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Pretest Questions

Select the Best Answer:

1. The best treatment system for addiction is:

(a) A 28-day stay in inpatient rehabilitation with much education.

(b) A broad continuum of care with all levels of care separated to maintain group trust.

(c) Not possible now that managed care has placed so much emphasis on cost-containment.
(d) A broad range of services designed to be as seamless as possible for continuity of care.
(e) Short stay inpatient hospitalization for psychoeducation.

2. The six assessment dimensions of the ASAM Ceriteria:

(a) Help assess the individual’s comprehensive needs in treatment.

(b) Provide a structure for assessing severity of illness and level of function.

(c) Requires that there be access to medical and nursing personnel when necessary.
(d) Can help focus the treatment plan on the most important priorities.

(e) All of the above.

3. Assessment of a person’s goals and motivations is important to:
(a) Match treatment to the client’s readiness to change.
(b) Ensure residential care is not wastefully utilized.
(c) Avoid confrontational approaches that alienate the client.
(d) Individualize the referral and treatment plan.
(e) All of the above.

4. To ask an adolescent what s/he really wants:
(a) Is unnecessary as their judgment is so poor.
(b) Is as important as assessing what the consumer needs.
(c) Gives a false impression that they should have choice about treatments
(d) Leads to disrespect of the clinician’s authority and expertise.
(e) Usually reveals unrealistic goals that should be ignored.

5. The following changes are made in The ASAM Ceriteria:

(a) “Patient Placement” was removed in the book title, as the book no longer has placement criteria.
(b) Opioid Maintenance Therapy (OMT) was changed to Office-Based Opioid Treatment (OBOT).
(c) Merging all the adolescent criteria into the adult criteria.

(d) “Detoxification” changed to “Withdrawal Management”. The liver detoxifies, but clinicians
manage withdrawal.

Indicate True or False: T F

6. It is not the severity or functioning that determines the treatment plan, but () ()
the diagnosis, preferably in DSM terms.
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7. If an adolescent is depressed, assume Major Depression until proved otherwise. () ()

8. In criminal justice populations, it is important to ensure patients “do treatment” not () ()
“do time” just focused on how long they have to stay.

9. Clients in early stages of change need relapse prevention strategies.

A. The Context in Developing the Adolescent ASAM Criteria

1. Brief History of the Adolescent ASAM Criteria

* 1987 Cleveland Criteria and the NAATP Criteria published
* 1991 ASAM PPC-1 published — Both Adult and Adolescent Criteria
* 1992 Coalition for National Clinical Criteria established
* 1994 ASAM Criteria Validity Study funded by NIDA — Adult Criteria only
* 1996 ASAM PPC-2 published — Adolescent Criteria not significantly revised
* 1998 — 1999 ASAM PPC endorsed by >20 states, DoD, VA, ValueOptions

* 1999 NTAAA funds Assessment Software project — Adult Criteria only

* 2001 ASAM PPC-2R published — Adolescent Criteria fully revised

) )

* 2013 The ASAM Criteria, 3™ Edition published — Adolescent Criteria not significantly
revised; theoretical concepts and explanations merged with adult information; adolescent icon

2. The Context in Developing the Adolescent ASAM Criteria

* Revised in 2001 since there was no revision of the adolescent criteria since 1991
¢ Assumptions about Adolescent Criteria — developmental issues; co-occurring emotional,
behavioral and cognitive issues and the need for a more clinically-sophisticated staff

Developmental Issues

Habilitation not rehabilitation

SNk Wb =

Developmental influence is paramount

Responses are emotional/behavioral, not mature reflection
Adolescents are not independent — rely on adult support
Development is a dynamic process

Developmental issues are different at different ages — 13, 15, 17

¢ Workgroup process and timing and the effect on differences between adult and adolescent criteria

e.g., subdomains in Dimension 3

B. Underlying Concepts of the ASAM Adolescent Criteria

1. Generations of Clinical Care

(a) Complications-driven Treatment

A No diagnosis of Substance Use Disorder
A Treatment of complications of addiction with no continuing care
A Relapse triggers treatment of complications only

——»

No diagnosis

Treatment of complications

——»)

No continuing care

1

v

<

Relapse
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(b) Diagnosis, Program-driven Treatment
A Diagnosis determines treatment
A Treatment is the primary program and aftercare
A Relapse triggers a repeat of the program

Diagnosis [ Program [ Aftercare

Relapse

(¢) Individualized, Clinically-driven Treatment

PATIENT/PARTICIPANT ASSESSMENT

Data from all
: BIOPSYCHOSOCIAL
Dimensions
A\ 4

PROGRESS PROBLEMS/PRIORITIES
Response to Treatment BIOPSYCHOSOCIAL Severity (SI)
BIOPSYCHOSOCIAL Severity (SI) and Level of Functioning (LOF)

and Level of Functioning (LOF)
\ PLAN 4/

BIOPSYCHOSOCIAL Treatment
Intensity of Service (IS) - Modalities and Levels of Service

(d) Client-Directed, Outcome-Informed Treatment —Feedback Informed Treatment (FIT)

PARTICIPANT ASSESSMENT

Data from all
BIOPSYCHOSOCIAL
Dimensions
v

PROGRESS PROBLEMS or PRIORITIES
Treatment Response: Build engagement and alliance working
Clinical functioning,psychological, with multidimensional obstacles inhibiting
social/interpersonal LOF the client from getting what they want.
Proximal Outcomes e.g., Session What will client do?

Rating Scale; Outcome Rating Scale

.

BIOPSYCHOSOCIAL Treatment
Intensity of Service (IS) - Modalities and Levels of Service
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2. Multidimensional Assessment and Individualized Treatment (The ASAM Criteria 2013, pp

43-53)

The common language of six dimensions determine needs/strengths in behavioral health services:

Readiness to Change

A i a e

Recovery environment

Acute intoxication and/or withdrawal potential
Biomedical conditions and complications
Emotional/behavioral/cognitive conditions and complications

Relapse/Continued Use/Continued Problem potential

Assessment Dimensions

Assessment and Treatment Planning Focus

1. Acute Intoxication and/or
Withdrawal Potential

Assessment for intoxication and/or withdrawal management. Withdrawal
management in a variety of levels of care and preparation for continued
addiction services

2. Biomedical Conditions and
Complications

Assess and treat co-occurring physical health conditions or complications.
Treatment provided within the level of care or through coordination of
physical health services

3. Emotional, Behavioral or
Cognitive Conditions and
Complications

Assess and treat co-occurring diagnostic or sub-diagnostic mental health
conditions or complications. Treatment provided within the level of care or
through coordination of mental health services

4. Readiness to Change

Assess stage of readiness to change. If not ready to commit to full recovery,
engage into treatment using motivational enhancement strategies. If ready
for recovery, consolidate and expand action for change

5. Relapse, Continued Use or
Continued Problem Potential

Assess readiness for relapse prevention services and teach where appropriate.
If still at early stages of change, focus on raising consciousness of
consequences of continued use or problems with motivational strategies.

6. Recovery Environment

Assess need for specific individualized family or significant other, housing,
financial, vocational, educational, legal, transportation, childcare services

3. Biopsychosocial Treatment - Overview: 5 M’s

* Motivate - Dimension 4 issues; engagement and alliance building
* Manage - the family, significant others, work/school, legal

*

Medication - detox; HIV/AIDS; anti-craving anti-addiction meds; disulfiram, methadone;

buprenorphine, naltrexone, acamprosate, psychotropic medication
* Meetings - AA, NA, Al-Anon; Smart Recovery, Dual Recovery Anonymous, etc.
* Monitor - continuity of care; relapse prevention; family and significant others

4. Treatment Levels of Service - (The ASAM Criteria 2013, pp 106-107)

1 Outpatient Services

2 Intensive Outpatient/Partial Hospitalization Services
3 Residential/Inpatient Services
4 Medically-Managed Intensive Inpatient Services

ASAM Criteria Level of Withdrawal
Management Services for Adults

Level [Note: There are no separate Withdrawal Management Services
for Adolescents

Ambulatory Withdrawal Management without

Extended On-Site Monitoring

1-WM  Mild withdrawal with daily or less than daily outpatient supervision; likely to
complete withdrawal management and to continue treatment or recovery

Ambulatory Withdrawal Management with Extended | 2-WM  [Moderate withdrawal with all day WM support and supervision; at night, has

On-Site Monitoring

supportive family or living situation; likely to complete WM.

Clinically-Managed Residential Withdrawal

Management

3.2-WM [Moderate withdrawal, but needs 24-hour support to complete WM and increase
likelihood of continuing treatment or recovery
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Medically-Monitored Inpatient Withdrawal 3.7-WM [Severe withdrawal and needs 24-hour nursing care and physician visits as

Management necessary; unlikely to complete WM without medical, nursing monitoring

Medically-Managed Inpatient Withdrawal 4-WM  [Severe, unstable withdrawal and needs 24-hour nursing care and daily

Management physician visits to modify WM regimen and manage medical instability

ASAM Criteria Levels of Care Level Same Levels of Care for Adolescents except Level 3.3

Early Intervention 0.5 Assessment and education for at risk individuals who do not meet diagnostic
criteria for Substance-Related Disorder

Outpatient Services 1 Less than 9 hours of service/week (adults); less than 6 hours/week (adolescents)
for recovery or motivational enhancement therapies/ strategies

Intensive Outpatient 2.1 9 or more hours of service/week (adults); 6 or more hours/week (adolescents)
to treat multidimensional instability

Partial Hospitalization 2.5 20 or more hours of service/week for multidimensional instability not requiring
24 hour care

Clinically-Managed Low-Intensity Residential 3.1 24 hour structure with available trained personnel; at least 5 hours of clinical
service/week

Clinically Managed Population-Specific High- 33 24 hour care with trained counselors to stabilize multidimensional imminent

Intensity Residential Services (Adult criteria only) danger. Less intense milieu and group treatment for those with cognitive or
other impairments unable to use full active milieu or therapeutic community

Clinically-Managed High-Intensity Residential 3.5 24 hour care with trained counselors to stabilize multidimensional imminent
danger and prepare for outpatient treatment. Able to tolerate and use full active
imilieu or therapeutic community

Medically-Monitored Intensive Inpatient 3.7 24 hour nursing care with physician availability for significant problems in
Dimensions 1, 2 or 3. Sixteen hour/day counselor ability

Medically-Managed Intensive Inpatient 4 24 hour nursing care and daily physician care for severe, unstable problems in
Dimensions 1, 2 or 3. Counseling available to engage patient in treatment

Opioid Treatment Services OTS  |Opioid Treatment Program (OTP) — agonist meds: methadone, buprenorphine;

Office Based Opioid Treatment (OBOT); antagonist medication - naltrexone

C. The Six Assessment Dimensions and Implications

1. Immediate Need Profile. Assessor considers each dimension and with just sufficient data to assess
immediate needs, checks “yes” or “no” for the following questions:

(The ASAM Criteria 2013, pp 65-66)

1. Acute Intoxication and/or Withdrawal Potential

(a) Currently having severe, life-threatening, and/or similar withdrawal symptoms? ~ No  Yes

2. Biomedical Conditions/Complications

Any current severe physical health problems? e.g., bleeding from mouth or rectum in past 24 hours; recent,
unstable hypertension; recent, severe pain in chest, abdomen, head; significant problems in balance, gait,
sensory or motor abilities not related to intoxication.  No  Yes

3. Emotional/Behavioral/Cognitive Conditions/Complications

(a) Imminent danger of harming self or someone else? e.g., suicidal ideation with intent, plan and means to
succeed; homicidal or violent ideation, impulses and uncertainty about ability to control impulses, with
means to acton.  No__ Yes; (b) Unable to function in activities of daily living or care for self with
imminent, dangerous consequences ? e.g., unable to bath, feed, groom and care for self due to psychosis,
organicity or uncontrolled intoxication with threat to imminent safety of self or others as regards death or

severe injury
No_ Yes
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4. Readiness to Change

(a) Does client appear to need alcohol or other drug treatment/recovery and/or mental health treatment, but
ambivalent or feels it unnecessary? e.g., severe addiction, but client feels controlled use still OK; psychotic,
but blames a conspiracy  No___ Yes; (b) Patient has been coerced, mandated or required to have
assessment and/or treatment by mental health court or criminal justice system, health or social services,
work or school, or family or significant other?  No  Yes

5. Relapse/Continued Use/Continued Problem Potential
(a) Is patient currently under the influence and/or acutely psychotic, manic, suicidal? _ No  Yes; (b) Is
patient likely to continue to use or have active, acute symptoms in an imminently dangerous manner,
without immediate secure placement? (c) Is patient’s most troubling, presenting problem(s) that brings the
patient for assessment, dangerous to self or others? (See examples above in dimensions 1, 2 and 3)

No Yes

6. Recovery Environment

Are there any dangerous family; significant others; living, work or school situations threatening patient’s
safety, immediate wellbeing, and/or sobriety? e.g., living with a drug dealer; physically abused by partner
or significant other; homeless in freezing temperatures ~ No_ Yes

2. Risk Domains A Risk Domain is an assessment subcategory within Dimension 3:
(The ASAM Criteria 2013, pp 47-48)

* Dangerousness/Lethality. This Risk Domain describes how impulsive an individual may be with regard to
homicide, suicide, or other forms of harm to self or others and/or to property. The seriousness and
immediacy of the individual's ideation, plans and behavior—as well as his or her ability to act on such
impulses—determine the patient's risk rating and the type and intensity of services he or she needs.

o Interference with Addiction Recovery Efforts. This Risk Domain describes the degree to which a patient is
distracted from addiction recovery efforts by emotional, behavioral and/or cognitive problems and,
conversely, the degree to which a patient is able to focus on addiction recovery. (Note: high risk and severe
impairments in this domain do not, in themselves, require services in Level 4 .)

* Social Functioning. This Risk Domain describes the degree to which an individual's relationships (e.g.,
coping with friends, significant others or family; vocational or educational demands; and ability to meet
personal responsibilities) are affected by his or her substance use and/or other emotional, behavioral and
cognitive problems. (Note that high risk and severe impairment in this domain do not, in themselves,
require services in a Level 4 program.)

*  Ability for Self Care. This Risk Domain describes the degree to which an individual's ability to perform
activities of daily living (such as grooming, food and shelter) are affected by his or her substance use and/or
other emotional, behavioral and cognitive problems. (Note that high risk and severe impairment in this
domain do not, in themselves, require services in a Level 4 program.)

* Course of Iliness. This Risk Domain employs the history of the patient's illness and response to treatment
to interpret the patient's current signs, symptoms and presentation and predict the patient's likely response to
treatment. Thus, the domain assesses the interaction between the chronicity and acuity of the patient's
current deficits. A high risk rating is warranted when the individual is assessed as at significant risk and
vulnerability for dangerous consequences either because of severe, acute life-threatening symptoms, or
because a history of such instability suggests that high intensity services are needed to prevent dangerous
consequences.

For example, a patient may present with medication compliance problems, having discontinued antipsychotic
medication two days ago. If a patient is known to rapidly decompensate into acute psychosis when medication
is stopped, his or her rating is high. However, if it is known that he or she slowly isolates without any rapid
deterioration when medication is stopped, the risk rating would be less.
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Another example could be the patient who has been depressed, socially withdrawn, staying in bed and not
bathing. If this has been a problem for six weeks, the risk rating is much higher than for a patient who has been

chronically withdrawn and isolated for six years with schizophrenic disorder.

D. Skill-Building in Assessment, Treatment Planning and Placement

1. Developing the Treatment Contract

(The ASAM Criteria 2013, page 58)

Client Clinical Assessment Treatment Plan
What? What does client want? What does client need? What is the Tx contract?
Why?  Why now? Why? What reasons are Is it linked to what client
What's the level of revealed by the assessment wants?
commitment? data?
How? How will s/he get there?  How will you get him/her to Does client buy into the
accept the plan? link?
Where? Where will s/he do this? ~ Where is the appropriate Referral to level of care
setting for treatment?
What is indicated by the
placement criteria?
When? When will this happen? When? How soon? What is the degree of

How quickly? What are realistic expectations? urgency?
How badly does s/he What are milestones in the What is the process?
want it? process? What are the expectations

of the referral?

2. Assessing Severity and Level of Function (The ASAM Criteria 2013, pp 54-56)

To determine the multidimensional severity or level of function profile, consider each of the six ASAM
Criteria dimensions as regards pertinent assessment data organized under the three H’s - History, Here and
Now, How Worried Now.

The History of a client’s past signs, symptoms and treatment is important, but never overrides the Here and
Now of how a client is presenting currently in signs and symptoms. e.g., if a person has by History had
severe alcohol withdrawal with seizures, but has not been drinking Here and Now at a rate or quantity that
would predict any significant withdrawal; and as you look at them, they are not shaky or in withdrawal so
you are not Worried about severe withdrawal - then there is no significant Dimension 1 severity.

The Here and Now presentation of a client’s current information of substance use and mental health signs
and symptoms can override the History e.g., if a person has never had serious suicidal behavior before by
History; and in the Here and Now is indeed depressed and impulsively suicidal, you would not dismiss
their severe suicidality just because they had never done anything serious before. Especially if you talked
with them now and you are Worried that they could not reach out to someone if they became impulsive,
then the Dimension 3 severity would be quite high.

How Worried Now you are as the clinician, counselor or assessor determines your severity or level of
function (LOF) rating for each ASAM dimension. The combination of the three H’s: History; Here and
Now; and How Worried Now guides the clinician in presenting the severity and LOF profile.
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| > What Does the Client Want? Why Now?

v

Does client have immediate needs due to imminent risk
in any of the six assessment dimensions?

Conduct multidimensional assessment

v

—>p What are the DSM-5 diagnoses?

v

Multidimensional Severity /LOF Profile

v

Identify which assessment dimensions are
currently most important to determine Tx priorities

v

Choose a specific focus and target for each priority dimension

v

—P What specific services are needed for each dimension?

—»

What “dose” or intensity of these services is needed

—p for each dimension?
Where can these services be provided, in the least
— intensive, but safe level of care or site of care?
What is the progress of the treatment plan and
“ placement decision; outcomes measurement?

(The ASAM Criteria 2013, p 124)

3. Guidelines for Defining and Writing Problems

* counterproductive attitudes - 3 I’s: irrelevant; irritating; insurance-driven

* productive attitudes - 3 C’s: concentrate treatment; communicate; cont.-of-care
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* problem identification - “2x4”:

A — Appropriate to diagnosis (gambling, addiction and/or mental health);

A - Achievable: time, place, person

B - Brief; B - Behavioral

C - Care: level of care e.g. acute-care oriented, time, place, person;

C - Caring: expressed in accepting, non judgmental words

D - Different: for each patient; what different strategy; time, place, person;

D - Dimension: which of the multidimensional assessment areas does this problem
address e.g. Dimension 1

* What Made Me Say That?

E. Improving the Range and Use of Adolescent Treatment Services
1. Readiness to Change - Dimension 4 Issues

* 12-Step model - surrender versus comply; accept versus admit; identify versus compare

* Transtheoretical Model of Change (Prochaska and DiClemente):

Pre-contemplation: not yet considering the possibility of change although others are aware of a
problem; active resistance to change; seldom appear for treatment without coercion; could benefit from
non-threatening information to raise awareness of a possible “problem” and possibilities for change.

Contemplation: ambivalent, undecided, vacillating between whether he/she really has a “problem”
or needs to change; wants to change, but this desire exists simultaneously with resistance to it; may
seek professional advice to get an objective assessment; motivational strategies useful at this stage, but
aggressive or premature confrontation provokes strong resistance and defensive behaviors; many
Contemplators have indefinite plans to take action in the next six months or so.

Preparation: takes person from decisions made in Contemplation stage to the specific steps to be
taken to solve the problem in the Action stage; increasing confidence in the decision to change; certain
tasks that make up the first steps on the road to Action; most people planning to take action within the
very next month; making final adjustments before they begin to change their behavior.

Action: specific actions intended to bring about change; overt modification of behavior and
surroundings; most busy stage of change requiring the greatest commitment of time and energy; care
not to equate action with actual change; support and encouragement still very important to prevent
drop out and regression in readiness to change.

Maintenance: sustain the changes accomplished by previous action and prevent relapse; requires
different set of skills than were needed to initiate change; consolidation of gains attained; not a static
stage and lasts as little as six months or up to a lifetime; learn alternative coping and problem-solving
strategies; replace problem behaviors with new, healthy life-style; work through emotional triggers.

Relapse and Recycling: expectable, but not inevitable setbacks; avoid becoming stuck,
discouraged, or demoralized; learn from relapse before committing to a new cycle of action;
comprehensive, multidimensional assessment to explore all reasons for relapse.

Termination: this stage is the ultimate goal for all changers; person exits the cycle of change,
without fear of relapse; debate over whether certain problems can be terminated or merely kept in
remission through maintenance strategies.

* Readiness to Change - not ready, unsure, ready, trying: Motivational interviewing
(Miller and Rollnick)
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2. Definitions of Compliance and Adherence

Webster’s Dictionary defines “comply” as follows: to act in accordance with another’s wishes, or with
rules and regulations. It defines “adhere”: to cling, cleave (to be steadfast, hold fast), stick fast.

3. The Coerced Client and Working with Referral Sources

The mandated client can often present as hostile and resistant because they are at “action” for staying out of
jail; keeping their driver’s license; saving their job or marriage; or getting their children back. In working
with referral agencies whether that be a judge, probation officer, child protective services, a spouse,
employer or employee assistance professional, the goal is to use the leverage of the referral source to hold
the client accountable to an assessment and follow through with the treatment plan.

Unfortunately, clinicians/programs often enable criminal justice thinking by blurring the boundaries
between “doing time” and “doing treatment”. For everyone involved with mandated clients, the 3 C’s are:

A Consequences — It is within criminal justice’s mission to ensure that offenders take the
consequences of their illegal behavior. If the court agrees that the behavior was largely caused by
addiction and/or mental illness, and that the offender and the public is best served by providing
treatment rather than punishment, then clinicians provide treatment not custody and incarceration.
The obligation of clinicians is to ensure a person adheres to treatment; not to enforce
consequences and compliance with court orders.

A Compliance — The offender is required to act in accordance with the court’s orders; rules and
regulations. Criminal justice personnel should expect compliance. But clinicians are providing
treatment where the focus is not on compliance to court orders. The focus is on whether there is a
disorder needing treatment; and if there is, the expectation is for adherence to treatment, not
compliance with “doing time” in a treatment place.

A Control —The criminal justice system aims to control, if not eliminate, illegal acts that threaten the
public. While control is appropriate for the courts, clinicians and treatment programs are focused
on collaborative treatment and attracting people into recovery. The only time clinicians are
required to control a client is if they are in imminent danger of harm to self or others. Otherwise,
as soon as that imminent danger is stabilized, treatment resumes collaboration and client
empowerment, not consequences, compliance and control.

The clinician should be the one to decide on what is clinically indicated rather than feeling disempowered
to determine the level of service, type of service and length of service based on the assessment of the client
and his/her stage of readiness to change. Clinicians are just that, not right arms of the law or the workplace
to carry out mandates determined for reasons other than clinical.

Thus, working with referral sources and engaging the identified client into treatment involves all of the
principles/concepts to meet both the referral source and the client wherever they are at; to join them in a
common purpose relevant to their particular needs and reason for presenting for care. The issues are:

¢  Common purpose and mission — public safety; safety for children; similar outcome goals

¢ Common language of assessment of stage of change — models of stages of change

*  Consensus philosophy of addressing readiness to change — meeting clients where they are at;
solution-focused; motivational enhancement

* Consensus on how to combine resources and leverage to effect change, responsibility and
accountability — coordinated efforts to create and provide incentives and supports for change

¢ Communication and conflict resolution - committed to common goals of public safety;
responsibility, accountability, decreased legal recidivism and lasting change ; keep our collective
eyes on the prize “No one succeeds unless we all succeed!”
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4. Relapse/Continued Use/Continued Problem Potential - Dimension 5 (The ASAM Criteria
2013, pp 401-410)

A. Historical Pattern of Use
1. Chronicity of Problem Use
* Since when and how long has the individual had problem use or dependence and at what level of
severity?
2. Treatment or Change Response
*  Has he/she managed brief or extended abstinence or reduction in the past?

B. Pharmacologic Responsivity
3. Positive Reinforcement (pleasure, euphoria)
4. Negative Reinforcement (withdrawal discomfort, fear)

C. External Stimuli Responsivity
5. Reactivity to Acute Cues (trigger objects and situations)
6. Reactivity to Chronic Stress (positive and negative stressors)

D. Cognitive and behavioral measures of strengths and weaknesses

7. Locus of Control and Self-efficacy

* Is there an internal sense of self-determination and confidence that the individual can direct his/her
own behavioral change?
8. Coping Skills (including stimulus control, other cognitive strategies)
9. Impulsivity (risk-taking, thrill-seeking)
10. Passive and passive/aggressive behavior

* Does individual demonstrate active efforts to anticipate and cope with internal and external
stressors, or is there a tendency to leave or assign responsibility to others?

Example Policy and Procedure to Deal with Dimension 5 Recovery/Psychosocial Crises
Recovery and Psychosocial Crises cover a variety of situations that can arise while a patient is in treatment.
Examples include, but are not limited to, the following:

1. Slip/ using alcohol or other drugs while in treatment.

2. Suicidal, and the individual is feeling impulsive or wanting to use alcohol or other drugs.

3. Loss or death, disrupting the person's recovery and precipitating cravings to use or other impulsive
behavior.

4. Disagreements, anger, frustration with fellow patients or therapist.

The following procedures provide steps to assist in implementing the principle of re-assessment and
modification of the treatment plan:

1. Setup a face-to-face appointment as soon as possible. If not possible in a timely fashion, follow the
next steps via telephone.

2. Convey an attitude of acceptance; listen and seek to understand the patient's point of view rather than
lecture, enforce "program rules," or dismiss the patient's perspective.

3. Assess the patient's safety for intoxication/withdrawal and imminent risk of impulsive behavior and
harm to self, others, or property. Use the six ASAM assessment dimensions to screen for severe problems
and identify new issues in all biopsychosocial areas.

Acute intoxication and/or withdrawal potential

Biomedical conditions and complications
Emotional/behavioral/cognitive conditions and complications
Readiness to Change

Relapse/Continued Use/Continued Problem potential
Recovery environment

QU h W=
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4. If no immediate needs, discuss the circumstances surrounding the crisis, developing a sequence of
events and precipitants leading up to the crisis. If the crisis is a slip, use the 6 dimensions as a guide to
assess causes. If the crisis appears to be willful, defiant, non-compliance with the treatment plan, explore
the patient's understanding of the treatment plan, level of agreement on the strategies in the treatment plan,
and reasons s/he did not follow through.

5. Modify the treatment plan with patient input to address any new or updated problems that arose from
your multidimensional assessment in steps 3 and 4 above.

6. Reassess the treatment contract and what the patient wants out of treatment, if there appears to be a lack
of interest in developing a modified treatment plan in step 5 above. If it becomes clear that the patient is
mandated and “doing time” rather than “doing treatment and change,” explore what Dimension 4,
Readiness to Change motivational strategies may be effective in re-engaging the patient into treatment.

7. Determine if the modified strategies can be accomplished in the current level of care, or a more or less
intensive level of care in the continuum of services or different services such as Co-Occurring Disorder
Enhanced services.. The level of care decision is based on the individualized treatment plan needs, not an
automatic increase in the intensity of level of care.

8. If, on completion of step 6, the patient recognizes the problem/s, and understands the need to change
the treatment plan to learn and apply new strategies to deal with the newly-identified issues, but still
chooses not to accept treatment, then discharge is appropriate, as he or she has chosen not to improve
his/her treatment in a positive direction. Such a patient may also demonstrate his/her lack of interest in
treatment by bringing alcohol or other drugs into the treatment milieu and encouraging others to use or
engage in gambling behavior while in treatment. If such behavior is a willful disruption to the treatment
milieu and not overwhelming Dimension 5 issues to be assessed and treated, then discharge or criminal
justice graduated sanctions are appropriate to promote a recovery environment.

9. If, however, the patient is invested in treatment as evidenced by collaboration to change his/her
treatment plan in a positive direction, treatment should continue. To discharge or suspend a patient for an
acute reoccurrence of signs and symptoms breaks continuity of care at precisely a crisis time when the
patient needs support to continue treatment. For example, if the patient is not acutely intoxicated and has
alcohol on his/her breath from a couple of beers, such an individual may come to group to explore what
went wrong to cause a recurrence of use and to gain support and direction to change his/her treatment plan.
Concerns about “triggering” others in the group are handled no differently from if a patient was sharing
trauma issues, sobbing and this triggered identification and tearfulness in other group members. Such a
patient with Posttraumatic Stress Disorder would not be excluded from group or asked to leave for
triggering others. Group members and/or other patients in a residential setting are best helped to deal with
such “triggering” with the support of peers and a trained clinician. To protect fellow patients from exposure
to relapse or recurrence of signs and symptoms excludes the opportunity to learn new coping skills, In
addition, it jeopardizes the safety of the patient at the very time he or she needs more support and guidance
in such a crisis, rather than rejection, discharge, or transfer.

10. Document the crisis and modified treatment plan or discharge in the medical record.
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F. Case Consultation and Systems Issues

1. Case Presentation Format
(The ASAM Criteria 2013, pp 119 -126)

Before presenting the case, please state why you chose the case and what you want to get from the discussion

L. Identifying Client Background Data

Name

Age

Ethnicity and Gender

Marital Status

Employment Status

Referral Source

Date Entered Treatment

Level of Service Client Entered Treatment (if this case presentation is a treatment plan review)
Current Level of Service (if this case presentation is a treatment plan review)

DSM Diagnoses

Stated or Identified Motivation for Treatment (What is the most important thing the clients wants you to help
them with?)

First state how severe you think each assessment dimension is and why (focus on brief relevant history information and
relevant here and now information):

II.  Current Placement Dimension Rating (See Dimensions below 1 - 6)

DR

6.

(Give brief explanation for each rating, note whether it has changed since client entered treatment and why or why not)

This last section we will talk about together:
III. What problem(s) with High and Medium severity rating are of greatest concern at this time?

Specificity of the problem
Specificity of the strategies/interventions

Efficiency of the intervention (Least intensive, but safe, level of service)

2. Continued Service and Transfer/Discharge Criteria (The ASAM Criteria 2013, pp 299-306)

After the admission criteria for a given level of care have been met, the criteria for continued service,
discharge or transfer from that level of care are as follows:

Continued Service Criteria: It is appropriate to retain the patient at the present level of care if:

1. The patient is making progress, but has not yet achieved the goals articulated in the individualized
treatment plan. Continued treatment at the present level of care is assessed as necessary to permit the
patient to continue to work toward his or her treatment goals;

or

2. The patient is not yet making progress but has the capacity to resolve his or her problems. He or she is
actively working on the goals articulated in the individualized treatment plan. Continued treatment at
the present level of care is assessed as necessary to permit the patient to continue to work toward his or
her treatment goals;

and/or

3. New problems have been identified that are appropriately treated at the present level of care. This

level is the least intensive at which the patient’s new problems can be addressed effectively.
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To document and communicate the patient’s readiness for discharge or need for transfer to another level of
care, each of the six dimensions of the ASAM criteria should be reviewed. If the criteria apply to the
patient’s existing or new problem(s), the patient should continue in treatment at the present level of care. If
not, refer the Discharge/Transfer Criteria, below.

Discharge/Transfer Criteria: It is appropriate to transfer or discharge the patient from the present level of
care if he or she meets the following criteria:

1. The patient has achieved the goals articulated in his or her individualized treatment plan, thus
resolving the problem(s) that justified admission to the current level of care;
or

2. The patient has been unable to resolve the problem(s) that justified admission to the present level
of care, despite amendments to the treatment plan. Treatment at another level of care or type of service
therefore is indicated,;

or

3. The patient has demonstrated a lack of capacity to resolve his or her problem(s). Treatment at
another level of care or type of service therefore is indicated;

or
4. The patient has experienced an intensification of his or her problem(s), or has developed a new
problem(s), and can be treated effectively only at a more intensive level of care.

To document and communicate the patient’s readiness for discharge or need for transfer to another level of
care, each of the six dimensions of the ASAM criteria should be reviewed. If the criteria apply to the
existing or new problem(s), the patient should be discharged or transferred, as appropriate. If not, refer to
the Continued Service criteria.

3. Gathering Data on Policy and Payment Barriers (The ASAM Criteria 2013, p 126)

A Policy, payment and systems issues cannot change quickly. However, as a first step towards reframing
frustrating situations into systems change, each incident of inefficient or in adequate meeting of a
client’s needs can be a data point that sets the foundation for strategic planning and change

A Finding efficient ways to gather data as it happens in daily care provides hope/direction for change:

PLACEMENT SUMMARY

Level of Care/Service Indicated - Insert the ASAM Level number that offers the most appropriate level of
care/service that can provide the service intensity needed to address the client’s current functioning/severity;
and/or the service needed e.g., shelter, housing, vocational training, transportation, language interpreter

Level of Care/Service Received - ASAM Level number -- If the most appropriate level or service is not
utilized, insert the most appropriate placement or service available and circle the Reason for Difference
between Indicated and Received Level or Service

Reason for Difference - Circle only one number -- 1. Service not available; 2. Provider judgment; 3. Client preference;
4. Client is on waiting list for appropriate level; 5. Service available, but no payment source; 6. Geographic accessibility; 7. Family
responsibility; 8. Language; 9. Not applicable; 10. Not listed (Specify):

Anticipated Outcome If Service Cannot Be Provided — Circle only one number - 1. Admitted to acute care setting; 2. Discharged
to street; 3. Continued stay in acute care facility; 4. Incarcerated; 5. Client will dropout until next crisis; 6. Not listed (Specify):

© David Mee-Lee, M.D. 2013 davidmeelee@gmail.com 530.753.4300
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CLINICAL ASSESSMENT AND PLACEMENT SUMMARY Page 1 of 2

Name: Date:
Immediate Need Profile: Assessor considers each dimension and with just sufficient data to assess immediate needs, checks

“yes” or “no” in the following table:

Dimension Questions Yes | No
1. Acute Intoxication and/or Withdrawal 1(a) Past history of serious withdrawal, life-threatening
Potential symptoms or seizures during withdrawal?
1. as above 1(b) Currently having similar withdrawal symptoms?
2. Biomedical Conditions/Complications 2 Any current severe physical health problems?
3. Emotional/Behavioral/Cognitive 3(a) Imminent danger of harming self or someone else?
Conditions/Complications
3. as above 3(b) Unable to function and safely care self?

. Yes to questions la, 1b, 2 and/or 3a, 3b requires that the caller/client immediately be referred for medical and/or mental
health evaluation, depending on which dimension(s) involved.

4. Readiness to Change 4(a) Does client appear to need alcohol or other drug
treatment/recovery, but ambivalent or feels it unnecessary?
e.g., severe addiction, but client feels controlled use still OK
4. as above 4(b) Client been coerced, mandated or required to have
assessment and/or treatment
. Yes to questions 4a and/or to 4b alone, requires staff to begin immediate intervention and motivational strategies appropriate
to client’s stage of readiness to change.

5. Relapse/Continued Use/Prob. Potential | 5(a) Is client currently under the influence or intoxicated?

5. as above 5(b) Is client likely to continue to use or relapse in an
imminently dangerous manner, without immediate care?

. Yes to question 5a requires caller/client be considered for withdrawal potential. Yes to question 5a and/or 5b, individual
may need to be considered for 24-hour structure or care.

6. Recovery Environment 6.Are there any dangerous family, sig. others,
living/work/school situations threatening client’s safety,
immediate well-being, and/or sobriety?

. Yes to Dimension 6, without any Yes in questions 1, 2 and/or 3, requires that the caller/client be assessed for the need of a

safe or supervised environment.

Rating of Severity/Function: Using assessment protocols that address all six dimensions, assign a severity rating of 0 to 4 for each
dimension that best reflects the client’s functioning and severity. Place a check mark in the appropriate box for each dimension.

Risk Ratings

Intensity of Service Need

Dimensions

2. 3. 4. 5.

(0) No Risk or Stable — Current risk absent. Any acute or
chronic problem mostly stabilized.

No immediate services needed.

(1) Mild - Minimal, current difficulty or impairment.
Minimal or mild signs and symptoms. Any acute or chronic
problems soon able to be stabilized and functioning
restored with minimal difficulty.

Low intensity of services needed for this Dimension.
Treatment strategies usually able to be delivered in
outpatient settings

(2) Moderate - Moderate difficulty or impairment.
Moderate signs and symptoms. Some difficulty coping or
understanding, but able to function with clinical and other
support services and assistance.

Moderate intensity of services, skills training, or
supports needed for this level of risk. Treatment
strategies may require intensive levels of outpatient
care.

(3) Significant — Serious difficulties or impairment.
Substantial difficulty coping or understanding and being
able to function even with clinical support.

Moderately high intensity of services, skills training,
or supports needed. May be in, or near imminent
danger.

(4) Severe - Severe difficulty or impairment. Serious,
gross or persistent signs and symptoms. Very poor ability
to tolerate and cope with problems. Is in imminent danger.

High intensity of services, skills training, or supports
needed. More immediate, urgent services may
require inpatient or residential settings; or closely
monitored case management services at a frequency
greater than daily.

© David Mee-Lee, M.D. 2013 davidmeelee@gmail.com 530.753.4300
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Page 2 of 2

Placement Decisions: Indicate for each dimension, the least intensive level consistent with sound clinical judgment, based on the

client’s functioning/severity and service needs

ASAM Criteria Level of Withdrawal Level [Dimen. 1
Management Service Intoxic/
(Withdr.
[ Ambulatory Withdrawal Management without 1-WM
[Extended On-Site Monitoring
[Ambulatory Withdrawal Management with Extended| 2-WM
On-Site Monitoring
Clinically-Managed Residential Withdrawal 3.2-WM
[Management
[Medically-Monitored Inpatient Withdrawal 3.7-WM
[Management
Medically-Managed Inpatient Withdrawal 4-WM
[Management
ASAM Criteria Level of Care for Other Level Dimen. 2 | Dimen.3 | Dimen. 4 Dimen. 5 Dimen. 6
Treatment and Recovery Services Biomed. Emot./ Readiness | Relapse, Recovery
Behav/ to Change Continued Environ.
Cognitive Use/Problem
Early Intervention / Prevention 0.5
Outpatient Services / Individual 1
Intensive Outpatient Treatment (IOP) 2.1
Partial Hospitalization (Partial) 2.5
Clinically-Managed Low-Int. Residential Svcs. 3.1
Clinically-Managed High-Intensity Population- 33
Specific Residential Services
Clinically-Managed High-Intens. Residential Svcs 3.5
Medically-Monitored Intens. Inpatient Treatment 3.7
Medically-Managed Intensive Inpatient Services 4
Opioid Treatment Program OTP
PLACEMENT SUMMARY

Level of Care/Service Indicated - Insert the ASAM Level number that offers the most appropriate level of
care/service that can provide the service intensity needed to address the client’s current functioning/severity;
and/or the service needed e.g., shelter, housing, vocational training, transportation, language interpreter

Level of Care/Service Received - ASAM Level number -- If the most appropriate level or service is not
utilized, insert the most appropriate placement or service available and circle the Reason for Difference
between Indicated and Received Level or Service

Reason for Difference - Circle only one number -- 1. Service not available; 2. Provider judgment; 3. Client preference;
4. Client is on waiting list for appropriate level; 5. Service available, but no payment source; 6. Geographic accessibility; 7. Family
responsibility; 8. Language; 9. Not applicable; 10. Not listed (Specify):

Anticipated Outcome If Service Cannot Be Provided — Circle only one number - 1. Admitted to acute care setting; 2. Discharged

to street; 3. Continued stay in acute care facility; 4. Incarcerated; 5. Client will dropout until next crisis; 6. Not listed (Specify):

© David Mee-Lee, M.D. 2013 davidmeelee@gmail.com 530.753.4300
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Tracy

A 16-year-old young woman is brought into the emergency room of an acute care hospital. She had gotten
into an argument with her parents and ended up throwing a chair. There was some indication that she was
intoxicated at the time and her parents have been concerned about her coming home late and mixing with
the wrong crowd. There has been a lot of family discord and there is mutual anger and frustration between
the teen and especially her father. No previous psychiatric or addiction treatment.

The parents are both present at the ER, but the police who had been called by her mother brought her. The
ER physician and nurse from the psychiatric unit who came from the unit to evaluate the teen, both feel she
needs to be in hospital given the animosity at home, the violent behavior and the question of intoxication.
Using the six ASAM assessment dimensions, the biopsychosocial clinical data is organized as follows:

Dimension 1, Intoxication/Withdrawal: though intoxicated at home not long before the chair-throwing
incident, she is no longer intoxicated and has not been using alcohol or other drugs in large enough
quantities for long enough to suggest any withdrawal danger.

Dimension 2, Biomedical Conditions/Complications: she is not on any medications, has been healthy
physically and has no current complaints

Dimension 3, Emotional/Behavioral/Cognitive: complex problems with the anger, frustration and family
discord; chair throwing incident this evening, but is not impulsive at present in the ER.

Dimension 4, Readiness to Change: willing to talk to therapist; blames her parents for being overbearing
and not trusting her; agrees to treatment, but doesn’t want to be at home at least for tonight.

Dimension 5, Relapse/Continued Use/Continued Problem Potential: high likelihood that if released to go
back home immediately, there would be a reoccurrence of the fighting and possibly violence again, at least
with father.

Dimension 6, Recovery Environment: parents frustrated and angry too; mistrustful of patient; and want her
in the hospital to cut down on the family fighting

Severity Profile: Dimension: 1 2 3 4 5 6
Severity:

Services Needed:
Site of Care:

Carl

Carl is a 15 y.o. male who you suspect meets DSM criteria for Alcohol and Cannabis Use Disorders, with
occasional cocaine (crack) use on weekends. He reports no withdrawal symptoms, but then he really
doesn’t think he has a problem and you are basing your tentative diagnosis on reports from the school,
probation officer, and older sister.

Carl has been arrested three times in the past eighteen months for petty theft/shoplifting offenses. Each
time he has been acting intoxicated but says he was not using anything. The school reports acting up
behavior, declining grades and erratic attendance, but no evidence of alcohol/drug use directly. They know
he is part of a crowd that uses drugs frequently.

Yolanda, Carl’s 24 y.o. sister, has custody of Carl following his mother’s death from a car accident
eighteen months ago. She is single, employed by the telephone company as a secretary, and has a three y.o.
daughter she cares for. She reports that Carl stays out all night on weekends and refuses to obey her or
follow her rules. On two occasions she has observed Carl drunk. On both occasions he has been verbally
aggressive and has broken furniture. A search of his room produced evidence of marijuana and crack
which Carl said he is holding for a friend.

The Change Companies® 17 www.changecompanies.net



Adolescent ASAM Ceriteria: David Mee-Lee, M.D.
Skill-Building and Applying the Criteria in Adolescent Services

LITERATURE REFERENCES

American Psychiatric Association: Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition,
Arlington, VA, American Psychiatric Association, 2013.

Mee-Lee D, Shulman GD (2014): “The ASAM Ceriteria and Matching Patients to Treatment”, Chapter 27 in
Section 4, Overview of Addiction Treatment in "Principles of Addiction Medicine” Eds Richard K. Ries,
David A Fiellin, Shannon Miller, Richard Saitz. Fifth Edition. Lippincott Williams & Wilkins,
Philadelphia, PA.,USA. pp 428 -441.

Mee-Lee, D & Gastfriend, D.R. (2015): “Patient Placement Criteria”, Chapter 8, pp111-128 in Marc
Galanter, Herbert D. Kleber & Kathleen T Brady (eds) Textbook of Substance Abuse Treatment 5™ Edition.
American Psychiatric Publishing, Inc. Washington, DC.

Mee-Lee D, Shulman GD (2015): “The ASAM Ceriteria and Matching Patients to Treatment”, Chapter 27 in
Section 4, Overview of Addiction Treatment in "The ASAM Essentials of Addiction Medicine” Second
Edition. Eds: Abigail J. Herron & Timothy Koehler Brennan. Walter Kluwer, Philadelphia, PA.,USA. pp
172-177.

Mee-Lee D, Shulman GD, Fishman MJ, and Gastfriend DR, Miller MM eds. (2013). The ASAM Ceriteria:
Treatment Criteria for Addictive, Substance-Related, and Co-Occurring Conditions. Third Edition. Carson
City, NV: The Change Companies.

For more information on the new edition: www.ASAMcriteria.org

Mee-Lee, David with Jennifer E. Harrison (2010): “Tips and Topics: Opening the Toolbox for
Transforming Services and Systems”. The Change Companies, Carson City, NV

Mee-Lee, David (2013): “The New Edition of the ASAM Criteria: What’s New and Why” Counselor Vol.
14. No.4 pp18-19. August 2013.

Mee-Lee D (2007). Engaging resistant and difficult-to-treat patients in collaborative treatment. . Current
Psychiatry January, 2007 6(1):47-61.

Miller, William R; Rollnick, Stephen (2013): “Motivational Interviewing - Helping People Change” Third
Edition, New York, NY. Guilford Press.

Miller, WR, Mee-Lee, D. ((2010): “Self-management: A Guide to Your Feelings, Motivations and Positive
Mental Health” Addiction Treatment Edition.

Miller, WR, Mee-Lee, D. ((2012): “Self-management: A Guide to Your Feelings, Motivations and Positive
Mental Health”

To order: The Change Companies at 888-889-8866. www.changecompanies.net.

Prochaska, JO; Norcross, JC; DiClemente, CC (1994): “Changing For Good” Avon Books, New York.

RESOURCE FOR ASAM E-LEARNING AND INTERACTIVE JOURNALS

E-learning module on “ASAM Multidimensional Assessment” and “From Assessment to Service Planning
and Level of Care”— 5 CE credits for each module . “Introduction to The ASAM Ceriteria” (2 CEU hours)
“Understanding the Dimensions of Change” — Creating an effective service plan” — Interactive Journaling
“Moving Forward” — Guiding individualized service planning” — Interactive Journaling

To order: The Change Companies at 888-889-8866; www.ASAMcriteria.org

FREE MONTHLY NEWSLETTER
“TIPS and TOPICS” — Three sections: Savvy, Skills and Soul and additional sections vary from month to
month: Stump the Shrink; Success Stories and Shameless Selling. Sign up on www.tipsntopics.com

The Change Companies® 18 www.changecompanies.net



