, OAT AND SAT SCALES

Figure 3

ROC Curve for the SYM, OAT and SAT Scales
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INFORMED CONSENT FOR PARTICIPATION IN RESEARCH
Translation, cultural adaptation and psychometric properties of the Greek version of the
Abuse Subtle Screening Inventory (SASSI-3)
Study Investigator: Panagiota S. Kontoléon
Supervisor: Dr. Mari Janikian
Purpose of Study: The primary purpose of this research study is to examine the psychometric
properties of the Greek adaptation of the Abuse Subtle Screening Inventroy (SASSI-3).
Participation Withdrawal or Refusal to Participate: Participation in this study is completely
voluntary and you may choose to quit the research project at any time without any penalty.
Description of Study Procedures: The principle researcher will explain the study to you,
answer any questions you may have, and witness your signature to this consent form.
What you will do in this research: If you decide to participate, you will complete the Greek
version of the SASSI-3 questionnaire. Some of the questions will be about your age, gender,
marital, educational and employment status and others will be about your lifetime alcohol and
drug use. It is estimated that it will take 8-15 minutes to complete the questionnaire.
Confidentiality of Information Obtained: Results of this research will be kept confidential.
You will be given a random number for identification purposes. Individual research responses
will be kept separately from any identifying information. All information obtained will be stored
in a locked file cabinet accessed only by the principal investigator and the supervisor.
Information from this study may be reported or published in aggregated form, but your identity
will be kept confidential in any publications or presentations.
Expected Risks of the Study: There are no known or anticipated risks for participating in this

study. Nevertheless, you will be asked to disclose personal substance use information and some
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questions may contain items about symptoms that may be troubling to you. You may experience
some emotional discomfort when responding to these items, but it is not expected to last longer
than it takes you to complete the questionnaire. If, however, you experience emotional reactions
that are difficult for you to manage, please contact the principal investigator of this research
study or if you are visiting a psychologist mention your reactions to him/her. Referral
information for additional appropriate services is available if necessary.

Expected Benefits of the Study: Your participation in this study should enhance your general
knowledge about how substance abuse may impact various domains of life. Also, you will have
the opportunity to experience first-hand how psychological research is conducted. You might
also find it useful to reflect on your own experiences and perceptions as evoked by the questions.
Use of Research Results: Findings from this study will be presented in a committee of three
supervisor psychologists of the Master’s Program in Counseling Psychology and Psychotherapy.
The presentation will have open access to all interested college students and stuff. As a
participant, you are entitled to meet with the principal investigator to obtain the results of the
study and for any other questions or concerns. Data collected will be destroyed at the end of
three years.

Future Questions: If, at any time, you have questions about study procedures or your
participation in the study, please contact the principal investigator (Panagiota Kontoléon, 698
5551 888) or the supervisor (Dr. Mari Janikian, mjanikian@acg.edu).

Emergency Contact Information: You may contact the study investigator if you feel that you
need to discuss concerns about substance abuse.

Human Subjects Review Board: This research study has been reviewed and approved by the

Institutional Review Board of the American College of Greece.
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Researcher Signature Researcher Name

CONSENT TO PARTICIPATE: I have read and understood the information provided to me. |
have had all my questions answered to my satisfaction, and | voluntarily agree to participate in

this study.

Participant Signature Date

Participant Name
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DEBRIEFING FORM
Translation, cultural adaptation and psychometric properties of the Greek version of the

Abuse Subtle Screening Inventory (SASSI-3)

Substance abuse has received increasing empirical and clinical attention due to its detrimental
effects on the individual’s physical and mental health, as well as in his/her quality of life. Early
identification of problematic alcohol use and drug abuse is essential to the development of
appropriate interventions and treatments of substance use disorders in various populations.

Your generosity and willingness to participate in this study are greatly appreciated. Your input
will help contribute to the advancement of the field of substance abuse screening research. There
are times that people find the subject matter of these questionnaires disturbing. If answering any
of these questions led you to feel distressed and you would like to speak to someone about your

thoughts, please contact one of the following:

Deree Student Counselling Service: 210 — 600 9800, ext. 1080

If you have any complaints, concerns, or questions about this research, please feel free to

contact, Dr. Apergi, the Graduate Department of Psychology Coordinator (tel: 210-600 9800,

gyt. 1505, tapergi@acg.edu).

If you are interested in this area of research, you may wish to read the following references:
Courtney, R. (2015). The Health Consequences of Smoking-50 Years of Progress: A Report of
the Surgeon General, 2014. Drug & Alcohol Review, 34(6), 694-695. doi:

10.1111/dar.12309


mailto:tapergi@acg.edu
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De Maeyer, J., Vanderplasschen, W., & Broekaert, E. (2010). Quality of life among opiate-
dependent individuals: A review of the literature. International Journal of Drug Policy,
21(5), 364-380. doi:10.1016/j.drugpo.2010.01.010

Fiellin, D. A., Reid, M. C., & O'connor, P. G. (2000). Screening for alcohol problems in primary
care: a systematic review. Archives of Internal Medicine, 160(13), 1977-1989.
doi:10.1001/archinte.160.13.1977

Lai, H. M. X., Cleary, M., Sitharthan, T., & Hunt, G. E. (2015). Prevalence of comorbid
substance use, anxiety and mood disorders in epidemiological surveys, 1990-2014: A
systematic review and meta-analysis. Drug & Alcohol Dependence, 154, 1-13. doi:
10.1016/j.drugalcdep.2015.05.031

Levola, J., Aalto, M., Holopainen, A., Cieza, A., & Pitkanen, T. (2014). Health-related quality of
life in alcohol dependence: A systematic literature review with a specific focus on the
role of depression and other psychopathology. Nordic Journal of Psychiatry, 68(6), 369—
384. doi:10.3109/08039488.2013.852242

Mdege, N. D., & Lang, J. (2011). Screening instruments for detecting illicit drug use/abuse that
could be useful in general hospital wards: A systematic review. Addictive Behaviors,
36(12), 1111-1119. doi: 10.1016/j.addbeh.2011.07.007

Schulte, M. T., & Hser, Y. I. (2013). Substance use and associated health conditions throughout
the lifespan. Public Health Reviews, 35(2), 3. Retrieved from:
https://www.ncbi.nlm.nih.gov/pubmed/28366975

Once again, | thank you for taking part in the present study.

Please feel free to contact Panagiota Kontoléon at P.Kontoleon@acg.edu or 698 5551 888 if you

have any questions or comments regarding this study.
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MIZTOIIOIHTIKO XYI'KATAGEXHX I'lA XZYMMETOXH XE EPEYNA
MeTd@pact), TOMTIGUIKI] TPOCUPROYT] KOl YOYOUETPIKES 1010TNTES TG EAANVIKNI G EKd0YMS
7oV Awkprtikov Ipocopurtopatikod EAéyyov Kataypnong Overdv (SASSI-3)
Epevvitpuo: Havayiota X. Kovrorémv

Emkepainc Kadnynrpo: Mapi T avikiav, PhD

Xkomdg épevvac: O mpotopykds GKOTOG TG mapovoag £pevuvas etvor m eEétaon tov
WUYOUETPIK®Y 1010TNTOV ™G EAANVIKNG mpocappoyng tov epotnpotoroyiov «Substance
Abuse Subtle Screening Inventory» (SASSI-3).

Avaipgon Ané@aong Xvppetoyns 1 Apvinon Xopperoyns: H cvpperoyn oty napodca
épevva etvar amoldtmg eBelovTiKY| Kot pumopeite vo eMAEEETE VO ATOGVPETE T1 GUUUETOYN OO
GTNV £pELVA, VA TAGH GTIYUT], XOPIS Kapio KOpmon.

Ieprypagn g gpeuvnTikic dwdkaciog: O Pacikog epguvntig Ba cag eEnynost Ty €pguva,
Bo amavinoel TuyoOV epOTGELS Kol Oa eTPAEYEL TNV LIOYPAPT TNS TAPOVGOS POPLLOG
ovykaTaBeong and £6AG.

O porog 6ag oty £pEVVA: ZTNV TEPITTMOGT TOV ATOPAGIGETE VO CUUUETEXETE, B Ypetocel va
CUUTANPADGETE £Va TOKETO EpOTNUHOTOAOYIOV. Kdmoleg epotoelg apopodv oty nAikia, 610
(@VOLO, TNV OIKOYEVELOKT], ETAYYEALOTIKY KOl EKTAOEVTIKY] KATACTOGT KOl GTIG GLVNOEEG oalg
v xpron ovcldv. Extipdrtot 6t 1 suunAnpmon tov epotnpatoloyiov taipvel 8-15 Aentd.
Ipootacio Ipoocomk®dv Agdopéivov: To amoteléopata avtng g épevvags Ba kpatnovv
anoppnta. Oa cag dobel Evag Tuyaiog apBuog ya eEokpifwon otoyeiomv. Ot atopukég oog
arovtoels Oa kpatnBovv EEympa and omotodnmote ototyeio tavtdtnTas. Olec ot mAnpoopieg

Ba KpatNBoHV KAEW®UEVEG GE LEPOG GTO 0Toi0 £X0VV TPOHSPAcT] LOVO 1) PAGIKY] EPEVVITPLO KOl
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n emPArénovoa kadnyntpla. ITAnpogopieg amd avtn v Epevva evoéyetal va. Tapovclacovv 1
va OMpoc1omoinfohv GUYKEVTPOTIKA, AAAL 1| TALTOTNTA Gog B0 TOPAUEIVEL EUTIGTEVTIKN GE
0TO10ONTOTE dNUOGiELON 1| TOPOLGINCT.

Evogyopevor Kivovvor Merétng: Asv vdpyovv yvootol 1] evogOUEVOL KIVOUVOL GYETIKA e TN
GUUUETOYN O0G 0TV €V AdY® €pevva. QoTOG0, B KANnOeite Vo amoKOADYETE TPOCHOTIKES
TANPOPOPIEG GYETIKA LLE T YPTOT) OVCUDY KOl OPIGUEVESG KATNYOPIEC EPOTNUAT®V UTOPEL VO
EUTEPLEYOVV CTOLYELN CUUTTOUATOV TOV GOG APOPOVY. ATAVTIMOVTAG TO €V AGY® EPOTNLATA,
evoéyetan vo fudoete o€ Kamowo Pabud svceopia, 1 omoia OpmS avapévetat vo teplopiobel povo
070 XPOVO TTOV amaltel 1 omdvrnon Tov epotudtov. Edv, mop’ 6Aa avtd, Buboete
ocuvaeONUOTIKES AVTIOPACELS TOL OVCKOAEVESTE VO SO EPLOTEITE, Topakareiche va
EMKOWVMVNGETE LE TNV POCIKT EPELVITPLO TNG EV AOY® HEAETNG 1) EAV EMCKENTEGTE KATOLOV
YuyoAdyo va Tov TG avaeépete. EmmpdoOeteg minpopopieg yia xpnom apuodiov vanpeciov
etvar dbéoeg og mepintmon mov ypelacHovv.

Avapevopeva O@éin Merétng: H ocoppetoyn cag oty ev Adym €pguva pmopel va Slevpuvet Tig
YVOGELS GOG GTOV TPOTO LE TOV OTO10 KATAVOADVETE AAKOOA 1 YPTCLUOTOLEITE OVGIEG KO TTADG
avtd dvvatal va ennpedoet dtipopovg topeic g Long. Emiomng, Oa £xete v gukapia va
TAPOKOAOLONGETE OO KOVTA TOV TPOTO de&aywyns oS Woxohoytkng épevvag. TéLog,
evoéyetat vo, Bpeite ypnoto 1o va. 6og 000l 1 apopur] HECH TOV EPOTICEMV VO CKEPTEITE TIG
TPOCMOTIKES EUTEIPIES KO OVTIANYELG GOG.

Xpion Amoteheopdtov Merétng: Ta svpiuata g perég Oa ntapovsiachodv e o
EMTPOTN TPLOV EMPAETOVTOV KaONYNTOV ToL Metamtuytokoy Tunpatog ZupPovAevtikig
YPoyoroyiog kot Pouyobepaneiog tov Apepikavikov Korieyiov EALGdoc. H mapovcioon Oa

etvat avoytn o6& OAOVS TOVG EVOLUPEPOLEVOLG POITNTES KO TPOCMOTIKO. 25 CLUUETEYOVTAG,
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&xete 10 OKaimpo vo cuvavindeite pe ) facikn epeuvnTplo, OCTE VoL AAPETE TAL ATOTEAEGLOTOL
™G LEAETNG N Y10 OTTO10ONTOTE GAAO EpdTNa 1 oviiovyia. Ta dedouéva mov Ba Exovv cuAleyOel
amd v €pevva Ba amodnkevbovv Yia mEpaTEP® EPEVVAL.

Merhovtikég Epotmioseis: Edv, avd mdoa otiypn, £xeTe EpOTNCEIS GYETIKA LE TIG SLOOIKOGIES
NG LEAETNG N LE T OIKT GO CLUUETOYN O OLTNV, TOPAKOAEIGHE VO EMKOIVOVINGETE LE TN
Baowm epguvntpro (ITavayidta Kovrodéwv, 698 5551 888) 1 ue v emPrémovca kadnyntpla
(Ap. Mapi TCovikidv, email: mjanikian@acg.edu).

Xroyeio Emkowoviag og Ilepintoon Avaykne: Edv cog donpovpyndel n avéyxn va
ou{NToETE TEPAUTEP® TPOPANLATICLOVG GYETIKA LLE TN XPTOT) OLGLAOV, UTOPEITE VOl
EMIKOWVMOVY|GETE LE TNV EPEVVITPLN TG LEAETTG.

Emtpom) Avafedpnong Avlpomvov Awaropdtov: H mopovca epguvntikn perétn éxet
avaBempnOel ko eykpiBel amd to Xvpfoviio Oeopkdv AvabempnoewVv Tov AUEPIKOVIKOD

KoMieyiov EALGOOC.

Yroypaer Epgvvnitprog Ovopa Epgvvnitprag
YYT'KATAOEXH XYMMETOXHZE: 'Exm 010fdcet Kot Kotovonoet TG TANPOPOpIieS Tov LoV
doOnkav. ‘Exyovv amavinfel icavomomrtikd OAEG OV Ol EPOTNCELS KO CLUPMOVEH OIKEOOEADS VoL

GUUUETAGY® GTNV TAPOVGA EPEVVOL.

Ymoypoapn ZupUETEYOVTOC/0VGOG Ovopo cupeTéyovtoc/ovoag

Huepopnvia
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®OPMA ANA®OPAX
MeTd@pact), TOMTIGUIKI] TPOCUPROYT] KOl YOYOUETPIKES 1010TNTES TG EAANVIKNI G EKd0YMS

0V Awkprtikov [posopurntopotikod EAéyyov Katayxpnong Oveidv (SASSI-3)

H xatdypnomn ovcidv £yel yivel 10 OVTIKEILEVO EKTETAPEVNG EUTMEIPIKNG KO KAIVIKNG
TPOGOYNG AOY® TV MOV ETMTOGEDY TNG OTI COUATIKY KOl YLYIKN VYELQ TOV
eCapmmuévov atdpov kabmg kot otnv tototnta Long Tov. H éykaipn avayvodpion g
TPOPANUATIKNG XPNONG AAKOOA KOl TNG KATAYPNONS OLGLAOV EIVOL AIOpOiTnTN Yo TV ovATTLEN
KATOAANA®V TopeUPACEDV KOl BEPATEVTIKOV Oy YDV Y10 SLLTOPAYES TNG XPNONG OVCIDV GE
dapopovg TANBLGLOVG.

H yevvarodwpia ko n wpobupio cog vo GUUPETACYETE GE VTN TN LEAETT EKTYLMOVTOL 1O10UTEPMG.
H ocvvetspopd cog Ba cupfdrel onv TpodOnon Tov Topéa £pELVOG Yo TNV KATAXPNOT OVGLAOV.
Yndpyovv otrypéc mov opiopévol avlpmmot BpiocKovv To TEPLEYOUEVO EPMTNULATOAOYIMV
evoyAntiko. Edv amavidvtog omoladfmote epOTNGCT VOIMGETE dLGAPESTA Kol OEAETE Vo
LLOPAGTEITE TIC GKEYELS GOC, TOPAKOAD ETIKOIVOVINGTE LE TNV:

Ynnpeoia Zvppovievtikic @ortntdv tov Deree 6to ThA. 210-600 9800, eomt. 1080

Mo moapdmova, TPoPANUATIGUOVE, 1) EPOTACELS GYETIKA LLE TNV TOPOVGO EPEVVOL, TOAPUKOA®D
EMKOWVMOVNOTE LE TNV ZuvTovioTpla tov Metamtuytokod Tunpatog Poyoroyiag, Ap. Amépyn
010 210-600 9800, ecwt. 1505).

Edv evdiopépeote meptocOTEPO Y1 TO €V AOY® avTIKEILEVO HEAETNG, UTopeite vo TapameppOsite

ota axolovba keipeva:
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De Maeyer, J., Vanderplasschen, W., & Broekaert, E. (2010). Quality of life among opiate-
dependent individuals: A review of the literature. International Journal of Drug Policy,
21(5), 364-380. doi:10.1016/j.drugpo.2010.01.010

Fiellin, D. A., Reid, M. C., & O'connor, P. G. (2000). Screening for alcohol problems in primary
care: a systematic review. Archives of Internal Medicine, 160(13), 1977-1989.
doi:10.1001/archinte.160.13.1977

Levola, J., Aalto, M., Holopainen, A., Cieza, A., & Pitkanen, T. (2014). Health-related quality of
life in alcohol dependence: A systematic literature review with a specific focus on the
role of depression and other psychopathology. Nordic Journal of Psychiatry, 68(6), 369—
384. doi:10.3109/08039488.2013.852242

Mdege, N. D., & Lang, J. (2011). Screening instruments for detecting illicit drug use/abuse that
could be useful in general hospital wards: A systematic review. Addictive Behaviors,
36(12), 1111-1119. doi: 10.1016/j.addbeh.2011.07.007
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INo pio axodpn eopd, cog evYOPLETO BEPLLE Y10 TNV CLUETOYT GOG GTNV TOAPOVGH LEAETT).
[Mopakaio pn diotdoete va emikotvavioete pe v [Hovayidta Kovriodéwv oto péa
P.Kontoleon@acg.edu 1} 6to 698 5551 888 yio omoadmote EpMTNON 1 SIEVKPIVIION CYETIKY UE

OLTY] TN LEAETN.
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INSTITUTIONAL REVIEW BOARD APPROVAL

Institutional Review Board
March 8, 2019

Panagiota Kontoleon, Graduate Student
MS in Counseling Psychology and Psychotherapy
The American College of Greece

Re: Expedited review (IRB protocol #201902160)
Dear Ms, Kontoleon,

Thank you for submitting your study entitled, “Translation-Cultural
Adaptation-Psychometric Properties of the SASSI-3". The IRB reviewed and
approved your study under the Expedited review process, pending subject to
the following conditions:

1. Inthe informed consent, Use of Research Results, add the following
Information:

Data collected will be destroyed at the end of three years OR stored
for further research (SPECIFICALLY STATE IF DATA WILL BE KEPT OR IF
IT WILL BE DESTROYED).

2. Inthe informed consent, Use of Research Results, replace the phrase
*..supervisor psychologists of the Graduate Psychology Deportment.."
with “..supervisor psychologists of the Master’s Program in Counseling
Psychology and Psychotherapy...”

3. Submit the approval letters for recruitment of participants from all
institutions mentioned in the protocol, before the collection of data,

Please keep in mind that the IRB Committee must be contacted if there are
any changes to your research protocol. Feel free to contact the IRB
[irb@acg.edu] if you have any questions.

Best Wishes for your research work.

Sincerely,

Chrysanthi Nega, Ph.D.
Chalr, IRB
Cc: Office of Provost

6 Gravias Street, 153 42

Aghia Paraskevi
Athens, Greece

t: +30 210 600 9800
www.acg.edu
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TRANSLATION, ADAPTATION AND VALIDATION OF SASSI-3 84

i
¥ E
i a statement tends 1o be TRUE for you, fill i the squars in the column headed 7. thatis, § [ Fil in this way 1 SASSI -3
i 2 statement tends to be FALSE for you, fill in the square in the column headed F: thatis, [ I Not liks this I ADULT FORM
iid Please try 1o answer a# questions -
F
1 Most people would lie to get what they want, {1 Crying does not help amything.
2, Most people make some mistakes in thair lile, {] 1 think thers is somathing wrong with my mermory.*
3. | usually “go along” and do what others are doing. {1 1have sometimes been tempted to hit peopia.*
4, | have never been n trouble with the police. [ My most important successes are nol a direct result of my effort,
5, | was always weail bahaved in school.* ] |aiways feel sure of myself.
6. My troubles are not all my taut* I 1have never broken a major law.*
7. | have not ved the way | should. [ There have been times when | have dong things | couldn’l remember iater.
8. | can be friendly with people who do many wrong things. [ 1'hink carsfully about all my actions.*
9. | do not like to sit and daydroam.” [] 1 have used alcohol o “pot” too much or too often,
10. No one has ever criticized or punished me. {I Nearly everyona enjoys being picked on and made fun of.
1, Sometimes | have a hard time sitting still, [ !know wha s to biame for mosi of my troubles.
12 People would be better off if they ook my advice. ] |frequently make ksts of things to do.
13 At timas | feel worn out for no special reasen.” [] |guess | know some prefty undesirable types.*
14, I think | would enjoy moving to an ares 1've never been before. ] Most people wil laugh al a joke at times.
15. It 18 better not to taik about personal problems. | have rarely been punished.”
16, | have had days, weeks of months when | coukdn't get much done bacause | just | smoke cigarettes regularly.

wasn'tup fo & At tmes | have been 30 1ull of energy that | et | didn't need sieep for days al a time.
I am very respectiul of authority, | have sometimes sa1 about when | should have been working *

1 like 10 cbey the law.* | arm often resentful,

| have been templed to leave home.* | taks al my responsibifities serously.”

COOoOOoOOOCIMOOCCIOCIICOOOOD OO ER OO -

CODOOOOOCISNDEIEICICOIOOOIE AOODOOCOODOoOOoOooDoOoDoeaE M

SRRTSRNIBBEUIFLLER TG 5RB02888988R

00 0 13 10 ) 5 15 6 1 5 £ 5 59 53 65 50 £ E E £ 59 53 D E ED L o D T D 0 o 60 =
-3

17.
18,
18.
20, | often fael that strangers iook at me with dsappraval, [] | have neglected obligations to famiy or work because of drinking of using drugs.
21, Other people would fal apart if they had to dsal with what | handle. [l |have had & drink first thing in the morning 1o staady my nerves or get rid of a hangover,
22, | have avolded peopla | did not wish 1o speak 0. {1 Whie | was a teanager, | began drinking or using cthec drugs regularly,
23 Some crooks are 50 clever that | hope they get away with what they have dong. ] My tathar wasiis a beavy drinker or drug user.
24, My schoof taachers had some problems with me.* {1 When | drink or use drugs ! 1end to get iMo trouble
25, | have never done anything dangerous just %of fun, [] My drinking or other drug use causes problems between me and my famiy.
26, | need to have semething to do so | dont get borad. {1 1do most of my drinking ot drup usng away from homa,
27. | have sometimes drunk too much.* [l Atleast once & week | use some non-presofiption antacid andior diarrhea medicine.
28, Much of my life i uninteresting.* {] 1 have never ot sad ovar anything.
28 Sometimes | wish | could control mysalf better.” (] 1am rarely at 4 loss for words.*
30, | believe that people somatimes get confused. {I 1am usually happy.*
3 Sometirmes | am no good for anything at all.* [I 1am a restiess person,
32. | braak more laws than many people * {1 1 hke doing things on the spur of the moment.
33 i some friends and | were in trouble together, | would rather 1ake the whole [I 1am abdinge dinkerfsrug user.
blame than tell on them.
: ) SASS]
- . - -
Name Date Sex Age
“Theme torns wm dodar tan P Puptenges Boiseey rewm,
IT IS ILLEGAL TO REPRODUCE THIS FORM —— T e e p——

SCopyright, June 1667 by Glann Miler

Form SASSIS L9
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i For sach item below, circle the number which reflects how often you have experienced the

situation described during: 3 your entire life
0 the past six months
0 the six months before

O the six months since

\
\% ALCOHOL (FVA) g‘z:%

0 2| 3| 1. Had drinks with lunch? 0|1]2]3
0 2| 3| 2 Taken a drink or drinks to help you express your 0|1]2(3
feelings or ideas? 0|1]2]|3
0| 1| 2| 3| 3. Taken a drink or drinks 1o relieve a tired fealing
or glve you energy to keep going? 0(1)2|3
01| 2| 3| 4. Had more to drink than you intended 10? 0(1(2]3
0|1]| 2| 3| 5 Experienced physical problems after drinking
(e.g. nausea, seeing/hearing problems, 0(1(2]3
dizziness, etc.)? 0j1(2]3
01| 2| 3| 6 Gotten into trouble on the job, i school, or at 0|1]]2|3
home because of drinking?
0|1| 2| 3| 7 Become depressed alter having sobered up? 0|1]2]|3
01| 2| 3| 8 Argued with your tamily or friends because of
your drinking? 0|12 |3
0| 1| 2| 3| 9 Hadthe effects of drinking recur after not
drinking for a while (e.g. lashbacks, 0|1|21|3
hallucinations, etc,)? 0|11)2|3
0| 1| 2| 3| 10. Had problems in relationships because of your
drinking (.. loss of friends, separation, 01123
divorce, etc.)?
0| 1] 2| 3| 1. Become nervous or had the shakes after having 0(112]3
sobered up?
0|1] 2|3 12, Tred to commit suicice while drunk?
Marital Status:  vametorsguenet [J  Sewwanet ] Dwecod [ Weomed | Swpeatin ]
Employmont Status.  Fuisme []  Pattine [] Nowmpiyed []  Sutet [|  wememoim [|  Diaties [
Highest Grade Completed Ethnic Ongn
Weelkly Family Take Home Incorme: Muacellaneous
[ Pretecratrowewe [] s3ra00 ] srorasy Numbes of Pecess in yoer Famsy A0 of
0 = 0 swrs0 [ ssona0 el e
{1 Lomsoansom [} ssrae  [] owesoto ¢c8 %10
[ mo09x [ seserme [ netswe

OTHER DRUGS (FVOD)

1. Taken drugs 1o improve your thinking and feeling?

2 Taken drugs 1o help you feel better about a problem?

3. Taken drugs to become more aware of your senses

(e.g. sight, hearing, touch, ec.)?

Taken drugs to improve your enjoyment of sex?

. Taken drugs to help forget that you feel helpiess

and unworthy?

. Taken drugs to forget school, work, ot family pressures?

Gotten into trouble with the faw because of druge?

. Goften really stoned or wiped out on drugs (more than

just high)?

8. Tried to tatk a doctor into giving you some prescrption
drug (e.g. tranquilizers, pain killars, diet pils, etc.)?

10. Spent your spare time in drug-related activities {e.g.
talking about drugs, buying, selling, taking, etc.)?

11. Used drugs and alcobol at the same time?

12. Continued 1o take a drug or drugs In order 1o avoid the
pain of withdrawai?

13. Felt your drug use has kept you from getting what you
want out of kfe?

14, Been accepted into a treatment program because of drug use?

SASSI
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Av pio Sikwon reive va £val MAHBHE o £03C, oupnAIPLOTE T0 TERAYLWVYD om omiin y€ 10 ypappo A: Gnkabin
Av pio rikwon wEive vo eivol WEYAHE yio £00¢, oupmAnpears 10 TERpaywyo oin oAn pe 1o ypoppo ¥: SnkaGn
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0s neproodregor AvBpono o EALyov wa10 yio vo REFX0UY auld nou BEMouv.

Ot nepraoodiepol GvBpwno xavouy kdnoio Adn o wn roug

TuvABue «ndas P 30 PED)R= XOI KOO 6,11 KAVDUY 01 GAADI,

BEv €0 notE npoBARLICTa PE TV OTUVORID,

Eixo navrore kahi oupneppopd 010 oxoAsio,*

To npofAnpata pou Bev efvar onokAeronxd dxo you gioifipo.*

Dev éxw {hoer dnwe Bo Enpens.

Mnopas va £xe QINKES 0x£0ER PE GTop0 nou kdvouy nohha AaBog npdypaio.

Aev pou apEcel vo kIBOPM K01 VO OVEIPENOAG.*

Koveig nore Sev pe £Xer kpmkdper A nppnioe.

Mepixic gopés duokarevapor vo xoBiw axiviiog/n.

(s avBpwnol Bo fisov 0E KOAIIEPN XOrGoTOON av axolouBodoav T oupBoudn jou.
Kanoleg popés viabu efavinpévoe/n xwic iwirepa Adyo.*

Nopitw om Ba pou Gpece vo pETaKOIIZE 0¢ KANMA NEpoXn dnow Gev £xw Eovaniel nosE.
Eivor koAISEPO VO v oulmoGvios To npoawnixd npofinjpora.

Ynfgav pépes, epOoyaIES, pives nou Sev imopotan vo kv NaAKG, Enexdin anhig Bev £ixn VIOKES,
LéBopan nodd v eEpuaia,

Mou npéoer vo UnaKouw oToug vopous.*

‘Exw pnet 010V NEPOOYG Vo Uy ano 1o omin,*

Euava vid8o on pe xomodv Efvor svBpanal pe anodorpoaia,

AMot dvBpeol Bo £lxay KoToppeUaer £Av £XaV VO OVIIPENNNIOOUY GO0 XEIPITOHIOI £,
'Exw onagiye Gropo ota onoio Sev nBeAa vo piknow,

Mepixoi anoreeves Eivas 1600 EEunvol nou eAnides va Exouv EZQUYEN Xwoic vo ipwanBouy,
0 Saoxkadoi pou ato oxoksio Eixav xanoio npofhnpoio podi pou.*

Bev Exw kdver noif kam eniiviuvo anka yio vo Saakedaow.

TpEnEl vo Exes XM vo xave Y10 vo pav fopiEpor,

Mepikéc popés £xa mierndpo nadl,*

Meyaho pEpag ing Zunhc pou dev eivar evdiapépay,*

Mepikéc popEs ELX0YaI YO PNoROLoa vo EASYXW KDAUTEPD TOV EDUTO pou.*

Miotetw On PePIKES POPES 0f AvBpWNo PNEPBEDOVIOL

Mepikés, gopég Bev Kave via Tinoro anahures,.*

TNopofaive mo NoANUS VaPoUS and 1av NEPIDHTEPD KOOPO,*

Eav gior pou x £y pnléxape, B0 npanpodua vo ovorafie i mv EuBVn, nOpa va 10US Jopnipive.

To xMiya dev onBocr ot rinoto,
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Euprnpioaie o1 | B

O ol | TNopakahi npoonoBNOTE VO GNOVINCETE 0 OAE IS EPRINTEIC.

Mioret neog kam Sev nder xoAd pe 10 pynpn pou.*

"Ex N1 010V NEIPOOYQ PEPIKEC POPES VD XTUNNaw avBpwno.*

O onpovikdTEpES EnMuxice pou By onoteAaly GPEoo ORDIEAECHIO TG Npoanddeds pou,
AlpBavopn! nGVIDTE aiYOupoS/n YI0 10V EOUTH pou.

Acv Exw nopofel NpTE KANOIOY ONPOVTIKG vopo.*

"Exauy undp&si gopés nou Exova npdypora 10 onalfa Bev pnopodoo va BuynBl ppydsepo.
EXERTONO! NPOOERTIXG OAES pou 1iC NPOEEIC.”

"Exe kGVEN xphan oAK0OA 1 papxouavos unepBolkd now 1 unepBoAIkG ouxwd

Ixebav 0hor ooxedadouv o1av 1oug nEpadouv Kol 10UG Kopaidedouy.

ZEPW NOIGV VO KOTNYOPAOW Y10 50 NEP0OTEPD NPoBAALOTS pou.

Dnoxves ouxvd ADTES PE RPAYHITID NOU NPENES VO KAVW,

Nopiw o1 ywpifw pEpKOUG DpxETE OVEMBIINTOUS TUNOUS,*

01 neploodtepol GvBpewnar B YEAIOOUY i€ KAN0K DOTEID XOTO KOIPOUC.

Enavia Exe TyispnBel,*

Kanvil 101yap0 1axnkg.

‘Exouv unopEe gopés nou e 1600 EvEpyEID nau Eviwbia on Bev xparodtay vo kogmBuw yia PEpES.
Mepexéc popéc iepnéMnda evid 8a Enpene va epyalopar*

Luxva vioBu pynoixkaxia.

TNaipw ota ooflapa GAeg pou NG EuBUVES.®

TExu GyIEAIOER UNXPERIDEIS NPOS TV OIKOYEVEID A TNV EPYOGID P0u EREXN ENmg 1 EX0V0 XPAN LTIV,
Exw met 0AkoAN npil-nipel yia va kaApdpouv 1o vedpa (ou f vo anaAoyi ond Xovykopep,
‘Orav ripouy Epnfoc/n, Spxian va nivu i vo XpRosanoin GAALS 0UDIEC TOKTIKG.

0 nortpag pou ATav/Eival oKANPGS TAING 1 XPADTNG VORKUTIKGY.

‘Ovov nivas 11 XPNOIIONOIG OVGIES EXG) TRV 180N VO PRkéke 0F PrEAaBES,

To 6t nivo A XPNOION0KD 0LOIES NPoKoAe] NPORARUATD CVIREDT OF EJEV0 KOI W QIXOYEVEID Pou.
Tig NEPIDOMIEPES GAPES DY NIV i XPIAIPDNOIS QUOIES, T0 KAVLS HAKPIO NG T0 0NN JI0U,
TouAGxiatav pio gopd my pBOPGDa XPNOIPDNGIE KANOK LN SUVTOYOYPOROUEVD avnokvo /Ko
avnBioppoiKG @appaxo.

Acy éxw IO noté Aunnpévog/n yia Ko

Enavia xaves 10 Adyio pos.*

TuviBug eipar xapougevog/n.®

Eigar ayouxo diopo,

Mau opéaer va kGvw npdyjroto ou8opymio.

MEgw e 10 POLTPA OTY NDIG/0I0 VOPKWIKD.

—
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TRANSLATION, ADAPTATION AND VALIDATION OF SASSI-3

statemants

SASSI

-E ADULT MALE PROFILE

SASSI-3 Substance Abuse Subtle Screening Inventory
This sheet reflacts updated wording 1o sccommodate DSM-5 tanguage in the probabiity s. . ,S.I

For tree consutation on this profde; 1-BBE-207-2774 Yo reorder 1-800-726-0526

Name

Case Numbes,

Gander__M
Acs RAP Randorn Answering Pattem |

Test date,

Check If RA® |s 2 or more

2 T Results may not be meaninghd
Adult Male Profile Try %0 resciye protiem before proceeding.

@
3 13? ¢ g i’é (| Check every rule, yes or no.
> = =E
25 |[33 ][ £ D18 |1kl
& Eé @ 2 bl | FVA 18 or more? D 7
n w2
FVA sym | OAT | saT sam | Fam | cor FVOD 16 or more? ‘_.J J
Seons " ) L—J T
SYM 7 or more wd |nol
a0 ) B[ £K) —
TS 2 w 7 4 " g OAT 10 or more? I;] &
21 12 =3 _L—d
sof 43— ﬁ 15— w ®)5| o
" " 2 SAT 6 or more?
LS w ° 13 3 e |
17 18 B 1 =
i o ex
: 2 10 mim
L) v 3‘ -7 - 12 Bom OAT 7 ormora __and |
13 i3 R 5 9 9 N SAT  Sormore Both? le= |m
12 6
e Y .
sot—0— 9 4} 5 ! 4 v 10 ¥ B FVA 9 ot more QR
] 9 B 7 Fv0015nvmom _ana
8 4 . s Bormore . Both? »35
e .2 s foo
; 3 2 5 8 4 OAT  Sormore __and
3 . 2 DEF  Bormore __and J }
1 ? 4 R 7 3 SAM  Bormore . All three? [/os |mo!
a0l 1 N B i
3 3 s s
1 1 FVASumcnm
0 2 FVODGormore J __and
1 2 5 0 SAT 2 ormore .nd
an Q DEF  dormore
SAM  dormore Alﬂour? Yo
THE DECISION RULE:

1. AnY rule answered "yes"?

2. ALL rules answered "no"?

Capyngitl © 194, 1907, 2011 Glern A. Niter
For professionsl use only

o>

HIGH PROBABILITY
of moderate to severe Substance Use Disorder

o>

Low PROBABILITY

of moderate 1o severe Substance Use Disorder

Mild Substance Use Disorder Guideline

Chack If any are “yes"? FVASormore _ FVOD Sormore _ SYMBormore
OAT8ormore ___ SAT Sormore
Further evaluation is suggested if any are checked “yes.”

Check If DEF is 8 or more , Elevatnd DEF scores incraass the posstilty of $we SASS! missing

woividuals with & substsecs us daordar. Elvited DEF may wieo refict situatiooal factors

B-07 6

89



TRANSLATION, ADAPTATION AND VALIDATION OF SASSI-3

SASSI-E ADULT FEMALE PROFILE

SASSI-3 Substance Abuse Subtle Screening Inventory

This sheel refacts updated wordng 1o accommodate DSI-5 languags in the probabidity

stalements.

For free consutation an this profle: 1-888-297-2774 To rearder: 1-800-726-0526

SASSI

Narne. Gender i Age
RAP Random Answearing Pattam I
Case Test date
Chock If RAP Is 2 or more.
l T Resulls may nat be meaningful
Adult Female Profile I Tryto resaive sratiem bekes sroceeding
g
i llz8ll ¢ || 2 [ H1EEY B
>§ LHIBRIEAE: % & g Check every rule, yes or no.
121} s |3 |[33]28 Lt 2
<
2 - (5]
L ‘*g ‘% g § 2 a,g e FVA 20 or mara? Leot I
s FVOD 21 ormore? | |
e (ho;
=2 L LU L L]
SYM 7 or more? ves |nol
%0 Des (nc
rome] B B[ % Wz |
2 % 12 1 OAT 10 or more? I
2 Bl e n 318 yes |na|
w| B2 w 1 12 [ nun 5
18 ;% 8 " 1 SAT 6 or more? bes| |nol
10
OB || IES " “ !l |
15 ‘§ 5 bam
07 "' 8 9 qF 13 3 QAT 7ormore ___amvd
:g ig 6 7 g . . SAT  Sormore ___ Both? o5 no
1 12 -
10 4
L ‘: 3 8 7 7 1 T {FVABnrmcmgg
g ! 4 5 6 FVOD 15crmore S and 37
; 5 2 3 8 6 10 5 SAM  Bormare . Both? ,e: no
5 4 4
- 4 — % 1 — 5 1 « g0 | XY
3 9 OAT  Sormore &
2 0 1 2 2 4 4 3 DEF  Bormore _ and
3 5 SAM  Bormore . Al three? r@s N0
& o ol 1| Em
0 7 FVA 14 or mora OR
L 2 ¢ 9 FVODBormore J___and
& SAT 2ormare ___and
30 DEF  dormore _ and
SAM  d4ormore . Allfour? yes no
THE DECISION RULE: ——

1. ANY rule answered "yes"?

2. ALL rules answerad "na"? E>

Copyright © 1604, 1967 2013 Glons A. Miler

HIGH PROBABILITY

of moderate to severe Substance Use Disorder

Low PROBABILITY

of moderate to severe Substance Use Disorder

Mild Substance Use Disorder Guideline

Check it any aro “yes™? FVA Sarmare ___ FVOD Sormore _ SYMEGormormme
OATBormere  SATSormore .
Further evsluation is suggested if any are checked “yes.”

Check if DEF Is 8 or more - Elavateg DEF scomes incradan Tha possitilty of 1w SASS! missing
ndividuals with a substance use dscrder. Elavatod DEF may aso ratiect sihuational factors.

n-P20Z 913
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F. AUDIT ENGLISH AND GREEK VERSIONS
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TRANSLATION, ADAPTATION AND VALIDATION OF SASSI-3

AUDIT questionnaire

Please circle the answer that is correct for you
1. How often do you have a drink containing alcohol?

+ Never

- Monthly or less

- 2-4 times a month

- 2-3 times a week

- 4 or more times a week

2. How many standard drinks containing alcohol do you have on a typical day when
drinking?

‘1or2
-3oré4
-50r6
7109
- 10 or more

3. How often do you have six or more drinks on one occasion?

- Never

- Less than monthly

- Monthly

- Weekly

- Daily or almost daily

4. During the past year, how often have you found that you were not able to stop
drinking once you had started?

- Never

- Less than monthly

+ Monthly

- Weekly

- Daily or almost daily

5. During the past year, how often have you failed to do what was normally expected
of you because of drinking?

- Never

+ Less than monthly

+ Monthly

- Weekly

« Daily or almost daily

6. During the past year, how often have you needed a drink in the morning to get
yourself going after a heavy drinking session?
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- Never

- Less than monthly

- Monthly

- Weekly

- Daily or almost daily

7. During the past year, how often have you had a feeling of guilt or remorse after
drinking?

- Never

- Less than monthly

+ Monthly

- Weekly

- Daily or almost daily

8. During the past year, have you been unable to remember what happened the night
before because you had been drinking?

- Never

- Less than monthly

- Monthly

- Weekly

- Daily or almost daily

9. Have you or someone else been injured as a result of your drinking?

- No
- Yes, but not in the past year
- Yes, during the past year

10. Has a relative or friend, doctor or other health worker been concerned about your
drinking or suggested you cut down?

- No
- Yes, but not in the past year
- Yes, during the past year

Scoring the AUDIT

Scores for each question range from 0 to 4, with the first response for each question
(eg never) scoring 0, the second (eg less than monthly) scoring 1, the third (eg
monthly) scoring 2, the fourth (eg weekly) scoring 3, and the last response (eg. daily
or almost daily) scoring 4. For questions 9 and 10, which only have three responses,
the scoring is 0, 2 and 4 (from left to right).

A score of 8 or more is associated with harmful or hazardous drinking, a score of 13
or more in women, and 15 or more in men, is likely to indicate alcohol dependence.

Saunders JB, Aasland OG, Babor TF et al. Development of the alcohol use disorders identification test
(AUDIT): WHO collzborative project on earty detection of persons with harmful alcohol consumption —

Il. Addiction 1993, 88: 791-803. 5
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EpwTtnuatoAdyio [Questionnaire]
To Teor Evromopol AvoAeiroupyiwy amd tnv Xprion AAkodA: Exdoxr Aurtoavagopdg

AaBevr|, £Tteidr| n xprion 1ou aAkodA PUTTopel va ETTNPEAOEl TNV UyEia oag kal va Trapéufel omnv Afyn
OPICUEVIIY QUPUGKLWIV Kl BEPATTEIWY, BEWPOUKE ONUavIIKG va 0ag KAVOURE HEPIKES EpWINOEIC yia Thyv BIKh
oag xprion aAkodA. O aravinoelg cag 8a TTapauEivouY EPTTIOTEUTIKES Y1 QUTO 0ag TTaPaKAACUME va EiOTE

£INKPIVEIG OTIG aTTavirjaEelg oag.

Inpeiwore pe X 010 koutl TTou TTEpIypAaQEl KaAUIEPA 1NV aTTdvinar] oag ot kABe epwinon.

)

ey

2A%mi)

f Doy ol gl OF ey
(100 mis)

1 Xxavoviko word =
peoaio morfpr prrupag (285mis) 1 PIKPO KoUTAK
kpaoi (100mis) | eopnvaxs oivomveuparwdav (30mis)
HAiklar: Doho: Avdpag o
1. Mégo ouyxva TVETE TTOTO TTOU TTEPIEXE! AAKOOA;

o Moré [Mnyaivere ong Ep. 8-10]

o 1 @opa 1o prva r Alyorepo

o 2w 4 1EqoEpig PopEg TO Prva

o 2w 3 gopég 1n dopada

o 41 meprodiepes Popég T Blopada

2. Néoa akkooholya word wivere oe pia guvnBiopivn
neépa;

o 12
o 314
o 5R/Q6
o 7.8.R79
o 10 wepwodrepa
3. Néoo guyva mivete £§) ) Mepioodiepa Mord Kade popd;
o Noré
o Ayorepo amo 1 gopa 1o priva
o 1 gopd 1o pfva
o 1@opa m Rdopada
o KaBnpepiva fi oxedov kaBnuepiva

4. Népum, woéoo ouyxva Bprikare 6 8e yropodoarz va
aYaUaToETE va TivETE awé 1 oTiyur Tou apyloare va
TivETE;

MNoré

Ayarepo amd 1 gopa 1o prva

1 gopd 1o prva

1 @opa 1 Bopada

KaBnpepiva r oxedov kaBnpepva

00000

5. Népua, wooo cuyva Sev TETUXaTE va KAvere on
ouvRBwg KAveTe AGYw KaTaVAAWONG OVOTIVEURaTWEWY
TOoTWY;

o MNoré

o Miydrepo amd 1 @opd 1o prva

o 19opa ro priva

o 1 ¢opa ) Bdopada

o Kabnpepiva ri oxedév kabnuepiva

1 sttty
7

S iy

1 schoonet 1t
A75 iniy 375 miy i

1.5 kavovika mora =

1 peyaho orrpl prropag (425mis) 1} 1 1 wormpt
(375mls) i 1 pixpr) prroukdAa (375mis)

Muvaika o
6. Népuar, woo0 ouxva XpealdoaoTe £va TPWTO TOT0 10

TPWI VIO Va PTTOPECETE va QpyICETE TNV NPEPa PETA amo
MEYAAN KaTavaAWOT) OIVOTIVEUHOTWEWY TOTWY,

o Noré

o Mydrepo amd 1 gopa o pnva
o 1gopa o priva

o 1gopd mn Bdopada

o KaBnpepiva f oxedév kabnpepiva
7. Népua, wéoo cuxva eiyare guvaiodnua evoxnig f Toyng
PETG QO KATaVAAWTT OIVOTTVEULATWEWY TTOTWY;
o Noré
Aiyorepo amd 1 gopd 10 pnva
1 gopa ro prva
1 @opa m Ropada
KaBnpepva r) oxedoy kaBnpepva

oo

o

o

8. Mépua, woéoo guyva e propoucare va BuunBeite 1
ouvipnke 1o ponyolupevo Bpddu Abdyw karavaiwaong

OVOTTVEUPATWEWY ToTWY,
o Moté
o Mybrepo améd 1 gopa 1o urjva
o 1gopa o piva
o 1¢opa in Bdopada

o KaBnpepiva rj oxedov kabnuepiva

9. Exere rpavpanctel £0eig f kamolog aAhog Adyw 1ng
BiknG oag KaTtavaAwoTng OIVOTIVEUPATWEWY TToTwWY;

o Ox
o Nai, ahAa oy Tépua
o Na, wépuo

10. Avnouyouv o1 ouyyevelg, fj @ikoi fy yiatpég i alrog
ewayyehpariag vygiag yia 1y karavaAwon oag worou f
oag ouvESTNOaV Va 10 LETPIAOETE;

o Oxn
Nai, ahAd ox1 Tépuol
Na, wépuan

o
o]

AUDIT © World Health Organization 1989
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Id. nr.

D U D IT Drug Use Disorders Identification Test

Here are a few questions about drugs. Please answer as correctly and honestly
as possible by indicating which answer is right for you.

[ | Man Woman Age .
L mﬁﬁ:g gr yol ul;xse drugs Never  Once a month or 2-4 times 2-3 times 4 times a week
(See list of drugs on back side.) lefs o 5 eorh e o Tovs Dhen
2. Do you use more thanone  Never  Once a month or 2-4 times 2-3times 4 times a week
type of drug on the same less often a month aweek or more often
occasion? L] [ ] ‘ {_| ]
3. How many times do you take drugs 0 12 3-4 5.6 7 or more
on a typical day when you use drugs?
4. How often are you influenced heavily ~Never  Lessofienthan  Every Every  Daily or aimost
by drugs? . o amoﬂh 4! wgek i y_day
5. Over the past year, have you felt Never Lessoftenthan  Every Every  Daily or almost
that your longing for drugs was so once a month month week every day
strong that you could not resist it? [ |
; | 6. Hasithappened, over the pastyear,  Never Lessofienthan  Every Every  Daily or almost
- that you have not been able to stop once a month month week every day
E é taking drugs once you slarted? i i [
- 2 | 7. How often over the past year have you Never  Less often than Every Every  Daily or almost
g 2 taken drugs and then neglected to do once a month month week every day
%g something you should have done? |
§ . How often over the past year have Never  Less often than Every Every  Dally or almost
§s you needed to take a drug the moming once a month month week every day
E H after heavy drug use the day before?
-,
25 | 9. How often over the past year have Never  Less often than Eve'i Every  Dallyor ?‘Wﬁl
i you had guilt feelings or a bad 088 o o week oy
§ conscience because you used drugs? 1 '
=0
bi 10. Have you or anyone else been hurt No  Yes, butnot over the past year  Yes, over the past year
‘; £ (mentally or physically) because | 1 ]
2 1 you used drugs?
=2 [11. Has a relative or a friend, a doctor No  Yes,butnotoverthe pastyear  Yes, over the past year
£5 or a nurse, or anyone else, been
B, worried about your drug use or said to
03 you that you should stop using drugs?

Turn the page to see the list of drugs JlE™
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LIST OF DRUGS

(Note! Not alcohol!)
Cannabis Amphetamines Cocaine Opiates Hallucinogens  Solventsiinhalants GHB and others
Marijuana Metharmphetarmine Crack Smoked heroin  Ecstasy Thinner GHB
Hash Phenmetraline Freebase Heroin LSD (Lisergic acid) Trichlorethylene Anabolic steroids
Hasholl  Khat Coca Opium Mescaline Gasoline/petrol Laughing gas
Betel nut leaves Peyote Gas (Halothane)
Ritaline PCP, angel dust Solution Amyl nitrate
{(Methyiphenidate) {Phencyclidine) Glue (Poppers)
Psiocybin Anticholinergic
DMT compounds
(Dimethyltryptamine)

PILLS — MEDICINES

Pills count as drugs when you take

. more of them or take them more often than the doctor has prescribed for you

g . pills because you want to have fun, feel good, get "high”, or wonder what sort of effect they
N § have on you
2% . pills that you have received from a relative or a friend
s . pilts that you have bought on the “black market" or stolen
i
§ é SLEEPING PILLS/SEDATIVES PAINKILLERS
52
§§ Alprazolam Gilutethimide  Rohypnol Actiq Durogesic OxyNorm
g g Amobarbital Halcion Secobarbital Coccilana-Etyfin Fentanyl Panocod
=+ | Apodom Heminevrin Sobril Citodon Ketodur Panocod forte
§¢ Apozepam Iktorivil Sonata Citodon forte Ketogan Paraflex comp
g g Aprobarbital Imovane Stesolid Dexodon Kodein Somadiril
o § Butabarbital Mephobarbital Stilnoct Depolan Maxidon Spasmofen
5 > Butalbital Meprobamate Talbutal Dexofen Metadon Subutex
gé‘ Chioral hydrate Methaqualone Temesta Dilaudid Morfin Temgesic
.;g Diazepam Methohexital  Thiamyal Distalgesic Nobligan Tiparol
: § Dormicum Mogadon Thiopental | Dolcontin Norflex Tradolan
£ g Ethcholorvynol  Nitrazepam Triazolam Doleron Norgesic Tramadul
s 3 Fenemal Oxascand Xanor Dolotard Opidol Treo comp
TF Flunitrazepam Pentobarbital Zopiklon Doloxene OxyContin
§ 2 Fluscand Phenobarbital
i

Pills do NOT count as drugs if they have been prescribed by a doctor and
you take them in the prescribed dosage.
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Aumeraed Grosk 1ansiaton Ihas Paraskevopousos, KETHEA — ITHAKI

© 2002 Anne H. Barman, Hans Bargman, Tom Palvstiena B Frams Schlyie

E-mail info@keathas-ithak gr

e b beeman @kl se

C

Slockholm, &

Karolnska

A.M. | W N —

D U D lT Drug Use Disorders Identification Test

E6W elval HEPIKES EPWTAOELS OXETIKG ME TN XPriON OUOLWY MO KAVEL,. NapakaAoOUE, andvinoe oTig EpWINoELS
WE 600 TO SuvaTov NEPICCOTEPN axplBela kot ELNKPIVELR, ONREWWVOVTIG TNV QITEVTNoHN TTOU Jou Taiplales.

nE [] Avrpag [} Tuvaixa HAwia ;

1. n"j’°° ouxva "::;"' XD;?OTI '."M"""' noté  pia dopa o piva 2-4 dopic 2-3 dopde 4 dopég v ePSo-
ouoUY £xtde an xoON; (bs‘qml\m.o A Mybtepo 10 phva v eBbopdba  udba ) Rapandvw
e g sfeprnaioyoves coaleg otnv niow oeAiba) j '—] r D [:]

2. Kavew mapdMnin xpron moté  pia $opa To priva 2-4 bopéc 2-3dopec 4 popEcTnV
Suadopv ovouwy; 1) Aiydtepo 10 priva myv epbopabda  efbdopada 1y

(] Ll Ll ] 0
3. Mua wmkd pépa xpiene, 0 1-2 34 56 4 “
REPLOGOTEPES
n6oe popéc T uépa nalpvelg ouoleg; O O ] O
4, Nooo ouyva eioas und éviovn ennpeia moté  Awotepo and pix xaBe xaBe xaBnpepwa f
OOV dopd 1o piva phva efSopdda  oxebdv kaBe pépa
L1 L] | ] L]

5. Tov nponyodpevo xpdvo, otadnxe noté noté  Awydrepo ané pla «dBe xaBe xaBnuepiva n
abovaro va avnotaBelc oty emBupla cou ya $opd o pdva whva efbopada  oxebov xébe uipa
¥erion auai; 0 O O m =

6. Tov nepaopévo ypdvo, oo ftav noté abivate  noré  Aydtepo and pia xaBe x&Be xabnpepwd i
VO STapaTOELS T XPAON KETA TV EvapE TG $opé o priva ufva  €BBopdba oxebov kale utpa

] (] ] L a2

7. Nogo ouyvd ot SLapKELE TOU MPONYOUHEVOL moté  AwOTEPO and pla Kade ke KaBnuepwvd
XPOVOU EXaVES XPACT OUCIEV Kal OT $opa 1o uriva urva cfbopdba oxedov xabe pépa

ouvéxela apEANCES TIG UNOXPEWOELS 00U, 1 ] [___] ] __

8, Néoo ouyvi ot Sidpxeia tou nponyolpevoy  Motd  Awdtepo and pla xabe %G0¢ xaBnuepive i
XPOVOU YPELAGTNRE VO KAVELS MPWIVA XpRon HETE dopa To piva Ve easouaSa OXE0OV kdBe pEpa
and Eviovn XpHon ty nponyoouevn nEépa; ] 0 [ ] i

9. 11600 UVl HEa OTOV RPORYOUMEVO XPEVD Moté  \ydrepo and pla waBe xade xadnuepwva f

. . & 1o priva urva £ dba Gov xaBe pépa
gixeq awodripota evoxrc i awBavooouy doxnua fopoo i 1 BBoy X Hee

eneidf éxaveg xprion ouowy; O L J o 0

10.Ex216 £00 A kdnows dMog vrootel (owpatd 4 ox Nmt.wak,i“‘dpéax\m!mm:‘ ,‘;‘pm'.‘u Nu::mﬁmq ,mew%dpxpgg‘ ,t_°
uyxri} BAafn eneda zixes kavel xpion cuowiy;

11. Exer avnouxfoss kanolog ouyyevic f gilog, Oyt Nay, alhé oy xard ) Sudprere N, katd t Sidpseia tou
TOU MEPATUEVOL YPOVvoU. TEPQCHEVOU XPOVOU.

yuatpog f vooneutig f onowodinote GAog
YLOL TT) XPAAOT) OV KAVELS ) 00U £XEL TTEL 6TL O O O
Oa Enpene va t otapationg;

Alota pe tig e§aprnoloydveg ousieg atnv niow ceAiba l-'
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KETHEA — ITHAX!

tim P

E-mak imofikethoa-thakl gr

Autrorzed Groek

Sweden. Correspondence: anne.h bermanik se

© 2002 Arve M. Barman, Hans Bargman. Tom Pamstema & Frans Schiyter

,

Aiota Woxorpomwyv Ouvoiav
(onueiwon! extég ahkodA !)

Kavvapn Koxkdivn / Omiouya / NapaioBnoio- Nigg Wuyotpomreg  AlAeg
dAAa SieyepTikG omoadn yova Ouoieg / ovoleg ox ouoitg
nopGuaTEs grabio
Kokaivn Hpwivn LSD (atprirdkin GHB
Mapixoudva P ' uvle
( cxgg(to».v Freebase (wtrpédan, «TPITT®) :‘ x PW::::I (aLiquid
sgovian)  KPax SBUPONICS). e KaBvoviy il
Xaolol Apgerapivn («speeds)  AeftpopcBopedvn  (aayyeAdoxovny, MepeBpoum Giuuiois Kerapivn
(epaupon, MevBapgeTapivn (DXMx) wangel dust») «MEeows) . xvs:gg:'x.:i.,
«goxohdra) (4ZIZAw, scrystal g‘;‘r’r ' a-PVP («Flakkas)  orepodh
Xaoigthgio  Methw, sicer) g MDPV («Cloud Nine», AiaAreg /
Exotaon (MDMA, m-  (Suboxone, «Super Cokex) RS
CPP, utidovn, «XTCn) Subutex, 4-MEC cuolic
DOC . SOOUMITOR ) ZuvBeTa (BEV{[V‘]
Priakivn (ueugamdar)  MeBadovn KawaBIvVoerSn
DMT (Ansebuhrpunropivy)  (apéBan) (xNoTmoupis, OIS nerpéAaio,
BZP (mmepalivn, «A2», DavtaviAn .. Headtrip, Freedom KOAG,

«Herbal Ecstasy»,
Khat (kaBivn, xafvovn)  Fentadur)

(Durogesic,

EU Edition, Ultra Cloud  SwaAlTeg
10 xAm) aépia)

Zuvrayoypa@oUpeva @appaka

Pdpuaka/xama mou KaTavaAwvovTal We OUCIEg OTav Ta TTaipveIg

o TIEPICOOTEPE ] O OUXVA aTr’ &, T avagEépeTal 0T ouvTayr] Tou yiarpou
« xama emeidn Beg va Blaokedaoeig, va VILOEIG KaAd, va «aveéBeigy 1) avapwriEaal Ti £idoug
emidpaon Oa £xouv Ot Ogva

« XA TTOU TIMPES aTrd KATTOI0 ouyyevr] 1 iAo

o Xama ToU ayopaoeg 1} EKAEWES aTré TN «palpn ayopd»

UTTVWTIKG / NPERIOTIKG

Akineton
Apollonset
Atarviton
Ativan
Alprazolam
Chloral hy-
drate
Clomethiazole
Clonazepam
Clonotril
Diazepam
Diphenal
Distedon
Dormicum
Dorm
Distraneurin
Flunitrazepam
Gardenal

Halcion
Hipnosedon
llman
Imovane
Kaneuron
Kalinicta
Lorazepam
Lumidrops
Midazolam
Modium
Normison
Novhepar
Oxazepam
Onina
Pentothal
Phenobarbi-
tal
Phenytoin

Rivotril
Sonata
Stedon
Stesolid
Stilnox
Tavor
Temaze-
pam
Thiopental
Titus
Triazolam
Trankilium
Viperiden
Vulbegal
Xanax
Zaleplon
Zaplon
Zolpidem

TTavoiova
Actiq Ketogan Vellofent
Brufen Plus Lonalgal Vibralis
Buprenorphin Lonarid-N Zaldiar
Codeine Matrifen Zideron
Dexketoprofen Methadone
Demogyl Mongol
Dextropropoxy-  Morficontin
phene Oxycodone
Dihydrocodei- Pecfent
ne Risperidone
Dolcontin Sival-B
Dolfen Suboxone
Dolotard Subutex
Doloxene Tramadol
Durogesic Tramal
Fentadur Temgesic
Fentanyl 3
Kekoan Tiparol

Qdappaxka AEN PETPAVE WG VAPKWTIKG OTav £xouv ouvrayoypa@nBei amo yiarpo Kai
xpnoigotrolotvral pe Baon tnv kabopiopévn SoooAoyia.
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RESEARCH & TRANSLATION AGREEMENT

THIS AGREEMENT, effective as of October 10, 2018 (the “Effective Date”), is entered into by and
between THE SASSI INSTITUTE, 201 Camelot Lane, Springville, IN 47462 ("The Institute”) and
PANAGIOTA KONTOLEON, The American College of Greece, 6 Gravias Street GR-153 42
Aghia Paraskevi, Greece (“Student Researcher”).

The Institute is engaged in the development and distribution of the Substance Abuse Subtle
Screening Inventory (the "Instrument”), and is the exclusive licensee of the copyright holder. The
Student Researcher is conducting thesis research in Greece to measure the psychometric properties
of the instrument (SASSI-3) in Greek.

The Institute wishes to grant to the Student Researcher and the Student Researcher wishes to
accept from the Institute the right to translate the Instrument into the Greek language and to use
the translated version of the Instrument for the non-commercial research purpose of collecting
Instrument questionnaire item-response data from a clinical sample, in order for the student
researcher to assess the psychometric properties of the Instrument when translated into Greek.

Now therefore, in light of the foregoing, the parties hereby agree to the following terms and
conditions:

1. Conditioned upon (a) Student Researcher completion and approval of the User
Qualification form stipulated in point 10, (b) Student Researcher’s demonstration that the
psychometric standard for reliability of the translated instrument stipulated in point 4 has
been met, and (c) Student Rescarcher's compliance with the other terms and conditions of
this Agreement, the Institute grants permission to the Student Researcher to translate the
Instrument into Greek (the “Translation”) and to use the Translation for the
aforementioned data collection research purposes.

2. This Agreement does not grant any other permissions, including any rights to reprint,
paraphrase, or revise any analytical narratives, accompanying scoring rules, cut-off scores
or algorithms, specific item composition of the scales, or reports produced or distributed
by the Institute.

3. The Instrument is protected by copyright law, as are all SASSI questionnaire items, scoring
decision rules, and scoring algorithms all of which are identified on the Instrument or the
Instrument profile sheet and in the Instrument User’s Guide and Manual. Student
Researcher may only discuss such proprietary information and materials generically in any
publication and must receive written approval from the Institute on the Instrument-related
content before any such publication is made. No samples, excerpts, or other reproduction
of the Instrument, in any language, or any other proprietary information of the Institute
may be included in any report without the Institute's prior written approval in each
instance. The Instrument and other copyrighted materials remain the property of the
Institute or its licensors. Further, only the Institute may determine how the Instrument,
whether in English, Greek, or any other language, will be used for research, clinical,
commercial, and/or any other purposes. The Institute shall own all the rights in and to the
copyright of the Translation. To the extent that the copyright in the Translation do not
vest in the Institute, Student Researcher hereby grants, assigns and transfers to the Institute
all right, title and interest in and to the Translation to the extent Student Researcher has
had or will have any right, title or interest therein. The Institute shall have the exclusive
right throughout the universe and in perpetuity to use and exploit the Translation, in any
format or version, by any means and in any media, whether now known or hereafter
developed.
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Subject to the terms of this Agreement, the Institute hereby grants to the Student
Researcher a non-exclusive, non-assignable, and non-transferable right to use the
Institute’s registered and common law trademarks, trade name and trade dress, solely as
incorporated into the Translation and/or to provide written thanks and credit. The
Student Researcher may not make any other use of the Institute’s name, trademarks, or the
Institute’s member’s names or likenesses without the Institute's prior written approval.

Student Researcher agrees to translate the Instrument using both forward and backward
translation procedures. The initial, or “forward” translation, should be prepared by at least
two qualified bi-lingual translators. The “backward” translation should also be prepared by
at least two independent bi-lingual translators. The backward translation of the Translation
back into English are necessary so that inter-rater reliabilities can be calculated for each
item, where the student researcher provides the Institute with data marked on each back
translation regarding independent reviewers’ ratings of the extent to which each back-
translated item is consistent with the meaning of the original English language item.
Correlations should then be calculated between the raters’ item ratings and returned to the
Institute along with the back-translations, translator credentials, and item ratings. The
forward-backward translation procedure should continue until inconsistencies in the
translated item meanings have been resolved and the researcher can demonstrate that the
psychometric standard of .90 (90%) inter-rater reliability for each translated item to be
retained in the translated instrument has been established. The back translators cannot have
access to the original English versions of the instrument or each other’s back translations.

The Institute, agrees if requested, to provide the student researcher with a copy of the
Instrument-related support materials, including the User’s Guide and Manual which is to
be discarded (electronic form) at the conclusion of the research as stipulated in point 7
below.

The Student Researcher agrees to remove from its computers and systems (and from all
third party services or systems under Student Researcher's care, custody, or control) all
Instrument-related support materials, including the User’s Guide and Manual, and any
other Instrument-related software and support materials provided to Student Researcher
sent to the Student Researcher at the completion of the research, on or before the research
end date: . ,20,

Within 30 days of the conclusion of the research, Student Researcher agrees to provide the
Institute with an electronic and/or print copy of all research reports and papers submitted
for publication (if applicable) on the findings of the study as well as a final copy of all papers
accepted for publication on these findings when available, along with an electronic copy of
the de-identified data collected for all cases in the study, including the individual test item
responses, collected demographic variables, criterion grouping variables, scale scores, and
decision rule variable scores for the Instruments. Electronic research reports and data shall
be sent to both scarlett@sassi.com and research@sassi.com.

Student Resecarcher may not assign this Agreement or the rights herein to any third party,
unless agreed in writing by the Institute.

. Student Researcher agrees to complete and return to the Institute prior to the beginning of

the research a User Qualification Form, attached as Exhibit A, and certifies Student
Rescarcher will supervise all individuals who will administer the Instrument for this
project. Student Researcher agrees to comply with best-practice standards for the use of
psychological, personnel, and survey testing as delineated by professional testing industry
standards and in accordance with state, federal and international statutes, codes and
regulations,
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13.

14,

15,

16.

19,

20.

Student Researcher agrees to use the Instrument-related materials only in conformity with
the Institute's Mission Statement, located at hitps://sassi.com/about-us/ (as of October
10, 2018), and that the Institute will not be responsible or liable for any use or misuse of
the materials provided to Student Researcher. The Student Researcher assumes all
responsibility for use or misuse of the same, and agrees to defend and indemnify the
Institute against any claim arising therefrom. The Student Rescarcher understands that the
INSTITUTE DOES NOT MAKE ANY WARRANTIES, EXPRESS OR IMPLIED,
INCLUDING WARRANTIES OF MERCHANTABILITY OR FITNESS FOR A
PARTICULAR PURPOSE, AND THE INSTITUTE EXPRESSLY DISCLAIMS SAME.

. At no time will the Student Researcher mislead, exaggerate, or otherwise misrepresent any

aspect of the screening instrument distributed by the Institute or their relationship with the
Institute, or omit a fact necessary to make a statement not misleading.

The Student Rescarcher agrees to indemnify, defend, and hold the Institute harmless from
and against any and all loss, liability, claims, suits, demands and judgments to which the
Institute may be subject or suffer by reason of any breach by Student Researcher of any
obligation of this Agreement, representation made in this Agreement, or use of the
Instruments outside of their appropriate and recommended clinical context.

This Agreement shall become effective from the above date and will expire on the project
end date as listed in point 7; however, this Agreement may be terminated by written
notification by one party to the other at any time for any reason, Such notification will be
deemed given (i) when delivered personally, (ii) when sent by facsimile or email
transmission, with receipt confirmed (iif) one (1) day after being sent by nationally
recognized overnight courier with written verification of receipt, or (iv) three (3) days
after having been sent by registered or certified mail, return receipt requested, postage
prepaid, or upon actual receipt thereof, whichever first occurs.

Upon termination of this Agreement, all rights granted to the Student Researcher under
the provisions of this Agreement will be terminated, including but not limited to the right
to continue using the Instrument in any research study.

Nathing in this Agreement shall be construed to make any party the agent of the other for
any purpase whatsocver. None of the parties is authorized to enter into any contract or
assume any obligation for the other. Nothing In this Agreement shall be construed to
establish a partnership or joint venture between the partics hereto.

. This Agreement constitutes the entire agreement between the parties regarding the subject

matter hercol.

This Agreement shall be governed by and construed under the laws of the State of Indiana,
USA.

In the event suit is commenced to enforce this Agreement or otherwise relating to this
Agreement, the prevailing party shall be entitled to reasonable attorney’s fees and costs
incurred in connection therewith,

By signing this Agreement, Student Researcher agrees to comply with the following statement of
compliance: 1 agree to abide by and understand that entering into an Agreement with the
Institute does not mean | can include an entire copy of the English or Greek version of the
SASSI-3 instrument or any of the copyrighted SASSI-3 materials in an appendix or
elsewhere in my write ups; however, | can request sample items,
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The partiesfereta have agreed to and executed this Agreement ax of the date first written above
THE SASST INSTITHTE (The Institute™) 1

By:

#cTion |. Tiburcio, Ph.D.
President

PANAGIOTA KONTOLEON (“Student Researcher™)

By: |
Pmagmu Kontoleon

Pagedots




