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On a recent crisp autumn weekend (October 2–
3), 22 clinicians, researchers, and other GCIC-
certified staff assembled in Normal, IL for the 
first GAIN Clinical Interpretation Workgroup 
meeting. The purpose of the meeting was 
threefold: to communicate changes made to the 
GAIN clinical reports, training materials, and 
presentations; to receive feedback from the 
field about these changes and solicit ideas for 
improving GAIN clinical products; and to fa-
cilitate networking between professionals in 
the field. 

The GAIN clinical team kicked off the 
meeting by presenting the new GAIN Clinical 
Overview presentations that are given at GAIN 
national trainings. The group was enthusiastic 
about the changes made and had some addi-
tional recommendations for making the clinical 
trainings more valuable for trainees. The sec-
ond day of the meeting provided opportunities 
for the clinicians to discuss larger clinical im-
plementation issues. Leslie Corbiere (Burrell 
Behavioral Health in Missouri) and Maria 
Gagnon (New Futures Program in New Hamp-
shire) facilitated a discussion about how they 
have been able to use the GAIN and the GAIN 
clinical reports to facilitate systemic changes in 
their states and regions. Michael Gosser (The 
Morton Center in Kentucky) led a discussion 

about using the GAIN clinical reports with 
various treatment modalities. Finally, Melissa 
Sienna (Connecticut Dept. of Children and 
Families) and Kipp Dana (D7 Treatment Pro-
gram in Idaho) led a group discussion about 
facilitating local clinical trainings and identify-
ing elements of GAIN clinical training that did 
and did not work in real-world applications. 
All of the group discussions provided valuable 
information and feedback for the GCC and for 
the attendees. 

During the course of the meeting, atten-
dees had several suggestions for making im-
provements to the GAIN assessment and clini-
cal reports. As a result, three new workgroups 
were created: the Clinical Supervision work-
group (using the GAIN clinical reports in su-
pervision), the Cultural Competency work-
group, and the Evidence-Based Practices work-
group (using the GAIN with evidence-based 
practices in general and with specific treatment 
modalities). These workgroups will help the 
GCC to continually improve the GAIN and our 
clinical tools and training. 

As we move forward from the workgroup 
meeting, the GAIN clinical team always appre-
ciates feedback and ideas from the field. Please 
feel free to contact GAINClinical@chestnut.org 
if you have any questions, ideas, or suggestions. 
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In January 2007, the state of Washington mandated use of a 
15-item past-year version of the GAIN Short Screener 
(GAIN-SS) for all adolescents and adults seen by the De-
partment of Social and Health Services in the state’s chemi-
cal dependency, mental health, child-welfare and justice 
programs. Lucenko and colleagues1 recently used the data 
gathered through these sources to compile a report to the 
Washington legislature on the prevalence of co-occurring 
disorders in people presenting to these services. Figures 1 
and 2 summarize their results for adolescents and adults. 
Consistent with prior research, the report shows that in each 
setting, implementation of a simple screener identified 
youth and adults with mental health problems, substance 
use problems, or both. 

To validate the measure, Lucenko and colleagues also 
examined all available administrative data (such as medical, 
treatment, and arrest records and urine results) to identify 
people with any evidence of co-occurring mental and sub-
stance disorders. They then compared the rate of co-
occurring problems identified by the GAIN-SS with the re-
sults based on all available clinical indicators. As shown in 
Figures 3 and 4 (next page), the rates are very similar for 
adolescents but lower for adults in mental health and child 
welfare. The authors speculated that the lower rates of sub-
stance use in mental health and child welfare settings may 
have been a result of either a lack of training to ensure that 
staff clarify how the data will be used before conducting the 
screener or the demand characteristics of those settings (i.e., 
acknowledging use may lead to loss of service or removal 
of children). 
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November 17–20, 2009 
GAIN National Training 
Chestnut Health Systems Training Center 
Normal IL  
 
January 26–29, 2010 
GAIN National Training 
Chestnut Health Systems Training Center 
Normal IL 
 
February 23–26, 2010 
GAIN National Training 
Chestnut Health Systems Training Center 
Normal IL 
 

April 13–16, 2010 
GAIN National Training 
Chestnut Health Systems Training Center 
Normal IL 
 
May 4–7, 2010 
GAIN Clinical Interpretation Training 
Chestnut Health Systems Training Center 
Normal IL 
 
For more information or to inquire about 
setting up a training in your area, please 
contact GAINInfo@chestnut.org or give 
us a call at (309) 451-7700. 
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This suggests that the two-page screener was an effi-
cient way to identify rates of co-occurring problems and 
consistent with longer-term findings but that training on its 
use, possibly in combination with urine tests or additional 
clinical judgment, might still improve its performance. 

Two points to note: 1) The GAIN-SS does well at iden-
tifying the existence of a problem in a broad domain, but to 
better understand and treat the problem requires more infor-
mation and clinical input. The point here is simply that the 
GAIN-SS is an efficient tool for initial identification of 
problems. 2) It is important to note that the state varied 
from the recommended use of the GAIN-SS in several 
ways, including using 15 instead of 20 items (dropping the 
crime/violence screener); collapsing the internalizing and 
externalizing disorder screeners; using a definition of 2+ 
symptoms on each subscale to indicate the presence of 
problems (versus the usual scoring of zero for low, 1-2 for 
moderate, and 3+ for high), focusing only on the subscales 
(without looking at the total screener scores); comparing the 
past-year symptom counts on the GAIN Short Screener with 
up to 2 years of clinical indicators; and using cut points for 
abuse/dependence on the screener but “any use” for clinical 
indicators. Each of these factors should have worked against 
the comparison and therefore partially explain the differ-
ences that were observed. 
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The Software Support team currently consists of three staff 
members: Jason Page, Software Support Supervisor, and Steve 
Willan and Randall Zychowski, Software Support Associates. 
The Software Support team is the main point of customer contact 
for GCC and Lighthouse Institute software-related ques-
tions, problems, and GAIN ABS training. The team currently 
handles bimonthly GAIN ABS trainings, software support for 
GAIN ABS, installable GAIN ABS components such as GAIN 
ABS Stand Alone and Legacy ABS for existing users, and the 
Evidence-Based Treatment (EBTx) website and upcoming Re-
covery Services for Adolescents and Families (RSAF) website. 
Outside of day-to-day customer support, the Software Support 
team also tests all software updates, develops manuals for the 
software, and manages around 20 servers to support and host the 
various websites for clients and development. Currently the team 
supports over 300 GAIN ABS agencies, consisting of roughly 

2,400 users. The team is currently working on GAIN ABS imple-
mentation in Canada, which could pave the way for GAIN ABS 
use across the country. 

Over the years the support team has seen a lot of changes. 
Jason Page joined the team in 2004, when it was just Mike 
Vacca, Dionna Christian and Jason doing all the support and de-
velopment for Legacy ABS. Since that time, the support and de-
velopment team has split into two entities, and the Software Sup-
port team has grown to four staff slots, with growth planned to 
include another Software Support Associate in the near future 
and a Network Analyst. The Software Support team looks for-
ward to future growth, new projects, and all the experience it 
brings. 

To contact the Software Support team with questions about 
setup and use of GAIN ABS and the EBTx and RSAF websites, 
please contact ABSSupport@chestnut.org. 
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1 Lucenko, B., Mancuso, D., & Estee, S. (2009). Co-occurring 
disorders among DSHS clients: Report to the legislature. Olympia, 
WA: Washington State Department of Social and Health Services. 
Retrieved from http://publications.rda.dshs.wa.gov/1392/ 
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Q: I just had a client report smoking a joint 
laced with embalming fluid. How do I code 
this in the S2 grid on the GAIN? 
 
A: First, a two-part clarification: 1) whether 
or not they know it, most clients reporting 
use of embalming fluid have actually used 
PCP. The confusion centers on the emer-
gence of “embalming fluid” as a street term 
for PCP, which dates to at least the seven-
ties. The term seems to have grabbed every-
one’s imagination, and the idea spread that 
embalming fluid was a powerful psychoac-
tive agent. However, later analyses revealed 
that PCP was almost always present in sam-
ples of supposed embalming fluid, and the 
effects of embalming fluid were suspiciously 
similar to those of PCP despite the chemical 
dissimilarity between the two. (Most em-
balming fluid is a combination of formalde-
hyde, methanol, ethanol, and other solvents 
and chemicals, few if any of which are used 
in PCP synthesis.) 

2) That said, at some point after the 
term was coined, real embalming fluid came 
to be used for supposed psychoactive effects, 
usually in conjunction with PCP. This proba-
bly came about as a result of confusion over 
the term—users may have believed that 
“embalming fluid” was actually embalming 
fluid—and it’s also possible that real em-
balming fluid was used with PCP or other 
substances as a preservative, or to mask 
odors, or in the belief that embalming fluid 
has effects of its own or strengthens the ef-

fects of other substances. Furthermore, it’s 
likely that many users have smoked real 
embalming fluid or formaldehyde by itself, 
without the presence of PCP, marijuana, or 
other recognized psychotropic substances. 
It’s uncertain whether embalming fluid alone 
is particularly psychoactive, and users who 
report pleasurable effects may be misled by 
suggestion or the placebo effect. In fact, 
users are probably reacting to its neurotoxic-
ity: they’re feeling the effect of being poi-
soned. But the point is that users of so-called 
embalming fluid are probably using some-
thing else entirely or something else in addi-
tion to embalming fluid, usually PCP. 

But to get back to your original ques-
tion: in this case, assuming that neither 
marijuana nor PCP has been used alone 
more recently than the joint laced with em-
balming fluid, you would code the same 
time frame for the two substances. First, 
clarify whether the participant is aware that 
they used PCP—e.g., “By embalming fluid, 
do you mean PCP?”—then confirm that the 
joint contained marijuana (sometimes mint, 
tea, herbs, or other dried leafy substances 
are used instead), and also confirm that no 
other substance, such as cocaine, was pre-
sent in the joint. In addition to coding S2c 
for marijuana, code S2k if the participant 
knows that they used PCP; if not, code S2r 
(other) and record “embalming fluid” in the 
verbatim field. In both cases, make a staff 
note to explain what the participant reported 
using, and ask the participant to describe the 

effects of the substance as well. 
FYI: joints or cigarettes laced with PCP 

are called wet, sherm, fry, stick, wicky, illy, 
or amp, and other terms are sure to be in use 
in local communities. 
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