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ABSTRACT ARTICLE HISTORY
Objective: The objective of this study is to develop a risk-screening questionnaire appropriate Received 25 August 2015
for cultural characteristics in detection of alcohol- and drug-use level through utilization of ~ Accepted 1 March 2016
Addiction Profile Index (API) and perform the reliability and validity work thereof.
Methods: The study was carried out on the sample of two previously made separate studies. Addiction: .
c 9 g o iction; screening
Both samples were selected from inmates in prisons. API, CAGE Scale, Alcohol Use Disorders questionnaire; alcohol use;
Identification Test (AUDIT), Drug Abuse Screening Test (DAST-10), Drug Use Disorders drug use; brief intervention
Identification Test (DUDIT) and clinical interview form structured for DSM-IV-TR (SCID-I) were
employed in the study.
Results: BAPIRT-alcohol and BAPIRT-drug questionnaires evaluating alcohol and drug abuse
separately and each of which consisting of six questions were developed. Cronbach’s alpha
coefficients were found as 0.70 and 0.88 in the internal consistency analysis made with
sample 1 data of BAPIRT alcohol and drug scale respectively. BAPIRT alcohol scale consists of
two components while BAPIRT drug questionnaire comprises a single component. BAPIRT-
alcohol questionnaire was found to correlate with BAPi (Bagimhlik Profil indeksi, Addiction
Profile Index), AUDIT and CAGE by 0.94, 0.92 and 0.78 respectively. BAPIRT- drug
questionnaire was found to correlate with BAPi, DUDIT and DAST by 0.96, 0.89 and 0.81
respectively. BAPIRT for alcohol had sensitivity and specificity scores of 93.8%, and 72.5%,
respectively, when using the cut-off score of 3 while BAPIRT for alcohol had sensitivity and
specificity scores of 91.7% and 92.3%, respectively, when using the cut-off score of 4.
Conclusions: These findings support that APIRS questionnaires are reliable and valid drug
abuse screening instruments in Turkish patients with alcohol and drug use. Further studies
need to be done in different clinical populations.
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Introduction

One of the important methods of raising awareness as
to the issues posed through alcohol and drug use and
making widespread of the treatment services provided
is the utilization of screening questionnaires [1,2]. It
has been revealed in numerous studies that utilization
of screening questionnaires to this end is effective [3].
The most important reason supporting the making
widespread of screening for alcohol-use disorders is
the need for quick and easy diagnostic tools which
can be employed through experts who do not work
in the field of addiction, whereas encounter alcohol
and drug usage issues [4].

Receipt of training rate in the field of alcohol- and
drug-use disorders in medical education prior or sub-
sequent to graduation is low in our country. A study
conducted in our country has revealed that physicians
do not know the risky alcohol-use levels, do not have
time to tackle with alcohol problems of their patients
while half of the physicians have stated that they find

it difficult to talk with patients as to use alcohol [5].
It has been noted that risk-screening questionnaire
and brief intervention are of great importance in devel-
oping countries where addiction services are not wide-
spread [6].

Screening questionnaires are tools utilized to ident-
ify individuals with high risk for a disorder. These
questionnaires, which are also employed in the field
of addiction, are utilized to identify individuals at risk
for drug-use disorders and determine the course of
treatment depending on the dimension of the experi-
enced issues [7]. Screening forms are not intended to
diagnose [8]. More in-depth research should be per-
formed in positive cases revealed through screening
[9].

Screening forms are useful for recognition of situ-
ations where individuals generally do not seek treat-
ment who are unrevealed and for cases in which the
symptoms are not very apparent. As such, they have
to be used in cases of general psychiatric patients, pris-
ons, emergency services and primary healthcare
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services [10]. It is important for a good screening form
to include high sensitivity and specificity. Appropriate-
ness of screening forms for cultures and populations is
also of great significance [11].

There are many scales used to this end. The most
commonly used tests to determine the risk of alco-
hol-use disorders is Alcohol Use Disorders Identifi-
cation Test (AUDIT) consisting of 10 questions and
CAGE test consisting of only 4 questions [12,13].

Different scales have been developed to screen drug-
use disorders. One of them is Drug Use Disorders
Identification Test (DUDIT) developed similar to the
AUDIT scale and consisting of 11 questions [14].
Drug Abuse Screening Test (DAST-10) consisting of
10 questions is modeled after the scale of Michigan
Alcoholism Screening Test (MAST) [15]. The CAGE-
AID scale adapted from CAGE scale utilized to deter-
mine the level of alcohol consumption consists of 4
questions like the CAGE scale. CAGE-AID scale
adapted for drug use focuses more on addiction and
has been reported not to detect problematic or risky
use in non-dependent individuals [16]. It is stated
that the DAST scale also includes similar issues [15].

Alcohol, Smoking and Substance Involvement
Screening Test developed through the World Health
Organization has been presented as a questionnaire
that determines the usage risk level of all drugs includ-
ing alcohol [17].

It has been reported that there is no sufficient infor-
mation as to the results of the use of developed screen-
ing scales in different cultures and there are problems
regarding their cultural validity [18]. For example,
the question “Does your spouse (or your parents)

Table 1. Sociodemographic characteristics of sample.
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complain of your intention to drugs?” in the DAST-
10 scale or the question “Did a relative or a friend, a
doctor or a nurse, or anybody else tell you their
worry about your drug use or that you have to stop
using drugs?” in DUDIT can be foreseen that they
will marked as “yes” by everyone from our culture.
Hence, it is important to develop appropriate scales
for the cultures.

The objective of this study is to develop a risk-
screening questionnaire appropriate for culture in
detecting alcohol- and drug-use level through utiliz-
ation of Addiction Profile Index (API), [19] and per-
form the reliability and validity study thereof.

Method
Samples

The study was conducted with analysis of two different
data used in two separate studies carried out pre-
viously. Information as to the sample from which the
data were obtained is provided below. The reason for
conducting the study with two different samples is
the use of different questionnaires in each one of the
two studies. It was aimed to develop the questionnaire
with sample 1, and determine the validity and
reliability with samples 1 and 2. Both samples consist
of inmates in prisons. Features of samples are provided
in Table 1.

Sample I: The first sample consists of the data
obtained from a survey conducted in 2012 in 10 pris-
ons located in different cities of Turkey. The prisons
included in the research were located in Ankara,

Sample 1 Sample 2
Average + SD Average + SD
Age 33.46 +£9.64 348+9.5
N % N %
Gender
Female 322 24.8 0 0.0
Male 975 75.2 242 100.0
Education level
Not received any education 179 14.2 Average + SD
Elementary school graduate 668 53.0 Average of years of
Secondary school graduate 342 27.2 education 6.87 £ 3.25
University graduate 65 5.1
Other 5 0.5
Marital status N % N %
Single 536 41.3 92 46.2
Married 403 31.0 70 35.2
Divorced 177 13.6 29 14.6
Widow 107 8.2 8 4.0
Other 74 59
Employment status
Unemployed 136 10.5 136 68.3
Yes, works regularly 665 513 46 23.1
Yes, works irregularly 356 24 14 7.0
Retired 8 0.6 1 0.5
Student 8 0.6 2 1.0
Other 124 9.6
Treatment for drug use until present
No 654 84.5 136 74.7
Yes 120 155 47 253
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Istanbul, Antalya, Kocaeli, Manisa, Eskisehir and
Adana. Two of the prisons were for women, one was
F-type prison (high-security prison with cells for one
to three inmates based on strict isolation conditions)
and the others were different types of prisons for
men. A total of 1125 prisoners selected randomly
from four wards in each prison were included in the
study. The number of the convicts in the ward varied
according to the prison. A short form of API, CAGE
and AUDIT scales were administered in this research.

Sample 2: The second sample consists of the data of
a survey conducted in 2013 in a T-type prison located
in Umraniye district of Istanbul. This prison is an insti-
tution where male convicts stay. A total of 202 convicts
selected randomly from 24 wards were included in the
study. A short form of API, DUDIT and DAST-10
scales were used in this research. In addition, addiction
diagnosis was made through an expert using the clini-
cal interview form structured for DSM-IV-TR.

Measures

Addiction Profile Index

APl is a questionnaire consisting of 37 questions devel-
oped through Ogel et al. [19] for evaluating different
aspects of addiction and measuring the severity of
addiction. The scale consists of five subscales including
drug-use characteristics, diagnostic criteria for depen-
dence, impact of drug use on the life of the person,
craving to use and motivation to quit drugs. The
short form developed later contains 22 questions. Psy-
chometric properties of the long and short forms are
similar. The correlation coefficient between API short
form and API was found to be 0.96. The short form
includes two factors, which include diagnostic criteria
for dependence and craving questions, and impact to
life and motivation [20,21].

CAGE scale

Reliability study of the scale developed by Ewing was
conducted through Arikan et al. [13,22,23]. The scale
consists of four questions and is answered as “Yes” or
“No.” The “Yes” answer given to two or more items
is considered as risky use.

Alcohol Use Disorders Identification Test

AUDIT is a screening scale developed to identify risky
and harmful alcohol use [12]. Saat¢ioglu et al. [24] car-
ried out validity and reliability study of the Turkish
version. There are a total of 10 items in the scale and
first three questions of this scale show hazardous alco-
hol use, the questions between 4 and 6 show depen-
dence symptoms and the last four questions show
harmful alcohol. Total score of the scale is 40 and 8
or more are recommended as indicators of hazardous
and harmful alcohol use. AUDIT scores of 20 or

above clearly warrant further diagnostic evaluation
for alcohol dependence.

The Drug Abuse Screening Test, DAST-10

This is a test consisting of 10 questions measuring the
severity of the drug-use problem as well as the magni-
tude of the problems [15]. Evren et al. have made the
adaptation thereof to Turkish [25,26]. It has been
developed for clinical screening and treatment. Cron-
bach’s alpha coefficient value of the scale is 0.92. It is
a one-component scale. When the cut-off point is
taken as 4 and above DAST-10, sensitivity and speci-
ficity scores have been found to be 0.98 and 0.91,
respectively.

Drug Use Disorders Identification Test, DUDIT

This is a scale consisting of 11 questions developed for
screening individuals who have drug-use problems
[14]. It has a Cronbach’s alpha value of 0.93 and is a
psychometrically reliable drug abuse screening scale.
It consists of a single component. When the cut-off
point is taken as 10 and above, DUDIT sensitivity
and specificity scores have been found to be 0.96 and
0.94, respectively. Evren et al. [25] studied the psycho-
metric properties of the Turkish version.

SCID-I, Structured Clinical Interview for DSM-1V

Axis | Disorders

This is a configured interview schedule developed by
First et al. [27] to diagnose Axis I disorders according
to DSM-IV-TR diagnostic criteria. The clinical version
of SCID-I was used in our study. SCID-I was translated
into Turkish by Corapcioglu et al. [28] to study the psy-
chometric properties of the Turkish version.

Statistical analysis

All statistical analyses were performed using the SPSS
17.0 for Windows. Stepwise linear regression analysis
was performed in the development of questionnaires.
Cronbach’s alpha coefficient was calculated for reliability
analyses. Factor structure of the questionnaires was
examined by virtue of descriptive factor analysis and var-
imax rotation. Pearson’s correlation analysis was per-
formed in related validity analysis of the questionnaire,
while ¢-test was used for comparison of the mean values.
Receiver operating characteristics (ROC) curve and cal-
culation of the area under the curve were used to deter-
mine the cut-off point sensitivity and specificity of the
questionnaires. ROC curve, AUDIT and DUDIT cut-
off points have been taken as reference for control
group, alcohol risk-screening questionnaire and drug
risk-screening questionnaire, respectively. AUDIT cut-
off point was taken as 8 points, while DUDIT cut-off
point was taken as 10 points. These analyses were per-
formed on two different data. The survey data utilized
in each analysis have been indicated in the text.
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Results
Sociodemographic characteristics

One fourth of the total sample 1 consists of female par-
ticipants, while there are no female participants in
sample 2. It was noteworthy that almost half of the
samples in both samples were single and more than
half of the samples were primary school graduates.
The number of unemployed people in sample 2 is
more than five times that of sample 1.

Development of the scale

There is more than one question in the short API form,
which examines the prevalence of drug use. These
questions examine the frequency of use of different
drugs. All questions examining the incidence of drug
use have been turned into a single question by taking
an average in order not to ask too many questions.

Data of sample 1 were divided into two as alcohol
and drug use to distinguish alcohol and drug use.
API total score examined the correlation between ques-
tions and questions showing correlation above 0.80
were selected to the risk-screening form. It has been
determined that seven questions were showing suffi-
cient correlation for alcohol and drug use. However,
it has been determined that the questions varied for
alcohol and drug abuse.

Questions showing high correlation for alcohol are as
follows: the amount of alcohol drunk at one time during
the day, the presence of daytime alcohol use, alcohol-use
frequency, excess amount of alcohol usage at one time
(heavy use), concern of family and society due to alcohol
use, giving up a variety of activities due to use of alcohol
and desire to quit the use of alcohol. Questions showing
high correlation for the drug form are as follows: use of
drug during daytime hours, effects of use of drug on the
lives of people, drug-use frequency, emergence of with-
drawal symptoms due to drug, physical and mental
health problems due to drug use and giving up a variety
of activities due to the use of drugs.

Stepwise linear regression analysis was conducted to
develop a model for both questionnaires. AUDIT scale

PSYCHIATRY AND CLINICAL PSYCHOPHARMACOLOGY 167

was taken as the basis for alcohol form in sample 1,
while DUDIT scale was taken as the basis in sample
2. Two different models were obtained for use of alco-
hol and drug (Table 2). The model prepared for the
alcohol form calculates 49% of the total variance and
consists of 6 questions. A model consisting of six ques-
tions was created in the drug form and it was deter-
mined that this model calculated 68% of the total
variance.

The questionnaire which is planned for making risk
screening for alcohol use was named as to Addiction
Profile Index Risk Screening (APIRS)-alcohol, while
the questionnaire which is planned for making risk
screening for drug use was given the name of Addiction
Profile Index Risk Screening (APIRS)-drug. Both of the
questionnaires consist of the triple Likert response
options and 6 questions and the highest possible
score to be obtained is 12. Questionnaires are provided
in the appendix.

Reliability analyses

Cronbach’s alpha coefficients were found to be 0.70
and 0.88 in the internal consistency analysis made
with sample 1 data of BAPIRT (Bagimlilik Profil
Indeksi Risk Tarama Olcegi, Addiction Profile Index
Risk Scanning Scale)-alcohol and -drug questionnaires,
respectively. APIRS-alcohol questionnaire item-total
correlation coefficients were determined between 0.64
and 0.68 (Table 3). APIRS-drug questionnaire item
and APIRS-total score correlation coefficients were
found between 0.86 and 0.88.

Factor analyses

Explanatory factor analysis was performed to both of
the questionnaires in sample 1 with main components
method using varimax rotation. Two factors with
eigenvalue above 1 were obtained in the explanatory
factor analysis for APIRS-alcohol and this explains
the 66.6% of the total variance (Table 4). All items
were involved in one factor with their load factor
greater than 0.30. The first factor is more related to

Table 2. Stepwise linear regression analysis results for 7-question alcohol and drug form.

R R? Adjusted R? Standard error
Alcohol
Quantity 0.47 0.22 0.22 0.38
Quantity daytime use 0.60 0.36 0.36 0.34
Quantity, daytime use, frequency 0.64 0.42 0.41 0.33
Quantity, daytime use, frequency, heavy use 0.68 0.46 0.46 0.31
Quantity, daytime use, frequency of heavy use, anxiety 0.70 0.48 0.48 0.31
Quantity, daytime use, frequency of heavy use, anxiety, activities 0.70 0.49 0.49 0.30
Drug
Daytime use 0.71 0.51 0.51 0.33
Daytime use, effects to life 0.78 0.61 0.60 0.30
Daytime use, effects to life, frequency, 0.80 0.65 0.64 0.28
Daytime use, effects to life, frequency, deprivation 0.82 0.67 0.66 0.27
Daytime use live effects, frequency, deprivation, health 0.82 0.68 0.67 0.27

Daytime use, effects to life, frequency, deprivation, health, activities 0.83 0.69 0.68 0.26
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Table 3. Cronbach'’s alpha coefficients of alcohol and drug BAPIRT-questionnaires.

Scale average when

Scale variance when Item-total

Cronbach’s alpha coefficient

the item is out the item is out correlation when the item is out

BAPIRT-alcohol

questionnaire

Frequency of use 418 737 0.49 0.64

Quantity 3.84 717 0.44 0.66

Excess amount of use 3.90 6.71 0.50 0.64

at one time

Daytime use 417 7.64 0.40 0.67

Anxiety 4.19 7.08 0.42 0.67

Giving up activities 440 7.94 0.34 0.69
BAPIRT-drug

questionnaire

Frequency of use 4.76 14.06 0.63 0.88

Withdrawal 5.19 13.76 0.63 0.88

Giving up activities 5.12 13.03 0.74 0.86

Effects to health 5.13 13.17 0.74 0.86

Effects to life 5.18 13.58 0.72 0.86

Daytime use 4.88 13.08 0.75 0.86

drug-use features and the second factor includes ques-
tions as to abuse and addiction.

One factor with eigenvalue above 1 was obtained in
the explanatory factor analysis for APIRS-drug and this
explains the 64.7% of the total variance. All items were
included to one factor with load factor greater than 0.30.

When we examined the correlation of APIRS-alco-
hol questionnaire with other scales in sample 1, it
was found to be 0.94, 0.92 and 0.78 with API,
AUDIT, and CAGE scales, respectively. When we
examined the correlation of APIRS-drug questionnaire
with other scales in sample 1, it was found to be 0.96,
0.89 and 0.81 with API, DUDIT and DAST scales,
respectively. All correlations were statistically signifi-
cant at p <.01 level.

The average of the scores of APIRS questionnaire
between men and women were found different in the
analysis made with sample 1 data. APIRS-alcohol ques-
tionnaire average score was found to be 3.57 £ 3.44 in
men and 1.32+2.52 in women (t-value 12:38; SD =
721; p<.001) APIRS-drug questionnaire average
score was found to be 3.47 £3.71 in men and 1.60 +
3.15 in women (t-value 8.65; SD = 621; p <.001).

However, a difference could not be determined in the
APIRS-alcohol and drug questionnaire scores between
men and women who use alcohol or drug. APIRS-alco-
hol questionnaire average scores were found to be 6.73
+2.58 and 6.34 + 2.62 in men and women, respectively,

Table 4. Exploratory factor structure of the APIRS-alcohol and
-drug questionnaires.
BAPIRT-alcohol

APIRS-drug

_ Factor Factor
1 2 1

Effects to health 0.83

Excess amount of use at one  0.85

time
Frequency of use 0.83 Withdrawal 0.83
Quantity 0.80 Giving up 0.83
activities
Daytime use 0.79 Effect to life 0.82
Giving up activities 0.78 Daytime use 0.74
Anxiety 0.76  Frequency of use  0.73

indicating that they use alcohol (¢-value 0.86; SD =41; p
=.38). APIRS-drug questionnaire average scores were
found to be 6.06+321 and 6.03£3.69 in men
and women, respectively, indicating that they use drug
(t-value 0.84; SD = 572; p = .93).

Average of APIRS-alcohol and -drug questionnaire
scores who were previously treated for alcohol or
drug use was compared according to sample 1 data.
Average of APIRS-alcohol questionnaire was 4.53 +
3.0 and 6.47 +2.8 in previously untreated and treated
people, respectively, and the difference between them
was statistically significant (¢-value = 6.83; SD = 176.3;
p <.001). Average of APIRS-drug questionnaire was
415+ 3.4 and 8.30 £2.8 in previously untreated and
treated people, respectively, and the difference between
them was statistically significant (¢-value = 14.03; SD =
185.4; p <.001). In the analysis performed by sample 1
data, the average of the APIRS-drug questionnaire was
found to be 3.46 £ 3.62 in those not using drugs intra-
venously, while it was found to be (n =47, 4.7%) 7.08 +
3.81 in those using drugs intravenously and the differ-
ence between them was statistically significant (¢ value
=3.43; SD =968; p <.001).

Average of APIRS-drug questionnaire scores in
those having drug-use disorders and not having
drug-use disorders as a result of the interview made
with SCID-I was compared on the sample 2 data.
Average of APIRS-drug questionnaire scores in those
not having drug-use disorders was 1.84 +2.82, while
it was 8.64 +£2.75 in those having drug-use disorders
(t value = —16.87; SD =199, p <.001).

ROC analysis

Sensitivity and specificity were evaluated by ROC
analysis in order to determine the operability of Alco-
hol and Drug APIRS-questionnaires. When AUDIT
scale score 8 is taken as basis in the analysis made in
sample 1 in the area under the ROC curve (AUC) in
the cut-off point for 3 points for BAPIRT-alcohol is
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Figure 1. ROC curves of APIRS-alcohol and -drug questionnaires with AUDIT, CAGE, DUDIT and DAST scales. (A) APIRS-alcohol with
AUDIT scale; (B) APIRS-Alcohol with CAGE scale; (C) APIRS-drug with DUDIT scale; (D) APIRS-drug with DAST scale.

0.98% (p < .001), sensitivity is 98.5%, specificity is
83.6%, positive predicted values (PPV) is 87.8% and
negative predicted values (NPV) is 98%. If AUDIT
scale score 20 is taken as basis in the analysis in the
area under the ROC curve (AUC) in the cut-off point
for 6 points for BAPIRT-alcohol is 0.96% (p 0.001),
sensitivity is 95.2%, specificity is 77%, PPV is 94.2%
and NPV is 80.5%. When CAGE scale was taken as
the basis, in AUC the cut-off point for 3 points for
APIRS-alcohol was 0.94% (p <.001), sensitivity was
93.8%, specificity was 72.5%, PPV was 78% and NPV
was 91.8%.

When DUDIT scale was taken as the basis in the
analysis made in sample 2 in AUC the cut-off point
for 4 points for APIRS was 0.97% (p <.001), sensitivity
was 91.7%, specificity was 92.3%, PPV was 86.8% and
NPV was 95.2%. When DAST scale was taken as the

basis in the analysis made in sample 2 in the AUC
the cut-off point for 4 points for APIRS was 0.90%
(p <.001), sensitivity was 86.5%, specificity is 72.6%,
PPV was 77.5% and NPV was 88.2% (Figure 1).

Discussion

This study was carried out to develop questionnaires
that can make risk-level screening for alcohol and
drug use and which are appropriate for the culture.
Although the developed APIRS-alcohol and -drug
questionnaires consist of six questions, it can be said
that their psychometric properties are in a satisfactory
level. It is known that scales consisting of few questions
are more widespread and can be easily implemented.
We believe that APIRS-alcohol and -drug
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questionnaires can be easily implemented in practice in
their current form.

Internal consistency coefficient of APIRS-drug
questionnaire is quite high while the coefficient is
around 0.70 in alcohol questionnaire. Although this
coefficient is not too low, it has been reported that
reliability coefficients in psychometric studies are
acceptable up to the level of 0.60 and reliability coeffi-
cients may be low when the number of items in scales
are low and therefore the low reliability coefficients in
scales with low number of items should be considered
in this context [29,30]. Thus, it can be said that APIRS
questionnaires have a good internal consistency in
their current form.

It was determined that APIRS-drug questionnaire
consists of a single factorial component according to
the results of the factor analysis made, while the
APIRS-alcohol questionnaire consists of two factorial
components. In this form, it can be said that APIRS-
drug questionnaire has similarities with DUDIT and
DAST [26]. When it was taken into consideration
that AUDIT scale consisted of more than one com-
ponent [31], APIRS-alcohol questionnaire consisting
of two components shows similarity and is understand-
able. It can be said that APIRS-alcohol and -drug ques-
tionnaires show high correlation with the scales taken
as reference and therefore they have the characteristics
of the cited scales.

The average scores of APIRS questionnaires are
higher in men when a comparison is made between
genders, while there is no difference between the
scores of men and women who use drugs or alcohol.
These findings indicate that no difference was
observed between the genders after starting to use
drugs or alcohol. Similar findings have been found
in some other studies and although there are differ-
ences between men and women in terms of alcohol
use, risky use levels have been determined to be
similar [32].

It is also known that factors such as having inpatient
or outpatient treatment, intravenous drug use show the
severity of the alcohol- and drug-use problem [33]. It is
observed that APIRS questionnaires are differential
when comparison is made in terms of both variables.
Similarly, APIRS-drug questionnaire average is signifi-
cantly different in those who are diagnosed and who
are not diagnosed with drug-use disorder with SCID.
These findings can be considered as a sign that
APIRS questionnaires have the feature to distinguish
the severity of alcohol- and drug-use problem.

Conducting the study in the prison population can
be considered as a limitation. It is known that alcohol
and drug use have higher frequency in prison popu-
lations. However, a significant part of population with-
out alcohol and drug use also stays in prisons; when it
is considered that the purpose of the questionnaire is to
determine the alcohol- and drug-use level, it can be

said that the data obtained are sufficient for the use
of the questionnaires. The research in which sample
1 was claimed to reflect the country’s population there-
fore it can be considered that the questionnaires reflect
the country’s representative sample [34]. On the other
hand, when it is considered that prisons are an impor-
tant area of risk-screening scales, it cannot be said that
selection of samples of the study from the prison is a
big limitation [35]. It has been shown that risk-screen-
ing scales give similar results in different medical set-
tings [36]. Nevertheless, we believe, it would still be
useful to test the questionnaires in different popu-
lations and especially in primary health care services
[9].

APIRS questionnaires have other positive aspects in
addition to the appropriate psychometric properties.
APIRS questionnaires consist of six questions and
therefore their use by experts working outside the
field of addiction would be easy. It is easier for individ-
ual to respond since response options are composed of
three-point Likert scale. The APIRS scale is not an
adaptation of another scale, which was developed in
another culture and regulation of questions and
expressions are arranged in a completely culturally
appropriate manner. This scale may be easily used by
the doctor, nurse, psychologist or other experts who
do the clinical application. However, we believe, it
would be useful to develop a guide on how to use.

As a result, we believe that APIRS-alcohol and -drug
questionnaires have satisfactory psychometric proper-
ties, they are valid and reliable and their sensitivity
and specificity values are satisfactory and they can be
used as a risk-screening instrument in this form.
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BAPIRT-ALKOL OLCEGI

A1 Son alti ay icinde ne siklikta alkol kullandiniz? Hi¢ kullanmadim veya ayda 1-3 O 0
kereden fazla degil
Haftada 1-5 kez O 1
Hemen hemen her giin O 2
A2 Son alti ay icinde, alkol ictiginizde bir giinde ne kadar icerdiniz? Ortalama olarak soyleyebilir Hic veya 1-2 standart ickiye kadar O 0
misiniz? 3-4 standart icki O 1
Asadidakine gére giinliik standart icki miktarini hesaplayip, yaniti éyle yaziniz 5 standart ickiden fazla O 2
Bir kadeh sarap = Bir standart icki
Yarim duble raki veya votka veya cin veya viski vb= Bir standart icki
Bir byiik kutu bira= 1,5 standart icki
A3 Son alt ay icinde, bir seferde (6 kadeh sarap veya 3 duble raki veya dort kutu biiyiik bira) Hic veya ayda birden az [OlN(]
veya daha fazla icme sikliginiz ne kadardir? Ayda 1-3 kez O 1
Parantez icindeki standart icki cinsini daha dnceki soruda verdigi yanita gére belirleyiniz. Haftada bir veya daha fazla o 2
A4 Giindiiz saatlerinde de alkol kullandiginiz zamanlar oldu mu? Ne siklikla? Hicbir zaman O 0
Bazen O 1
Cok sik O 2
A5 Aileniz veya cevreniz sizin ¢ok fazla alkol kullandiginizdan endiseleniyor muydu? Ne siklikla?  Hicbir zaman O 0
Bazen O 1
Cok sik O 2
A6 Alkol kullandiginiz icin aile ziyaretleri, hobiler, sosyal iliskiler gibi hayatinizdaki baska Hicbir zaman O o0
etkinliklerden vazgectiginiz oldu mu? Bazen o 1
Gok sik O 2
Yukaridaki sorularin toplam puani 3 veya iistii ise kisi YUKSEK RiSK kapsaminda degerlendirilmelidir.
BAPIRT-MADDE OLCEGI
M1 Son bir yil icinde ne siklikta [madde] kullandiniz? Hicbir zaman O 0
Enazbirkez O 1
Uctenfazla O 2
kez
M2 [Maddeyi] kestiginizde veya azalttiginizda bazi sorunlar ortaya ¢ikti mi? (6rnegin uykusuzluk, terleme, sinirlilik, Hicbirzaman O 0
huzursuzluk, titreme vb) Bazen O 1
Cok sik o 2
M3 [Madde] kullandiginiz icin hayatinizdaki bagka etkinliklerden vazgectiginiz oldu mu? (6rnegin aile ziyaretleri, hobiler, Hicbir zaman O 0
sosyal iligkiler vb) Bazen O 1
Cok sik O 2
M4 [Madde] kullanmak beden veya ruh saghginizi olumsuz yonde etkiledi mi? Hicbirzaman O 0
Bazen O 1
Cok sik o 2
M5 [Madde] kullanmaniz, az sonra sayacagim yasam alanlarindan birisi listiinde olumsuz etkileri oldu mu? Aile Hicbir zaman O 0
iliskilerinizde? Arkadaslarinizla olan iliskilerinizde? Egitim hayatinizda? is hayatinizda? Bazen o 1
Cok sik O 2
M6 Giindiiz saatlerinde de [madde] kullandiginiz oldu mu? Hicbir zaman O 0
Bazen O 1
Gok sik o 2

Yukaridaki sorularin toplam puani 4 veya iistii ise kisi YUKSEK RiSK kapsaminda degerlendirilmelidir.
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