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SUBSTANCE-USE & ADDICTIVE DISORDERS (DSM-5-TR)

A problematic pattern of [substance] use leading to clinically significant
impairment or distress.

Two (or more) of the following occurring within a 12-month period:

FIFTH EDITION [Substance] is often taken in larger amounts or over a longer period

TEXT REVISION than was intended

» There is a persistent desire or unsuccessful effort to cut down or control
DSM-5-TR [substance] use

A great deal of time is spent in activities necessary to obtain
[substance], use the substance, or recover from its effects

Craving or a strong desire or urge to use [substance]

Recurrent [substance] use resulting in a failure to fulfill major role
obligations at work, school, or home.

Continued [substance] use despite having persistent or recurrent social
or interpersonal problems caused or exacerbated by the effects of the
substance.




SUBSTANCE-USE & ADDICTIVE DISORDERS (DSM-5-TR)

Two (or more) of the following occurring within a 12-month period
(continued):
Important social, occupational, or recreational activities are given up or
reduced because of [substance] use
Recurrent [substance] use in situations in which it is physically
FIFTH EDITION hazardous.
TEXT REVISION Continued [substance] use despite knowledge of having a persistent or
o recurrent physical or psychological problem that is likely to have been
DSM-S-TR caused or exacerbated by the substance
Tolerance, as defined by either or both of the following:
A need for markedly increased amounts of [substance] to achieve
intoxication or desired effect
Markedly diminished effect with continued use of the same
amount of the substance
(Note: This criterion is not considered to be met for those taking
[substance] solely under appropriate medical supervision)




SUBSTANCE-USE & ADDICTIVE DISORDERS (DSM-5-TR)

Two (or more) of the following occurring within a 12-month period
(continued):
Withdrawal, as manifested by either of the following:
The characteristic [substance] withdrawal syndrome (refer
to Criteria A and B of the criteria set for Withdrawal)

FIFTH EDITION

TEXT REVISION [Substance] (or a closely related substance) is taken to
relieve or avoid withdrawal symptoms
DSM- 5.TR”“ (Note: This criterion is not considered to be met for those

taking [substance] solely under appropriate medical
supervision)




DSM-5 DIAGNOSES ASSOCIATED WITH CLASS OF SUBSTANCE

_ Use -Mild Use — Moderate/Severe Intoxication Withdrawal
Alcohol X X X X
Cannabis X X X New to DSM-5
Caffeine _:_ ) New to DSM-5
Amphetamines X X X X
Cocaine X X X X
Hallucinogens X ) X
Phencyclidine (PCP) X X X
Tobacco New to DSM-5 X
Opioids X X X
Inhalants X X X
Sedatives, Hypnotics X X X
Other/Unknown X X X X




QUALIFIER — SOLELY TAKEN UNDER
MEDICAL SUPERVISION

. With classes of drugs where there are prescription alternatives, the DSM-5-TR has a qualifier
for both tolerance and withdrawal.

. Opioid Tolerance and Withdrawal- NOTE: This criterion is not considered to be met for those
individuals taking opioids solely under appropriate medical supervision.

. Sedative-, Hypnotic-, or Anxiolytic Tolerance and Withdrawal — NOTE: This criterion is not
considered to be met for those individuals taking sedatives-, hypnotics-, or anxiolytics under
medical supervision.

. Stimulant Tolerance and Withdrawal — NOTE: This criterion is not considered to be met for

those individuals taking stimulant medications solely under medical supervision, such as
medications for attention-deficit/hyperactivity disorder or narcolepsy.



SUBSTANCE-RELATED & ADDICTIVE DISORDERS
DSM-5-TR

Substance-Use Disorder (continued)
Specify if:

In early remission: After full criteria for [substance] use disorder were previously met, none of the criteria
for [substance] use disorder have been met for at least 3 months but for less than 12 months (with the
exception that Criterion A4, (“Craving, or a strong desire to urge to use [substance],” may be met).

In sustained remission: After full criteria for [substance] use disorder were previously met, none of the

criteria for [substance] use disorder have been met at any time during a period of |2 months or longer

(with the exception that Criterion A4, (“Craving, or a strong desire to urge to use [substance],”
may be met).




SUBSTANCE-RELATED & ADDICTIVE DISORDERS
DSM-5-TR

Specify if:

On maintenance therapy: This additional specifier is used if the individual is taking prescribed
agonist medication such as methadone or buprenorphine and none of the criteria for opioid use
disorder have been met for that class of medication (except for tolerance to, or withdrawal from, the
agonist). This category also applies to those individuals being maintained on a partial agonist, an
agonist/antagonist, or full antagonist such as oral naltrexone or depot naltrexone.

In a controlled environment: This additional specifier is used if the individual in an environment
where access to [substance] is restricted.

NOTE: The “on maintenance therapy” specifier applies as a further specifier of remission if the
individual is both in remission and receiving maintenance therapy (i.e., in early remission on
maintenance therapy or in sustained remission on maintenance therapy).




SUBSTANCE-RELATED & ADDICTIVE DISORDERS
DSM-5-TR

Significant withdrawal has NOT been documented in humans after repeated use of the
following classes of substances:

Hallucinogens (Phencyclidine and other hallucinogens)

Inhalants

Neither tolerance nor withdrawal is necessary for a diagnosis of a substance
use disorder. However, for most classes of substances, a past history of
withdrawal is associated with a more severe clinical course (i.e., an earlier
onset of a substance use disorder, higher levels of substance intake,and a
greater number of substance-related problems).




EXERCISE #1 — DSM-5-TR DIAGNOSIS

Using the case of Martha, what is her DSM-5-
TR Diagnosis (substance use diagnosis only)



ASAM — THE NEXT GENERATION

ASAM Criteria 4" Edition — 2023 — 680 pages

ASAM 3 Criteria — 2013 — 420 pages (with Adolescent and Adult)

ASAM PPC-2R — 2001 — 380 pages

ASAM PPC-2 — 1996 — 203 pages

cASAM
American Sociaety of
Addiction Medicine

ASAM PPC — 1991 — Unknown pages (rumor 100 or so) P e Tt o

Sabntasce-Related Doarders

Second Fdeen

ASAM I'IC2



SIX DIMENSIONS

Dimension 4: Readiness to
Change

Dimension |:Acute
Intoxication and/or
Withdrawal Potential

Dimension 5: Relapse,
Continued Use, or
Continued Problem
Potential

Dimension 2: Biomedical
Conditions and
Complications

Dimension 3: Emotional,
Behavioral, or Cognitive
Conditions and
Complications

<

Dimension 6: Recovery
Environment
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ASAM 3 RISK RATINGS

This rating would indicate a non-issue or very low-risk issue. The patient would present no current risk and
any chronic issues would be mostly entirely stabilized.

This rating would indicate a mildly difficult issue, or present minor signs and symptoms. Any existing chronic
issues or problems would be able to be resolved in a short period of time.

This rating would indicate a moderate difficulty in functioning. However, even with moderate impairment, or
somewhat persistent chronic issues, relevant skills or support systems may be present.

This rating would indicate a serious issue or difficulty coping within a given dimension. A patient presenting at
this level of risk may be considered in or near “imminent danger.”

This rating would indicate issues of utmost severity. The patient would present with critical impairments in
coping and functioning, with signs and symptoms, indicating an “imminent danger”’ concern.

THE _ASAM CRITERIA

Page 57 and
73-89




LEVELS OF CARE (NON-WITHDRAWAL MANAGEMENT)

More Stable More Compromised

Intensive Outpatient/ Medically Managed
Outpatient Partial Hospitalization Residential/ Intensive Inpatient
Services Services Inpatient Services Services

Early Intervention

Partial Clinically Medically
Hospitalization Managed Monitored
Services Low-Intensity Intensive
Residential Inpatient

Intensive Outpatient Services Soyrvfiass
Services @

Clinically Managed
Population-Specific
High-Intensity

Residential Services

Clinically
Managed
High-Intensity
Residential
Services




WITHDRAWAL MANAGEMENT LEVELS OF CARE

More Stable More Compromised

Ambulatory WM with Medically Managed
Extended On-site Residential/ Intensive Inpatient
Monitoring Inpatient WM WM

Ambulatory WM
without Extended

On-site Monitoring nﬁg:gg}é &A()erﬁigzargé
Residential Inpatient

WM WM




DIMENSIONAL CONSIDERATIONS:
RECOVERY ENVIRONMENT

When an outpatient level of care is indicated, the Dimensional Admission Criteria

recommend a minimum of a recovery residence support for patients whose environment
threatens their safety.

A recovery residence or residential treatment setting may be recommended when patients
lack sufficient support to allow them to safely and effectively engage in outpatient treatment.

Ultimately community services must be identified to help the patient address environment
challenges. Efforts may include: legal, educational, financial, nutritional, childcare, recovery
housing, job training/vocational rehabilitation, and/or parenting education and skills training.




DIMENSIONAL CONSIDERATIONS:
RECOVERY ENVIRONMENT

The recovery environment treatment planning should be assessing the patient’s ability to function
effectively in their environment.

For pregnant patients, this includes their ability to manage their prenatal care and support a health
pregnancy (e.g., nutrition).

For parenting patients, this includes the ability to safely and effectively care for their children.

Parenting self-efficacy (the belief that one can effectively perform and manage the tasks related to
parenting), is a strong predictor of parenting competence and child adjustment.

Low parenting self-efficacy has been linked to reduced parenting effectiveness, insecure attachment,
and compromised child social and emotional development.




ASAM 3 — PREGNANCY RELATED
CONCERNS

THE ASAM

Treatment Criteria for Addictive, Substance-Related,

and Co-Occurring Conditions




ASAM 3 — DIMENSIONS 5 AND 6
(PREGNANCY RELATED CONCERNYS)

Beyond the ASAM adult residential dimensional admission criteria, a Dimension 5
assessment will consider:

How the patient copes with the demands of being a parent and how this influences
patterns of use.

Does the parent have a lack of skills to perform tasks of daily living?

Does the parent lack understanding of how to meet the basic needs of the child? e criens




ASAM 3 — DIMENSIONS 5 AND 6
(PREGNANCY RELATED CONCERNYS)

Beyond the ASAM adult residential dimensional admission criteria, a
Dimension 6 assessment will consider:

Is there an option of adequate housing as part of the continuum of care!?

Are housing options safe, affordable and/or drug free?

THE VASAM CRITERIA




ASAM 3 — TRANSFER/DISCHARGE CRITERIA FOR
PARENTS WITH YOUNG CHILDREN OR PREGNANCY

The goal of treatment and recovery services for parent in residential
recovery with a child, or for a pregnant woman in residential treatment, is:

Stabilization of acute symptoms with timely access to ongoing recovery
support in a less intensive level of care.

Combined when necessary with transitional/supportive housing and services
in the community.

THE VASAM CRITERIA




ASAM 3 —- TRANSFER/DISCHARGE CRITERIA FOR
PARENTS WITH YOUNG CHILDREN OR PREGNANCY

|dentifying and addressing Dimension 6 needs early in residential treatment
promotes progress towards independence.

Self-sufficiency can help reduce long lengths of stay at more intensive levels
of care when not clinically necessary.

Throughout the community there are agencies and organizations designed to
meet such needs in the community. It is important that residential programs @
develop collaborative relationships with those community partners. THE ASAM CRITERIA




ASAM 4 — PREGNANCY RELATED
CONCERNS

THE ASAM
CRITERIA

stance-Related,
and Co-occurring Conditions

UME 1

VOLUME
ADULTS




IN FOCUS:
ASAM AND PREGNANCY RELATED CONCERNS

What does ASAM 4 say is clinically necessary to keep somebody who is pregnant in level 3 care!?

The patient is pregnant and requires daily or near-daily medical management
and/or nursing care for pregnancy complications that are not life-threatening and
do not require fetal monitoring.

AND

The patient requires after-hours monitoring but lacks sufficient monitoring in their
current home environment to adequately support safety after-hours and/or

effective participation in intensive outpatient addiction treatment (Dimension 5 —
which is Dimension 6 in ASAM 3).




ASAM 4 — DIMENSION 2
(PREGNANCY RELATED CONCERNS)

Pregnancy-Related Concerns, Minimum Level |.7 = Risk Rating |. The
patient is pregnant with low to average risk of experiencing
pregnancy complications and requires on-site provision of
prenatal care because they are unwilling or unable to reliably
access care from an external provider.




Specially Designed Residential Addiction Treatment Programs for Pregnant and

Postpartum Patients

Standards for specially designed residential programs that serve pregnant and
postpartum patients and their children are generally outlined by SAMHSA in

its Services Grant Program for Residential Treatment for Pregnant and
Postpartum Women23! Such standards include the provision of the following
services directly or through referral to partner agencies:

e comprehensive, standardized screening, assessment, and evaluation for
women, infants, and children;

» medical testing for substance use-related diseases and conditions (eg, HIV,
hepatitis C virus [HCV], STis);

e medical care for women, infants, and children;

¢ individual and group therapy and counseling services for women and children
that are gender, culture, and age appropriate;

e individualized and effective case management and care coordination;

e educational and vocational services for women;

¢ other support services for women, infants, and children; and

o other therapeutic interventions for infants and children.

Treatment requires the patient’s focus, which can be challenging as they attend
to the needs of their infant(s) and child(ren). Staff should support the mother-
baby dyad to help them maintain connection and time spent together to
support parent and child well-being. Collaborating with the mother to balance
infant bonding with focusing on treatment is critical.



LEVEL 3 SERVICES

Level 3.1: Clinically-
Managed Low Intensity
Residential

Up to 5 hours per week of
clinical services.

Initial treatment plan within
/2 hours of admission,

Formal reassessment at least
monthly

Physical exam within 14 days
of admission

3.l characteristics are aligned

with a Recovery Residence
(RR) Type 4



Level 1
[ ] |
L ] |

Level 2
BN
1

Level 3
HE
R

Level 4
N
]

SERVICE
PROVIDER

PEER-RUN MONITORED

SUPERVISED

PEER BASED RECOVERY SUPPORT




LEVEL 3 SERVICES

Level 3.5: Clinically Managed
High-Intensity Residential
Services

Treatment plan developed within 72
hours of admission

Physical exam within 72 hours

At least 20 hours per week
clinical services, available 7 days a
week (NOTE THIS IS AN ASAM
Criteria 4™ Edition
Recommendation)

Weekly interdisciplinary mtg. to
review treatment plan

Formal treatment plan reassessment
monthly



LEVEL 3 SERVICES

Level 3.7: Medially
Monitored Intensive
Inpatient Services

History and physical within 24 hours
of admission

Nursing assessment

Preliminary treatment plan developed
within 24 hours of admission

Document whereabouts and wellness
at least once every hour

Psychosocial services available seven
days per week (may be through
formal affiliation)

3.7 COE-Psychiatric assessment
should be conducted within 24 hrs. of
admission



Bob:

24 year old male, multiple times per
day cannabis user, coming into
treatment to abstain from all

cannabis use as he feels he suffers
acute cannabis withdrawal
symptoms that lead to his inevitable
continued use. He goes to college
full time, but comes to treatment as
a self referral due to his failing his
last semester and delaying his
transfer to a 4 year school. He lives
with his mother who supports his
recovery efforts. He works in the
restaurant business part time. All
his friends smoke use cannabis.

Bob at Intake

0 1 2 3 4(a) 4(b)
No Mild Moderate Substantial | Severe Severe
Problem

Dimension 1:

Acute Intoxication

and/or Withdrawal X

Potential

Dimension 2:

Biomedical Conditions
and Complications

Dimension 3:

Emotional, Behavioral or
Cognitive Conditions and
Complications

Dimension 4:
Readiness to Change

Dimension 5:

Relapse, Continued Use
or Continued Problem
Potential

Dimension 6:
Recovery Environment




Bob:

As you can see, the risk
ratings, along with the
severity of functioning issues
within each dimension,
provide a great visual for the
treatment plan in terms of
areas where focus is
necessary.

Bob at Intake

0
No
Problem

Mild

2
Moderate

3
Substantial

4(a)

Severe

4(b)

Severe

Dimension 1:

Acute Intoxication
and/or Withdrawal
Potential

Dimension 2:

Biomedical Conditions
and Complications

Dimension 3:

Emotional, Behavioral or
Cognitive Conditions and
Complications

Dimension 4:
Readiness to Change

Dimension 5:
Relapse, Continued Use
or Continued Problem
Potential

Dimension 6:
Recovery Environment




Client Name

TREATMENT PLAN

Primary Diagnosis

Adm Date:

Client Strengths:

Potential Obstacles/Barriers to Treatment:

Treatment Modality: (OP/IOP)

If Out Patient will client attend group?

Which group/s

Dimentional Problem List
D1.

D2.

D3.

Y
A
D4.

D5.

D6.




Bob (3 months later):

While his cannabis use dramatically
decreased, his psychiatric symptoms
increased. Upon intake,
interference with addiction
recovery efforts was prominent, but
now he also has deficits in
Dimension 3 sub-risk rating of
social functioning and ability to self
care (due to a recent 2 week major
depressive episode). He comes
back into treatment with a much
different profile than upon intake,
and using the ASAM risk ratings as a
guide to determine continuing
treatment needs & LOC.

Bob at Intake

Bob at treatment plan review

0
No
Problem

1
Mild

2
Moderate

3

Substantial

4(a)
Severe

4(b)
Severe

Dimension 1:

Acute Intoxication
and/or Withdrawal
Potential

X

Dimension 2:

Biomedical Conditions
and Complications

XX

Dimension 3:
Emotional, Behavioral or
Cognitive Conditions and
Complications

Dimension 4:
Readiness to Change

oo

Dimension 5:
Relapse, Continued Use
or Continued Problem
Potential

x| S

Dimension 6:
Recovery Environment

XX




Bob (3 months later):
The ASAM risk ratings and
severity of functioning within
each dimension continue to
help us craft treatment plan
reviews and help with the
clinical justification for
continued stay reviews.

Bob at Intake

Bob at treatment plan review

0
No
Problem

1
Mild

2
Moderate

3
Substantial

4(a)

Severe

4(b)
Severe

Dimension 1:

Acute Intoxication
and/or Withdrawal
Potential

Dimension 2:

Biomedical Conditions
and Complications

Dimension 3:
Emotional, Behavioral or
Cognitive Conditions and
Complications

Dimension 4:
Readiness to Change

Dimension 5:

Relapse, Continued Use
or Continued Problem

Potential

Dimension 6:
Recovery Environment




EXERCISE #2 — RISK RATING AND LEVEL OF CARE

Using the case of Martha, what are her risk
ratings in all 6 dimensions, and what level of
care would you recommend?




HOW TO COMPOSE ASAM CRITERIA

WRITE-UPS

Stay Calm, It’s Actually
Insanely Easy!!!!

Step 2

Find the Admission
Criteria that supports
the clinical information
in the dimensions that
are priorities for care,
not the one that fits
your Level of Care
best, the one that
best fits the clinical
picture of the client in
the applicable
dimensions

Read, comprehend and
understand that criteria.
Take the specific client
information and relate it
to that specific criteria.
You can incorporate the
risk ratings, or you can
just describe the clinical
picture without the risk
ratings.

Understand that two
people will take the
same information and
interpret it differently.
Your role is to be able
to articulate your
recommendations
with the Dimensional
Admission Criteria
met based on the
clinical information.



Writing a Dimensional Analysis

Discusses the person’s barriers/problems and goals for treatment related
to the dimensions that supported the Level of Care recommendation.

Discusses patient strengths, abilities, goals for treatment and perception of
their problems.

Summarizes the person’s needs.

Defines and delineates the severity of the clinical issues in each dimension.

Reflects the Admission Criteria met, BEYOND ONLY THE RISK
RATINGS.



SEVERITY AND LEVEL OF FUNCTION

To determine the
multidimensional severity or
. . . The combination

level of function profile, consider of the thrae) s
each of the six dimensions of the guides the clinician

. : . in presenting the
ASAM criteria as it regards N
pertinent assessment data LOF profile
organized under the three Hs.

HISTORY

HOW
WORRIED
NOW



EXERCISE #3 — WRITING A CLINICAL JUSTIFICATION

Using the case of Martha, write a clinical
justification for the need of treatment (for the
level of care your group decided on) for
Dimension 5 (Relapse, Continued Use, or
Continued Problem Potential)




MARTHA — DIMENSION 5 WRITEUP

DIMENSION 5

Martha meets 3.5 criteria (a, b, c,d or e ... take your pick really). Martha continues to put
herself and others at risk by continuing to use and drive under the influence, many of
these times with her children in the car. Martha also is experiencing an increase in
psychiatric symptoms and escalation of her substance use disorder that puts her children
at risk (by mean of neglect), and despite involvement of Child Protection Services (CPS)
she has increased her usage and continues putting her children at risk. She will need 24
hour monitoring and support to stop this behavior from continuing, as lesser treatment
support has not proven effective.




MARTHA — DIMENSION 5 WRITEUP

DIMENSION 5

Martha meets 3.5 criteria (a, b, c,d or e ... take your pick really). Martha continues to
put herself and others at risk by continuing to use and drive under the influence,
many of these times with her children in the car. Martha also is experiencing
an increase in psychiatric symptoms and escalation of her substance use disorder
that puts her children at risk (by mean of neglect), and despite involvement of
Child Protection Services (CPS) she has increased her usage and continues putting
her children at risk. She will need 24 hour monitoring and support to stop this
behavior from continuing, as lesser treatment support has not proven effective.



MARTHA — DIMENSION 5 WRITEUP

DIMENSION 5

Martha meets 3.5 criteria (a). Martha continues to put herself and others at risk by
continuing to use and drive under the influence. Martha also is experiencing an increase
in psychiatric symptoms and escalation of her substance use disorder, and despite
involvement of child protection services (CPS) Martha has increased her substance
use to daily, and her self-reported of level of depression has increased from 5
out of 10 to a current 7-8 out of 10. She will need 24 hour monitoring and support
to stop this behavior of daily substance use from continuing, and to stabilize her
psychiatric issues, as lesser treatment support has not proven effective.



DOCUMENTATION: TREATMENT PLANNING

Treatment planning should focus on addressing the Dimensional Drivers (those
issues that drive the focus of treatment for the patient in a given dimension) that
have led the patient to require treatment at a given level of care.

Reassessments should evaluate when the Dimensional Drivers have sufficiently
decreased in severity to enable the patient to be treated safely and effectively in a
less intensive level of care.

Reassessments may also identify an increase in severity; if a patient’s illness progress
such that they meet criteria for a more intensive level of care, transition to that level
of care should be recommended.

This framework is intended to provide cohesive and logical rationales for
determining the need for continued service versus transition to a more or less
intensive level of care.




DOCUMENTATION: TREATMENT PLANNING

The Treatment Planning Process

1. Identify the patient’s concerns in each dimension and subdimension and
determine which are Dimensional Drivers.

2. Work with the patient to identify any other priorities they have for their
treatment and recovery.

3. Work with the patient to address goals, objectives, and action steps that:

e address the patient's Dimensional Drivers,

e are meaningful to the patient and reflect their priorities in their own words,
and

e can be realistically addressed at the selected level of care.




Client Name

TREATMENT PLAN

Primary Diagnosis

Adm Date:

Client Strengths:

Potential Obstacles/Barriers to Treatment:

Treatment Modality: (OP/IOP)

If Out Patient will client attend group?

Which group/s

Dimentional Problem List
D1.

D2.

D3.

Y
A
D4.

D5.

D6.




DOCUMENTATION: TREATMENT PLANNING

Elements of a Treatment Plan

Each treatment plan should include:

problem statements,
goals,

TREATMENT PLAN e oObjectives, and
e action steps (including specific services to be delivered).

Problem #1
Problem Definition:

Resolved Partially Resolved Not Resolved
Goal: Date

Achieved Partially Achieved Not Achieved
Objective: Date

Completed Partially Completed  Not Completed
Interventions Date

Completed Partially Completed Not Completed

Date

Clinician Signature Client Signature



THE TREATMENT PLANNING PROCESS SHOULD ...

Should build and strengthen the therapeutic alliance.

Be patient centered, starting with an initial question of what the patient wants
from treatment (in the context of their current level of care and related
dimensional drivers), and why now.

Be conducted in a trauma-sensitive and culturally humble manner.

Review any concerns identified in each of the six dimension of The ASAM
Criteria.

Prioritize the problems to be addressed in the patient’s current level of care,
focusing on the Dimensional Drivers of admission.

Consider the patient’s stage of change and readiness and confidence for the
change for each identified problem.




THE TREATMENT PLANNING PROCESS SHOULD ...

Consider the availability of and anticipated wait times for treatment and
recovery support services (RSS).

Consider needs related to tobacco use disorder treatment including:
Continued care for patients currently receiving treatment,

Nicotine/tobacco-related pharmacotherapies and psychosocial treatment
needs,

Coordination of care for nicotine/tobacco-related health issues (e.g., cancer,
COPD, serious mental health disorders), and

Nicotine/tobacco cessation goals;

Consider motivational and harm reduction strategies for patients who are
ambivalent about treatment.




THE TREATMENT PLANNING PROCESS SHOULD ...

Work with the patient to identify potential barriers to change and determine
how these barriers impact motivation.

Use a collaborative process to explore which interventions have previously
been successful or challenging for the patient using a strengths-based approach.

Incorporate the patient’s family and/or community support persons, as defined
by the individual and with appropriate consent, and build strong therapeutic
alliances with them if therapeutically appropriate and clinically indicated.

Incorporate Motivational Interviewing skills to engage patients in their
treatment planning process.




THE TREATMENT PLANNING PROCESS SHOULD ...

Reflect the patient’s personal goals.

Incorporate the patient’s inherent strengths and supports.

Be informed by the patient’s trauma history, cultural identities,
preferences, and practices.

Consider potential vulnerabilities resulting from the patient’s
trauma history.




TREATMENT PLANNING ACTION STEPS

The clinician should work with the patient to operationalize steps to achieve their
identified goals. The clinician might initiate this with such language as:

What needs to occur for you to reach this goal?

What have you tried before to achieve this goal?

How long have you had this goal?

What has worked in the past to achieve or stabilize this goal or area in your life?

What, in your opinion, has prevented you from achieving this goal in the past?




TREATMENT PLANNING (GOALS AND OBJECTIVES)

Goals should be clear and focused on what the patient wants to achieve in this
phase of treatment. Goal statements should be written in the patient’s own words.

Example goal: “l want to cut down on my drinking so that | can show up for
work on time and time and improve trust with my spouse.”

Obijectives should identify short-term aims that will help the patient move towards
their goals. Objective statements should be Specific, Measurable, Attainable,
Realistic, and Time-bound (SMART) and written in patient’s own words.

Example objective: “| will learn to identify at least three triggers for heavy
alcohol use and three healthy coping skills to manage triggers, urges or cravings.”



TREATMENT PLANNING (ACTION STEPS)

Action steps should identify:
The steps that the patient will take to meet an objective.

The services that the addiction treatment program will provide to help the
patient meet an objective, including any: medical, psychotherapeutic,
psychoeducational and recovery support services required. Referrals and
coordination with external providers should also be noted here.

The services that external providers and/or programs will provide and how
care will be coordinated.

The names/titles of the providers who will be delivering a specific service.




TREATMENT PLANNING (ACTION STEP EXAMPLES)

Example action step: ““| will participate in relapse prevention group one time per
week, process group one time per week, weekly individual counseling with [primary
therapist name].”

Example action step: “| will participate in monthly addiction medication injection
with [primary care provider name], and mental health medication management with
[psychiatrist name].”

Example action step: ‘[ Therapist name/title] will provide me with
psychoeducation on distress tolerance skills.”




TREATMENT PLANNING (ACTION STEP DIMENSION 5)

Action steps developed for the treatment plan may include but are not limited to:

Psychoeducation on internal and external triggers to increase the patient’s
overall awareness of their triggers and support operationalizing the treatment
plan goals.

Strategies for building and practicing coping skills to help the patient
successfully manage their triggers to use substances.

Relapse prevention plans that consider the patient’s particular risk factors and
specific action steps and/or resources that may mitigate those risk factors in
periods of distress.

Recovery management education.

Strategies to support adherence to addiction medications.




TREATMENT PLANNING (ACTION STEP DIMENSION 6)

When treatment planning for Dimension 6, it is important to look at each patient’s specific needs
and consider any changes in their living situation that may be required to more appropriate support
recovery.

Does the patient need to move!

Does the patient need to change to friends?

Would the patient to change their place of employment or find employment!?

What skills does the patient need to build to function more effectively in their environment?
Does the patient need referral to a case manager?

Does somebody in the patient’s household use, sell, and/or encourage the individual to use
substances!?

Is the patient’s cultural environment one in which substance use is condoned or even
promoted, or one in which substance use is strongly discouraged?




TREATMENT PLANNING (ACTION STEP DIMENSION 6)

The clinician may facilitate this discussion utilizing a Social Determinants of Health
(SDOH) framework to determine if the patient’s basic needs are being met.

Does the patient have access to nutritious food, safe housing, and reliable
transportation?

Does the patient live in a safe neighborhood!?
Is the patient’s environment free from discrimination and violence!?
Does the patient have access to income, education, and/or job opportunities!?

SDOH considerations may influence both the patient’s recovery environment and
ability to engage in care. If these areas are not sufficiently addressed at the
present time, the patient’s goals and objectives could include
psychoeducational and supportive resources targeting the identified
areas of need.
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What Are Social Determinants of
Health?

Social determinants of health (SDOH) are
the nonmedical factors that influence health
outcomes. They are the conditions in which
people are born, grow, work, live, and age,
and the wider set of forces and systems
shaping the conditions of daily life.These
forces and systems include economic policies
and systems, development agendas, social
norms, social policies, racism, climate change,
and political systems. Centers for Disease
Control and Prevention (CDC) has adopted "'i‘:;;.»
this SDOH definition from the World Health
Organization.
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PROGRESS
NOTES

The key feature for
progress notes:

Do they reflect the
progress of the
treatment plan?

PROGRESS NOTE

CLIENT NAMIE:

RECORD NUMBER:

1. INDEX NUMBER EACH PROGRESS NOTE TO CORRESPOND WITH

MOST RECENT PROBLEM/GOAT/INTERVENTION STRATEGY:
1=ACUTE INTOX'WITHDRAWAL 4=MOTIVATION
2=MEDICAL 5=RELAPSE POTENTIAL
3=COGNITIVE EMOTIONAL 6=SOCIAL/ENVIRONMENT

2. WRITE PROGRESS NOTES IN PROBLEM-ORIENTED FORMAT:

3. NEW PROBLEMS, GOALS, AND STRTEGIES SHOULD BE INDEXED
NUMBERED AND ADDED TO THE MOST RECENT TREATMENT
PLAN.

4 DATE AND TIME ALL PROGRESS NOTES.

SIGNATURE MUST BE PRESENT AND INCLUDE DISCIPLINE.

S=SUBJECT FINDINGS D=DATA 5. PROGRESS NOTES SHOULD REFLECT TYPE OF SERVICE E G.
O=0BJECTIVE FINDINGS OR A=ASSESSMENT INDIVIDUAL, GROUP, CASE REVIEW, TELEPHONE, CONSULTATION.
A=ASSESSMENT P=PLAN ETC.
P=PLAN
DATE STPLE“\% D;P(;:X PROGRESS NOTES
) o INTAKE 90791 | « INDI\IID[»'AI_ 90834 GROUP 90853
1.2.3.4 | Start time End time
5.6

Suicidal or homicidal ideation: no

1):

D1-
D2-
D3-
D4-
DS5-
D6-

A

John Doe LPC. LICADC

e ]




EXERCISE #4 — TREATMENT PLANNING

Using the case of Martha, what would you
list as a treatment goal in Dimension 6
(Living/Recovery Environment)




DOCUMENTING CONTINUED SERVICE, TRANSFER OR
DISCHARGE

In The ASAM Ciriteria, there are no fixed lengths of stay.
Care is dependent on the resolution of identified problems and the
appearance of new problems, if any.

When determining continued care, transfer and discharge criteria, it is
important to review all six dimensions.




CONTINUED SERVICE CRITERIA

It is appropriate to retain the patient at the present level of care
I

The patient is making progress, but has not yet achieved
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.

Pp. 299-306



CONTINUED SERVICE CRITERIA

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

The patient is not yet making progress, but has the capacity to
resolve his or her problems.

He or she is actively working toward 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 on his or her
treatment goals.

Pp. 299-306



CONTINUED SERVICE CRITERIA

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

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

The new problem or priority requires services, the frequency and
Intensity of which can only be safely delivered by continuing stay In
the current level of care.

The level of care in which the patient is receiving treatment is
therefore the least intensive level at which the patient’s new
problems can be addressed effectively.

Pp. 299-306



TRANSFER/DISCHARGE CRITERIA

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

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

Continuing the chronic disease management of the patient’s condition
at a less intensive level of care is indicated.

Pp. 299-306



TRANSFER/DISCHARGE CRITERIA

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

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.

The patient is determined to have achieved the maximum possible benefit
from engagement in services as the current level of care.

Treatment at another level of care (more or less intensive) in the same type

of service, or discharge from treatment, is therefore recommended. pp. 299-306



TRANSFER/DISCHARGE CRITERIA

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

The patient has demonstrated a lack of capacity due to diagnostic
or co-occurring conditions that limit his or her ability to resolve
his or her problem(s).

Treatment at a qualitatively different level of care or type of service,
or discharge from treatment is therefore recommended.

Pp. 299-306



TRANSFER/DISCHARGE CRITERIA

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

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

Pp. 299-306



EXERCISE #5 — CONTINUED STAY,
TRANSFER/DISCHARGE CRITERIA EXERCISE

Using the UPDATED case of Martha, make a

decision for continued stay or transfer to
another level of care. Do you feel Martha
should remain at the same level of care, or
transition to a different level of care (with or
without recovery residence assistance)?
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