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CHAMP Patient Identification and 
BH Measures

Learning Objectives

By the end of the session participants should 
be able to:
• Review the use of behavioral health 

measures in collaborative care
• Describe screening for co-occurring disorders 

(OUD and MHD) in primary care
• Discuss other ways to identify patients
• Identify how to follow-up on positive 

screeners

Identify and Engage

Identify and Engage in  
Collaborative Care  

Assess OUD & Explore 
Referral to Treatment

Screen for MHD 

Establish MHD 
Diagnoses

Support Referral to 
OUD Treatment

Initiate MHD 
Treatment

Support 
Engagement in OUD 

Treatment

Follow-Up and Treat 
to Target for MHD 

Complete 
Collaborative Care 

Episode

Behavioral Health Measures as “Vital Signs”

– Screening:
• Identifies there is a problem
• Most effective when tied to 

clinical decision making

– Monitoring response to 
treatment:
• Like monitoring blood 

pressure 
• Including how each symptom 

is responding to treatment

Some behavioral health measures (like the PHQ-9) can 
be used for two purposes:
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Advantages of Behavioral Health 
Measures

• Objective assessment
• Creates common language
• Focuses on function
• Avoids potential stigma of diagnostic terms
• Helps identify patterns of improvement or 

worsening
• Flexibility of administration

Commonly Used Behavioral Health 
Measures

Depression 
Scale

PHQ-9

Anxiety 

GAD-7

PTSD

PC-PTSD-5

Alcohol

AUDIT-C

SUD

DAST-10 Bipolar 
Screen

CIDI-3 

MDQ 

CRAFFT

PCL-5

NMA (OUD)

OTRI-4 (OUD)

Screening for Co-Occurring Mental 
Health Disorders in CHAMP
• To enter the CHAMP study patients must have a 

co-occurring Mental Health Diagnosis
• Patients who screen positive on the NMA-

CHAMP and meet DSM 5 criteria for OUD will be 
referred for further screening for depression, 
anxiety and/or PTSD

• Screeners used for this purpose include:
– PHQ9
– GAD7
– PC-PTSD-5

Screener for OUD: 
NIDA-modified ASSIST – CHAMP (NMA) 
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Scoring the NMA-CHAMP Screener

9

NMA Screening Toolkit

• We have created a toolkit to help your clinic 
implement universal screening for OUD with the 
NMA

• Toolkit includes:
– Basic information about the NMA
– A training guide for medical assistants, front and 

back office staff
– Frequent patient questions about the NMA with 

suggested answers
– Strategies for training, testing and making 

improvements in OUD screening workflows

DSM 5 Criteria for OUD:

1. Taking larger amounts or taking drugs over a longer    
period than intended.
2. Persistent desire or unsuccessful efforts to cut down or 
control opioid use.
3. Spending a great deal of time obtaining or using the 
opioid or recovering from its effects.
4. Craving, or a strong desire or urge to use opioids
5. Problems fulfilling obligations at work, school or home.
6. Continued opioid use despite having recurring social or 
interpersonal problems.

DSM 5 Criteria for OUD continued:

7. Giving up or reducing activities because of opioid use.

8. Using opioids in physically hazardous situations.

9. Continued opioid use despite ongoing physical or   
psychological problem likely to have been caused or 
worsened by opioids.

10. Tolerance (i.e., need for increased amounts or 
diminished effect with continued use of the same amount)

11. Experiencing withdrawal (opioid withdrawal 
syndrome) or taking opioids (or a closely related 
substance) to relieve or avoid withdrawal symptoms.
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Screening for Mental Health Disorders 
in CHAMP
• PHQ-9, GAD-7, PC-PTSD-5
• Can be self-administered (at home or in 

clinic)
• In-person administration or administration 

via phone or telehealth 
– Facilitates assessment and teaching about 

depression symptoms
– Can be administered verbally for low-literacy 

patients

GAD 7

15

How to Score the GAD-7:

Scores 10 or higher indicate need for further 
diagnostic evaluation.

Primary Care PTSD Screen for DSM 5 
(PC-PTSD-5)

16

How to Score the PC-PTSD-5:

If patient denies exposure, then PC-PTSD is 
complete with a score of 0. 

If patient indicates a trauma history, then they are 
instructed to answer 5 additional yes/no 
questions.

A cut-point of 3 on the PC-PTSD-5 (respondent 
answers ‘yes’ to any 3 of 5 questions) indicates 
probable PTSD.
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How to Score the PCL-5:

A total symptom severity score (range 0-80) can be 
obtained by summing scores for each of the 20 
items.

A cut-off score between 31-33 is indicative of 
probable PTSD.

A 5-10 point change represents reliable change.

A 10-20 point change represents clinically 
significant change.

5 points is the minimum threshold for determining 
whether a patient has responded to treatment, 
and 10 points is the minimum threshold for 
determining whether improvement is clinically 
significant. 

PTSD Checklist for DSM 5 (PCL-5)

Discussion

• Limitations of Measures? 

• Other ways to identify patients? 

Interpretation of measures and follow 
up to a positive screener:
• Assess for OUD and discuss options for OUD treatment
• Prioritize engagement

– Make a close connection

• Identify and address safety concerns
– Suicide risk
– Overdose

• Assess for mental health needs, including acute situations
– e.g., manic episode

• Consent for CHAMP Study
– Your team will work together to determine how best to 

integrate this task into initial engagement

NIDA-Modified ASSIST– CHAMP (NMA)
Self Report Format
Use of Prescription Opioids Other Than as Prescribed, Q1-6
Prescription opioids include fentanyl, oxycodone [Oxycontin, Percocet], hydrocodone [Vicodin], 
methadone, buprenorphine, etc.

In the past 3 months… Never
Once or 
Twice

Monthly Weekly
Daily or 
Almost 

Daily

1. How often have you used prescription opioids? 
IF ANSWER IS ‘NEVER’ SKIP TO QUESTION 7.

0 2 3 4 6

2.         How often have you had a strong desire or urge to use prescription opioids?
0 3 4 5 6

3.         How often has your use of prescription opioids led to health, social, legal or 
financial problems? 0 4 5 6 7

4.         How often have you failed to do what was normally expected of you because of 
your use of prescription opioids? 0 5 6 7 8

In your lifetime… No, Never
Yes, but not in the past 3 

months
Yes, in the past 3 

months

5.         Has a friend or a relative or anyone else ever expressed concern about your use of 
prescription opioids?

0 3 6

6.          Have you ever tried and failed to control, cut down or stop using prescription 
opioids?

0 3 6

Subtotal = 9
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NIDA-Modified ASSIST– CHAMP (NMA)
Self Report Format
Street Opioid Use, Q7-12
Street opioids include fentanyl, heroin, opium, kratom etc.

In the past 3 months… Never
Once or 
Twice

Monthly Weekly
Daily or 
Almost 
Daily

7.         How often have you used street opioids? 
IF ANSWER IS ‘NEVER’, END OF SCREEN.

0 2 3 4 6

8.         How often have you had a strong desire or urge to use street opioids?
0 3 4 5 6

9.         How often has your use of street opioids led to health, social, legal or financial 
problems?

0 4 5 6 7

10.       How often have you failed to do what was normally expected of you because of your 
use of street opioids? 0 5 6 7 8

In your lifetime… No, Never
Yes, but not in the 

past 3 months
Yes, in the past 3 

months

11.       Has a friend or a relative or anyone else ever expressed concern about your use of 
street opioids?

0 3 6

12.       Have you ever tried and failed to control, cut down or stop using street opioids?
0 3 6

Subtotal = 5

Prescription Opioids Street Opioids

Question # Score Question # Score

Q1 Q7

Q2 Q8

Q3 Q9

Q4 Q10

Q5 Q11

Q6 Q12

Total (Substance 
Involvement Score)

Total (Substance 
Involvement Score)

Level of risk associated with different Substance
Involvement Score ranges for illicit or nonmedical 

prescription drug use
0-3 Lower Risk

4-26 Moderate Risk
27+ High Risk

NIDA-Modified ASSIST– CHAMP (NMA)
Self Report Format
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0

0

3

0
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Understanding the PHQ-9 Score
Score Severity
0 – 4 No Depression
5 – 9 Mild Depression

10 – 14 Moderate Depression
15 – 19 Moderate to Severe Depression

≥ 20 Severe Depression

Are there safety concerns?
If Question 9 is a score > 0, patient needs to be assessed for 
safety 

Is it depression?
Major depressive disorder: needs to have Question 1 OR 
Question 2 with a score of ≥2

GAD-7 Example
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PCL-5

Total score = 35

Questions?
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