
Risk Assessment tool: ORAS - scored 39 (High) 

 
Needs Assessment tools: DAST, SASSI, AUDIT, PHQ-9, CSSRS – High Need 

 
Mental Health diagnosis Original: 

 Borderline Personality Disorder 
 Post-Traumatic Stress Disorder 
 Stimulant Use Disorder, Severe 

Opioid Use Disorder, Severe 
 

MH Diagnosis Current: 

 Antisocial Personality Disorder 
 Post-Traumatic Stress Disorder 
 Stimulant Use Disorder, Severe 

Opioid Use Disorder, Severe 
  
 

Program Info:  Days in program – 899 
 Phase – 4 
 Days in phase - 521 
 

Treatment/substance use history while in program: 

High Intensity Residential  
Low Intensity Residential 
Partial Hospitalization Program (co-occurring) 
DBT 
IOP 
Outpatient 
Individual Therapy 
Referred for MAT – client refused 
Current Medications: Doxepin, Gabapentin, Paxil 
All programs utilized evidence based trauma-informed CBT 
 

Urinalysis Results While in Program: 

Client has missed 46 UA’s  
Client has produced 91 negative UA’s 
Client has produced 62 positive UA’s 
Total # of scheduled UA’s = 199 
 

Trauma history: Client reports that he is the oldest of five. Having two younger sisters and two younger 
brothers. Client reports that he and his siblings have different fathers. Client reports that his biological 
father left when he was around 4 years old after his mother and father divorced. Client reports history 
of significant physical, sexual, and emotional abuse. Client reports that his mother did not believe his 



reports of the abuse. Client reports that his mother sent him to stay with his stepfather in the Southwest 
– who client reports was also a negative influence. Client reports that due to the stepfather’s inability to 
handle the children, he sent the brothers to foster care. Client reports that he was bullied in school and 
dropped out of school in the 8th grade. Client reports significant difficulty making/keeping relationships. 
Client was able to obtain his GED later in life. Client reports 8-10 suicide attempts throughout his life. 
Client reports that he first attempted suicide at the age of 8 years old.  

 
Criminal History: 

Client has misdemeanor convictions as a juvenile, and has multiple felony convictions as an adult for 
primarily property crimes. Client attempted probation multiple times, but has never successfully 
completed. Client scored high risk on the following sections of the ORAS: 
Education/Employment/Financial Situation, Family/Social Supports, Neighborhood Problems, Peer 
Associations, and Criminal Attitudes/Behavioral Patterns. 

While in the DC program, client was generally compliant when residing in a sober living facility. After 
client transitioned to his own apartment, Probation Officers began to find a number of individuals from 
the homeless community to be residing at the client’s home. Probation Officers asked the client multiple 
times to cease allowing individuals to reside in his home. On 2 occasions, as probation knocked on the 
client’s door and announced themselves, individuals began fleeing through back doors and windows – 
including the DC client.  

During multiple home visits, Probation Officers found illicit substances – alcohol, crack cocaine, fentanyl, 
Marijuana, Spice – in the residence along with uncapped syringes and on one occasion a wooden club 
with a metal tip that client reported he used for protection. 

After client failed to appear for a drug court session and a warrant was issued, Probation Officers and 
Police Officers attempted to locate client at his apartment. Law Enforcement was let into the building by 
other individuals that were in the apartment. Client had locked himself in a bathroom and refused to 
come out. Police Officers had to deploy a K-9 to remove the client from the bathroom. Client was 
charged with resisting arrest and Probation filed a VOP. 

 
Clinical Summary: 

Patient is a 57 year old Caucasian single male who is currently a participant in drug court. Client reports 
starting using substances at the age of 12 (marijuana). Client reports that his substance use is what 
essentially motivated him to leave school. Client reports that he was using LSD, mushrooms, 
cocaine/crack, heroin and fentanyl. Client has been using substances for about 41 years. 

Patient attended and completed High Intensity Residential and Low Intensity Residential after coming 
into the DC program. Client was discharged to a sober living facility where he remained for several 
months. While client was at the sober living facility client was also attending DBT at a facility that was 
not associated with the DC treatment facility. During this time period (approx. one year), client was 
generally compliant in DC and phased up to phase 4. Client was later granted a Section 8 Housing 
Voucher and moved out of the sober living facility and into his own apartment. Shortly after he moved 
out of the sober living facility, client was discharged from DBT for lack of engagement in treatment, and 



for manipulation of medications – client was not completing assignments, reported to staff that he had 
been lying the entire time he was in group, and reported that he was only in DBT so that he could avoid 
doing other programs the court would insist he do. Client also attempted to fill a controlled medication 
from two different providers at different pharmacies. Client reported to DC staff that he was discharged 
from DBT because he got a new therapist and the therapist changed his diagnosis. After discussion with 
the therapist and reviewing medical records, client’s claim was found to be false.  

After being discharged, client was transferred to a Psychiatric NP for medication services and was 
evaluated by an MLADC/LCMHC and referred to a co-occurring Partial Hospitalization Program as client 
had begun using Cocaine, Fentanyl, and THC regularly. Client has since received multiple treatment 
modalities to include IOP, PHP multiple times, OP, Individual Therapy, and residential. Client was 
referred to three different residential programs after meeting ASAM criteria but client reported current 
SI during the residential intakes and was therefore refused residential treatment. Each time this 
happened, client was assessed for SI at the ER, no SI was found or was denied by client, and he was 
released the same day.   

Patient’s inability to remain honest and his actions of manipulation are inconsistent with his identified 
goals. Patient continues to provide inconsistent facts to staff when asked about a same 
event/symptoms.  Patient has been confronted with his actions which are inconsistent with his 
identified goals. Although client does not report Spice use, client is routinely found in possession of 
Spice during home visits by Probation. Patient continues to provide justifications regarding his actions 
with limited to no accountability on his part.  Due to this, it has been difficult to engage patient in the 
recommended level of care and make progress on his identified treatment goals.   

Patient’s treatment goals consist of finding a positive support system, creating a Relapse Prevention 
Plan, establishing healthy boundaries with people, places and things and continue to work on 
morning/night routines.  Staff continue to address his goals while in treatment through the use of CBT 
skills, mindfulness, emotional regulation, creating a positive support system and continuing to work with 
patient on how his lack of honesty impacts his treatment.  Patient continues to have difficulties 
maintaining appropriate boundaries with peers despite the negative consequences- for example 
allowing individuals to stay in his home whom he knows are in active use.   Patient, while in treatment, 
has been able to verbalize skills but has not applied these skills currently, despite his  past ability to do 
so.  At this time, patient’s lack of engagement and dishonesty within the program has caused barriers for 
patient’s success in the program.   

 


