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• 1840 1 Dx – U.S. Census – Idiocy/Insanity

• Also in the 1840s, southern alienists discovered a 
malady called Drapetomania - the inexplicable, mad 
longing of a slave for freedom. 

• 1880 7 Dx’s – U.S. Census

• Mania – mostly as defined today, a condition characterized by 
severely elevated mood.

• Melancholia – would be noted as depression today.

• Monomania - Pathological obsession with a single subject or 
idea. Excessive concentration of interest upon one particular 
subject or idea. The difference between monomania and passion 
can be very subtle and difficult to recognize. 

• Paresis – general or partial paralysis. (This would not be the last 
time that a physical affliction crept into the psychological arena; 
among the disorders described in the DSM-IV –TR is snoring, 
or Breathing Related Sleep Disorder 780.59, pp. 615-622).

• Dementia – as described today as characterized by multiple 
cognitive deficits that include impairment in memory (most 
common Alzheimer's). 

• Dipsomania - An insatiable craving for alcoholic beverages.

• Epilepsy

HISTORY OF THE DSM



• 1940 – 26 Dx's (ICD-6; WHO)

• Which took its nomenclature from the US Army and 
Veterans Administration nomenclature.  The WHO system 
included 10 categories for psychoses, 9 for psychoneuroses, 
and 7 for disorders of character, behavior, and intelligence) 

• 1952 DSM – 106 Dx’s 

• DSM-I included 3 categories of psychopathology: organic 
brain syndromes, functional disorders, and mental 
deficiency. These categories contained 106 diagnoses. Only 
one diagnosis, Adjustment Reaction of 
Childhood/Adolescence, could be applied to children. 

• 1968 DSM-II – 185 Dx’s (revised DSM-II, 1974)

• It had 11 major diagnostic categories. Increased attention 
was given to the problems of children and adolescence with 
the categorical addition of Behavior Disorders of Childhood-
Adolescence.

• This category included Hyperkinetic Reaction, Withdrawing 
Reaction, Overanxious Reaction, Runaway Reaction, Un-
socialized Aggressive Reaction, and Group Delinquent 
Reaction.

HISTORY OF THE DSM



• 1980 DSM-III – 265 Dx’s (roughly coincided with 
ICD-9 which came out in 1979).

• DSM-III included multiaxial system.

• Explicit diagnostic criteria.

• Descriptive approach neutral to etiology theory.

• Unlike its predecessors, DSM-III was based on scientific 
evidence. Its reliability was improved with the addition of 
explicit diagnostic criteria and structured interviews.

• Although ICD and DSM were similar in terms of criteria, 
their codes were very different. 

• 1987 DSM-III-R – 297 Dx’s

• Occurred because DSM-III revealed a number of 
inconsistencies in the system and a number of instances 
in which the criteria were not entirely clear.

• 1994 DSM-IV – 365 Dx’s – (ICD 10)

• DSM-III nomenclature allowed more precise research of 
disorders for the DSM-IV and DSM-IV-TR.

• 2000 DSM-IV-TR – 365 Dx’s

HISTORY OF THE DSM



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

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

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

1. [Substance] is often taken in larger amounts or over a longer period 
than was intended

2. There is a persistent desire or unsuccessful effort to cut down or control 
[substance] use

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

4. Craving or a strong desire or urge to use [substance] 
5. Recurrent [substance] use resulting in a failure to fulfill major role 

obligations at work, school, or home.
6. 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)

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

7. Important social, occupational, or recreational activities are given up or 
reduced because of [substance] use

8. Recurrent [substance] use in situations in which it is physically 
hazardous.

9. Continued [substance] use despite knowledge of having a persistent or 
recurrent physical or psychological problem that is likely to have been 
caused or exacerbated by the substance

10.Tolerance, as defined by either or both of the following:
a. A need for markedly increased amounts of [substance] to achieve 

intoxication or desired effect
b. 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)

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

11.Withdrawal, as manifested by either of the following:
a. The characteristic [substance] withdrawal syndrome (refer 

to Criteria A and B of the criteria set for Withdrawal)
b. [Substance] (or a closely related substance) is taken to 

relieve or avoid withdrawal symptoms
(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 X New to DSM-5

Amphetamines X X X X

Cocaine X X X X

Hallucinogens X X X

Phencyclidine (PCP) X X X

Tobacco New to DSM-5 X X

Opioids X X X X

Inhalants X X X

Sedatives, Hypnotics X X X X

Polysubstance Out in DSM-5

Other/Unknown X X X X



QUALIFIER – SOLELY TAKEN UNDER 
MEDICAL SUPERVISION

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

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

3. 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.  

4. 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 12 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).



CHANGES FROM THE
DSM-5 TO DSM-5-TR

Changes within the DSM-5TR

General changes 

 There are 5 subheadings under 6 substance categories (example: Alcohol-Related Disorders page 553). 1) 

Alcohol, 2) Cannabis, 3) Opioids, 4) Sedative-, Hypnotic-, or Anxiolytic, 5) Stimulants and 6) Tobacco

 [Substance] Use Disorder

 [Substance] Intoxication

 [Substance] Withdrawal

 [Substance]-Induced Mental Disorders

 Unspecified [Substance]-Related Disorder



Changes within the DSM-5TR

General changes 

 There are 4 subheadings for 4 classes of substances

 There is NO Caffeine Use Disorder (page 569)

 There is NO Hallucinogen Withdrawal. Also there is the addition of Hallucinogen Persisting Perception 
Disorder that is unique to this class only. (page 587)

 There is NO Inhalant Withdrawal (page 601)

 There is NO Tobacco Intoxication (page 645)

CHANGES FROM THE
DSM-5 TO DSM-5-TR



Changes within the DSM-5TR

General changes 

 There are 11 use disorder criteria (example: alcohol page 553), except for the 2 substance categories 

deemed to not have withdrawal symptoms (i.e., hallucinogens and inhalants). Those 2 classes have only 10 

use disorder criteria.

 Criteria 10 and 11 are excluded for opioids, stimulants, and sedatives-, hypnotics-, or anxiolytics that are 

used solely under appropriate medical supervision – this exception is not made for cannabis or any 

other substance.

CHANGES FROM THE
DSM-5 TO DSM-5-TR



Changes within the DSM-5TR

General changes 

 Wherever possible, diagnose the specific substance rather than the category, unless multiple types of 

substances within a category are being used. (Example: Mild Xanax Use Disorder rather than Mild Sedative 

Use Disorder; Moderate Heroin Use disorder rather than Moderate Opioid Use Disorder)  

 In a controlled environment is used only with in remission. On maintenance therapy is used only with 

in remission. Examples: severe opioid use disorder in sustained remission in a controlled environment. 

Severe opioid use disorder in early remission on maintenance therapy.

CHANGES FROM THE
DSM-5 TO DSM-5-TR



Changes within the DSM-5TR

General changes 

• Several of the headings have been changed (text revisions) and the commentary sections augmented 

• Codes (Use Disorder codes usually used by behavioral health clinicians; substance-induced codes 

usually used by medical professionals) 

• All codes are ICD-10

• Some ICD-10 codes have been changed, namely with substance-induced (not substance use) 

disorders of intoxication and withdrawal to include comorbidity as the 4th digit

• Codes for in remission were added, being indicated by a 1 in the 4th digit for either early or 

sustained (example page 554)

• Opioid withdrawal is coded by medical professionals as comorbid to mild use disorder vs 

moderate/severe use disorder vs no use disorder (page 617)

CHANGES FROM THE
DSM-5 TO DSM-5-TR



Changes within the DSM-5TR

General changes 

 Headings added under use and induced sections for each substance

 Use disorder sections of each substance added Sex- and Gender-Related Diagnostic Issues and also 

added Association with Suicidal Thoughts or Behavior

 Use Disorder, Intoxication, Withdrawal sections for each substance all added Comorbidity

 Differential Diagnosis sections have the added sub-heading of substance induced mental disorders

 Mental Health diagnoses associated with substance classes show no changes that impact use disorder 

diagnosis. The change is only coding of association with Neuro-Cognitive Disorders (page 544). 

 Of the 5 sub-headings under each substance, the 4th was changed to Substance-Induced Mental Disorders

(example: Alcohol-Related Disorders page 553)

CHANGES FROM THE
DSM-5 TO DSM-5-TR



Changes by Substance Class

Alcohol

 No significant changes for use disorder diagnostic purposes

 Still no medication specifier for alcohol

Caffeine

 No significant changes for use disorder diagnostic purposes

CHANGES FROM THE
DSM-5 TO DSM-5-TR



Changes by Substance Class

Cannabis

 Cannabis withdrawal augmented; also noted for medicinal use in absence of a cannabis use disorder (page 

584)

 Augmented commentary sections and additional comments on medicinal cannabis but nothing definitive 

and nothing impacting diagnosis of use disorder

 Commentary on the parallel between cannabis use in veterans and suicide/self-injury (page 580)

 This is not a change but a noteworthy observation on criteria 10 and 11 (page 577, 2nd paragraph). These 

criteria are not excluded for medicinal cannabis as with supervised opioids, stimulants, and sedatives.

 This is not a change; note that synthetic cannabinoid compounds are still under cannabis (page 511)

CHANGES FROM THE
DSM-5 TO DSM-5-TR



Changes by Substance Class

Hallucinogens

 Still no withdrawal recognized, even for PCP or MDMA (pages 588 and 591)

 New Differential Diagnosis heading of independent mental disorders (pages 590 and 594)

 This is not a change but note that this substance category is divided into 2 parts: 1) PCP and 

other dissociative anesthetics such as Ketamine (pages 588-589), and 2) all other 

hallucinogens (page 592)

CHANGES FROM THE
DSM-5 TO DSM-5-TR



Changes by Substance Class

Inhalants

 Still no withdrawal syndrome recognized, however, it is now acknowledged that moderate/severe users may 

experience withdrawal symptoms (page 603)

 This is not new but note that inhalants are gasses from fuels, paints, glues, and other volatiles 

(pages 602-603) and do not include nitrous oxide such as whippets, or nitrites such as poppers 

(page 654).  Those are considered as Other (or Unknown) Substance Use Disorders.

CHANGES FROM THE
DSM-5 TO DSM-5-TR



Changes by Substance Class

Opioids

 Use disorder criteria 11 withdrawals can be used with mild diagnosis, rather than requiring 

moderate/severe for use disorder (page 617).

 This is not a change but a review of the specifiers. In a controlled environment is used only with in 

remission. On maintenance therapy is used only with in remission. Examples: severe opioid use 

disorder in sustained remission in a controlled environment. Severe opioid use disorder in early remission 

on agonist therapy (page 610)

Sedatives, Hypnotics, and Anxiolytics

 No significant changes for use disorder diagnostic purposes

CHANGES FROM THE
DSM-5 TO DSM-5-TR



Changes by Substance Class

Stimulants

 Use disorder criteria 11 withdrawals can be used with mild diagnosis, rather than requiring 

moderate/severe for use disorder (page 643)

 This is not a change but note that this category is divided into 2 parts:

1. Amphetamine-type substances including amphetamines, methamphetamines, plants such as Khat, and 

synthetic stimulant analogs such as Bath Salts (Cathinones and Pyrovalerones)

2. Cocaine (page 635) 

CHANGES FROM THE
DSM-5 TO DSM-5-TR



Changes by Substance Class

Tobacco

• No significant changes for use disorder diagnostic purposes

Other (Unknown) Substance-Related Disorders

• No significant changes for use disorder diagnostic purposes

• This is not a change but note that this category includes substances that cannot be classified within the 

other 9 categories, such as steroids, nitrous oxide, nitrites, and unidentified illicit substances (page 654)

CHANGES FROM THE
DSM-5 TO DSM-5-TR



EXERCISE #1 – DSM-5-TR DIAGNOSIS

Using the case of Alex, what is/are his 

DSM-5-TR Diagnosis/Diagnoses



ASAM – THE NEXT GENERATION

• ASAM Criteria 4th 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

• ASAM PPC – 1991 – Unknown pages (rumor 100 or so)



THE ASAM 3 VS. ASAM 4 CRITERIA DIMENSIONS



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.

Page 57 and 

73-89



ASAM 4 RISK RATING PROCESSES

• Risk Ratings DO NOT represent a linear gradation of severity or risk. 

• The other Risk Rating nomenclature (e.g., 2A) does not have clinical significance and 

correspond across subdimensions.

• The Dimensional Admission Criteria and associated Risk Ratings DO NOT include every level 

of care in each subdimension.

• Rather Risk Ratings have only been included for clinical presentations that require a specific 

level of care or service.  



RISK RATINGS (ANY)

• For example, if a patient who’s bipolar disorder well-managed with current treatment should be able to 

receive care at any level.

• This patient’s recommendation should be based on their needs across other dimensions and 

subdimensions. 

• An ANY Risk Rating also applies to symptoms that can be addressed through timely referral to 

external care.

• Therefore, a Risk Rating of ANY does NOT affect the level of care recommendation but instead signals 

a treatment planning need (e.g., treatment intervention, referral or care recommendation) in that 

subdimension.



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:

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 (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 (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.



THREE MAJOR

ASSESSMENT

MOMENTS

p. 145

01
Level of Care 

Assessment

02
Treatment 

Planning 

Assessment

03
Treatment Plan

Reviews



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





DOCUMENTATION: TREATMENT PLANNING



THE TREATMENT PLANNING PROCESS SHOULD …

1. Should build and strengthen the therapeutic alliance.

2. 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.

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

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

Criteria.

5. Prioritize the problems to be addressed in the patient’s current level of care, 

focusing on the Dimensional Drivers of admission.

6. Consider the patient’s stage of change and readiness and confidence for the 

change for each identified problem.



THE TREATMENT PLANNING PROCESS SHOULD …

7. Consider the availability of and anticipated wait times for treatment and 

recovery support services (RSS).

8. Consider needs related to tobacco use disorder treatment including:

a. Continued care for patients currently receiving treatment,

b. Nicotine/tobacco-related pharmacotherapies and psychosocial treatment 

needs,

c. Coordination of care for nicotine/tobacco-related health issues (e.g., cancer, 

COPD, serious mental health disorders), and 

d. Nicotine/tobacco cessation  goals;

9. Consider motivational and harm reduction strategies for patients who are 

ambivalent about treatment.



THE TREATMENT PLANNING PROCESS SHOULD …

10. Work with the patient to identify potential barriers to change and determine 

how these barriers impact motivation.

11. Use a collaborative process to explore which interventions have previously 

been successful or challenging for the patient using a strengths-based approach.

12. 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.

13. Incorporate Motivational Interviewing skills to engage patients in their 

treatment planning process.



THE TREATMENT PLANNING PROCESS SHOULD …

A. Reflect the patient’s personal goals.

B. Incorporate the patient’s inherent strengths and supports.

C. Be informed by the patient’s trauma history, cultural identities, 

preferences, and practices.

D. 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: “I want to cut down on my drinking so that I can show up for 

work on time and time and improve trust with my spouse.”

Objectives 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: “I 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:

1. The steps that the patient will take to meet an objective.

2. 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.

3. The services that external providers and/or programs will provide and how 

care will be coordinated.

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



TREATMENT PLANNING (ACTION STEP EXAMPLES)

Example action step: “I 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: “I 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.”



PROGRESS 
NOTES

The key feature for 

progress notes:

Do they reflect the 

progress of the 

treatment plan?



TREATMENT PLANNING (TX GOAL EXERCISE)

We are going to look at the case of Elena.  We are going to fast forward a bit 

on this case, with Elena now in treatment with you.  Elena now wants to stop 

using Ecstasy.

1. Write a treatment goal (only) for Elena regarding relapse triggers. How 

would that goal look (in that the goal is measurable)?



p.148



ASAM 4 - DIMENSION 4: 
SUBSTANCE USE RELATED RISKS 

• Subdimensions

• Likelihood of engaging in risky substance use

• Likelihood of engaging in risky SUD-Related Behaviors

• Both subdimensions are part of the Level of Care Assessment

p.167



ASAM 4 - DIMENSION 4: 
GOALS IN ASSESSING DIMENSION 4

• Identifying the need for supervision and/or structure to protect the 

patient and reduce their likelihood of continued use and/or risky SUD-

related behaviors, 

and

• Identifying the clinical service intensity needed to help the patient build or 

strengthen awareness of their risk factors for recurrence and/or risky 

SUD-related behaviors and increase their relapse prevention skills

p.167



ASAM 4 - DIMENSION 4: SERIOUS HARM

• Serious harm caused directly or indirectly by substance use or SUD related behaviors 

may include:

• Overdose

• Serious biomedical (e.g., complications of cirrhosis)

• Serious mental health concerns

• Exposure to or perpetration of violence

• Risk of child neglect or endangerment

• Activities that significantly increase the risk of injury or death (repeated DWIs)

p.256



ASAM 4 - DIMENSION 4: 
DESTABILIZING LOSS

• Destabilizing loss includes consequences of substance use or associated 

behaviors that are expected to have an imminently destabilizing effect 

on the patient:

• Loss of home

• Family

• Freedom (incarceration)

• Employment 

p.256



ASAM 4 - DIMENSION 4: NEGATIVE BUT NOT 
SERIOUSLY DESTABILIZING CONSEQUENCES

• Negative but not seriously destabilizing consequences may include 

effects of SUD and/or related behaviors that impact the quality of life but are not 

expected to imminently result in significant harm or destabilization:

• Inability to establish or maintain romantic relationships

• Inability to maintain steady employment (without risk of homelessness)

• Relationship conflict and emotional distress not expected to result in 

destabilization

• Legal challenges, not expected to result in loss of freedom, financial difficulties, 

etc.

p.256



LIKELIHOOD OF HARM

Level of Care
Likelihood of serious harm or 

destabilizing loss

Likelihood of negative but not 

destabilizing consequences

Minimum Level 3.5 High 

Minimum Level 3.1 Moderate, with greatest risk after 

hours

Minimum Level 2.5 Moderate, with greatest risk during 

the day

High

Minimum Level 2.1 Low Moderate

Minimum Level 1.5 Very low Low to very low



ASAM 4 (2.1 = RISK RATING B)



3 H’S AND IMMINENT DANGER

• Two concepts from the ASAM Criteria 3rd Edition to help assess clinical need in this area (though 

these concepts haven’t been included in the ASAM Criteria 4th edition), The 3 H’s and Imminent 

Danger:

• In ASAM Criteria 3rd Dimension, there was a conceptualization of the 3H’s: How Worried Are You, What is 

Happening in the Here and Now, and what is their History of this behavior.

• Imminent Danger Components:

A. A strong probability that certain behaviors (such as continued alcohol, other drug use or addictive behavior relapse) will 

occur

B. The likelihood that such behaviors will present a significant risk of serious adverse consequences to the individual and/or 

others (as in reckless driving while intoxicated, or neglect of a child)

C. The likelihood that such adverse events will occur in the very near future, within hours and days, rather than weeks or 

months



HOW TO COMPOSE ASAM CRITERIA 
WRITE-UPS

Step 1 
Step 2 

Step 3 
Step 4 

Stay Calm, It’s Actually 

Insanely Easy!!!!

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.



EXERCISE #2 – WRITING A CLINICAL JUSTIFICATION 
USING THE ASAM CRITERIA 4TH EDITION

Using the case of Elena AND the ASAM 
Criteria 4th Edition, write a clinical justification 

for the need of treatment (for level 2.1) in 
Dimension 4 (Substance Use Related Risks)



ASAM 3 - DIMENSION 6: 
RECOVERY ENVIRONMENT

Assessment considerations include…

1. Do family members, living situations, or other 
situations pose a threat to person’s safety or 
engagement in treatment?

2. Does patient have supportive friendships, or other 
resources to increase likelihood of successful 
recovery?

3. Are there legal or other mandates that may enhance 
person’s motivation for treatment?

4. Are there transportation, child care, housing or 
employment issues that need to be clarified and 
addressed?

pp. 52-53



ASAM 3: LEVEL 2.1 – DIMENSION 6

• Dimension 6 – a OR b

a) Continued exposure to current school, work, or living environment will render recovery 

unlikely. Lacks resources or skills necessary to maintain adequate level of functioning without 

services of Level 2.1; OR

b) Lacks social contacts, has unsupportive social contacts that jeopardize recovery, or has few 

friends or peers who do not use alcohol or other drugs. Also lacks resources or skills 

necessary to maintain adequate level of functioning without Level 2.1 services. 

• Dimension 6

• Co-Occurring Enhanced Programs – meets criteria for 2.1 PLUS a AND b

a) A living, working, social, and/or community environment not supportive of good mental 

functioning. AND 

b) Has insufficient resources and skills to deal with this situation. Support and structure of a Level 

2.1 co-occurring enhanced program provide sufficient stability to prevent further 

deterioration. 



EXERCISE #3 – WRITING A CLINICAL JUSTIFICATION 
USING THE ASAM CRITERIA 3RD EDITION

Using the case of Elena AND the ASAM 
Criteria 3rd Edition, write a clinical justification 

for the need of treatment (for level 2.1) in 
Dimension 6 (Recovery Environment)



DOCUMENTING CONTINUED SERVICE, TRANSFER OR 
DISCHARGE

• In The ASAM Criteria, 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.

• In the ASAM Criteria 4th Edition changes the word “Transfer” to 
“Transition”.

• In the ASAM Criteria 4th Edition, you go back to the patient placement 
criteria to establish continued need.



CONTINUED SERVICE CRITERIA – ASAM 3

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

if:

A. 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 – ASAM 3

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

B. 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 – ASAM 3

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

C. 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 – ASAM 3

It is appropriate to transfer or discharge the patient from the present 

level of care if he or she meets the following criteria:

A. 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 – ASAM 3

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

B. 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 – ASAM 3

It is appropriate to transfer or discharge the patient from the present 

level of care if he or she meets the following criteria:

C. 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 – ASAM 3

It is appropriate to transfer or discharge the patient from the present 

level of care if he or she meets the following criteria:

D. 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



CONTINUED STAY AND TRANSITION CRITERIA:
ASAM CRITERIA 4TH EDITION

• “Three main scenarios (broader criteria)”

1. Current Level of Care

2. More Intensive Level of Care

3. Less Intensive Level of Care

AND then

• Level of care and dimension specific continued service and transfer 
criteria (higher and lower LOC)

p.282-309



CONTINUED STAY AND TRANSITION CRITERIA:
ASAM CRITERIA 4TH EDITION

p.282-309

1. Criteria for continued service at the 

current level of care apply when the patient 

shows progress or progress is expected 

imminently based on factors such as increased 

engagement or adjustments to the treatment 

plan, and [(a) and/or (b)] AND (c) are true:

(a) The Dimensional Drivers that supported 

admission to the current level of care 

have not been sufficiently addressed to 

enable the patient to meet criteria for a less 

intensive level of care; and/or

(b) New signs and/or symptoms have emerged 

or been identified that meet criteria for 

the current level of care;

AND

(c) The treatment interventions necessary to 

safely and effectively address the patient’s 

present Dimensional Drivers and symptom 

severity are provided at the current level of 

care.



CONTINUED STAY AND TRANSITION CRITERIA:
ASAM CRITERIA 4TH EDITION

p.283

2. Criteria for transition to a more 

intensive level of care apply when 

[(a) and/or (b)] AND (c) are true:

(a) The patient’s signs and/or symptoms have not 

improved as expected or have worsened such that 

the patient now meets criteria for a more 

intensive level of care; and/or

(b) New signs and/or symptoms have emerged or 

been identified that meet criteria for a more 

intensive level of care;

AND

(c) The treatment interventions provided at the 

current level of care are not sufficient or have 

proven insufficient to safely and effectively address 

the patient’s present Dimensional Drivers and 

symptom severity.



CONTINUED STAY AND TRANSITION CRITERIA:
ASAM CRITERIA 4TH EDITION

p.283

3. Criteria for transition to a less intensive 

level of care apply when ALL of (a), (b), and (c) are 

true:

(a) The Dimensional Drivers that supported 

admission to the current level of 

care have stabilized sufficiently such that the 

patient now meets criteria for a less 

intensive level of care;

AND

(b) No new signs and/or symptoms have emerged 

or been identified that meet criteria for the current 

level of care or a more intensive level of care;

AND

(c) The treatment interventions necessary to safely 

and effectively address the patient’s present 

Dimensional Drivers and symptom severity can be 

delivered at an available less intensive level of care.



TRANSITION CRITERIA:
ASAM CRITERIA 4TH EDITION

p.282-309

• Bidirectional-Transition criteria for more intensive and less intensive levels of 

care

• Includes - “No longer meets dimensional admission criteria”



PATIENT IN 2.1 CONTINUED SERVICE CRITERIA EXAMPLE
(CONTINUED SERVICE AT THE CURRENT LEVEL OF CARE)

p. 304

Continued Service at the Current Level of 

Care

The patient’s signs and/or symptoms are 

improving or expected to improve with 

interventions provided at the current level of 

care but not sufficiently clinically stable to 

support transition to a less intensive level of 

care.

• The patient still requires clinical services several 

days per week and/or a low intensity therapeutic 

milieu to address symptoms in Dimensions 4 

and/or 5;

AND/OR

 New signs and/or symptom have emerged or 

been identified that meet the Dimension 

Admission Criteria for Level 2.1.

AND

The treatment interventions necessary to 

address the patient present Dimensional 

Drivers and symptom severity are provided 

at the current level of care and cannot be 

delivered safely and effectively at an available 

less intensive level of care.



PATIENT IN 2.1 CONTINUED SERVICE CRITERIA EXAMPLE
(CONTINUED SERVICE AT THE CURRENT LEVEL OF CARE)

p. 305

Transition to a Less Intensive Level of Care

Dimensional Drivers have stabilized 

sufficiently such that the patient no longer 

meets the Dimensional Admission Criteria for 

Level 2.1.

AND

The treatment interventions necessary to address 

the patients present Dimensional Drivers and 

symptom severity can be delivered safely and 

effectively at an available less intensive level of care.

 Dimension 4: The patient no longer requires 

clinical services several days per week and/or a 

therapeutic milieu to prevent return to risky 

substance use and/or SUD- related behaviors.

o If the patient still requires occasional (e.g., 

weekly or less frequent) clinical services to 

avoid risky use and/or behaviors, consider 

Level 1.5.

 Dimension 5: The patient no longer requires 

clinical services several days per week to 

support adequate functioning.

o If the patient has adequate daily functioning 

to support sustained recovery, consider 

Level 1.5.
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