
C
linical Evaluation: 

A
ssessm

ent

Avis Garcia, PhD, LAT, LPC, NCC, 
Northern Arapaho



Essential Substance 
Abuse Skills 

webinar series

This w
ebinar is provided by the N

ational Am
erican Indian &

 Alaska N
ative ATTC, a program

 
funded by the Substance Abuse and M
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W
ebinar follow

-up
•C

EU
s are available upon request. W

e are currently 
w

aiving any fees for C
EU

s during quarantine. 
•This session has been approved for 1.5 C

EU
’s by:

•
N

AAD
AC

: The N
ational Am

erican Indian & Alaska N
ative M

H
TTC

 
is a N

AAD
AC

 (The Association for Addiction Professionals) 
certified educational provider, and this w

ebinar has been pre-
approved for 1.5 C

EU
. 

•
P

articipants are responsible for subm
itting state specific 

requests under the guidelines of their individual state. 

•Presentation handouts:
•

A handout of this slideshow
 presentation w

ill also be 
available by dow

nload



W
ebinar follow

-up
Evaluation: SAM

HSA’s G
PRA

This webinar is provided by the N
ational Am

erican Indian & Alaska N
ative M

H
TTC

, a program
 funded by 

the Substance Abuse and M
ental H

ealth Services Adm
inistration (SAM

H
SA). 

Participation in our evaluation lets SAM
H

SA know: 
•

How
 m

any people attended our w
ebinar

•
How

 satisfied you are w
ith our w

ebinar
•

How
 useful our w

ebinars are to you

You will find a link to the G
PR

A survey in the chat box. If you are not able to com
plete the G

PR
A directly 

following the webinar, we will send an em
ail to you with the survey link. Please take a few m

inutes to 
give us your feedback on this webinar. You can skip any questions that you do not want to answer, and 
your participation in this survey is voluntary. Through the use of a coding system

, your responses will be 
kept confidential and it will not be possible to link your responses to you. 
W

e appreciate your response and look forw
ard to hearing from

 you. 



Today’s Speaker
Avis G

arcia, PhD
, L.P.C

. L.A
.T. (N

orthern A
rapaho) is an enrolled m

em
ber of the 

N
orthern A

rapaho N
ation and affiliated w

ith the E
astern S

hoshone Tribe of W
yom

ing. 
S

he earned a doctorate in counselor education and supervision at the U
niversity of 

W
yom

ing, and is also a Licensed Professional C
ounselor, and Licensed A

ddictions 
Therapist. For nineteen years she has been a m

ental health provider in the treatm
ent of 

N
ative A

m
erican youth and fam

ilies. S
he is also an advocate of education in Indian 

C
ountry, a resource provider for prom

oting cultural enhancem
ent of evidence-based 

practices and practice-based evidence of treatm
ent approaches for N

ative A
m

erican 
children and their fam

ilies exposed to traum
a. A

vis G
arcia has m

ore than nineteen years 
of experience and is know

ledgeable about the concerns of im
plem

entation and 
adaptation of evidenced-based practices being introduced into Indian country. A

vis is 
currently em

ployed as an executive director of a nonprofit substance abuse treatm
ent 

center in C
heyenne, W

yom
ing. 



C
linical Evaluation: A

ssessm
ent 

G
oals:

•
D

efine A
ssessm

ent P
rocess

•
Identify A

ssessm
ent Instrum

ents
•

D
efine D

S
M

-5 criteria for S
ubstance A

buse and 
D

ependence, specifiers and m
ulti-axial 

assessm
ent

•
D

escribe A
S

A
M

 levels of care and diagnostic 
and dim

ensional criteria



W
hat is A

ssessm
ent?

•Assessm
ent is the system

atic process of interaction 
w

ith an individual to observe, elicit, and 
subsequently assem

ble the relevant inform
ation 

required to deal w
ith his or her case, both 

im
m

ediately and for the foreseeable future  

•This inform
ation gathering interaction w

ith the 
patient is the clinical building block for everything w

e 
do m

oving forw
ard, w

ithout an initial assessm
ent w

e 
are flying blind…



Sequential 
A

ssessm
ent

•S
creening

•P
roblem

 A
ssessm

ent

•P
ersonal A

ssessm
ent



Extent of 
inform

ation vs. cost
•

S
equential assessm

ent. As 
one m

oves from
 screening 

to problem
 assessm

ent to 
personal assessm

ent, the 
extent of inform

ation 
developed is greater but 
the costs of assessm

ent 
are also greater. 
P

erform
ing an assessm

ent 
sequentially ensures that 
further inform

ation is 
necessary and justifies its 
increased cost (adapted 
from

 S
kinner, 1981a:30; 

1981b:330).



M
ulti-dim

ensional A
ssessm

ent

Inform
ation is sought along 3 dim

ensions:

•The use of alcohol and drugs
•The signs and sym

ptom
s of alcohol and drug 

use
•The consequences of alcohol and drug use



C
ontent of 

Screening
•A brief process that 

answ
ers tw

o questions:

•W
hether an alcohol and/or 

drug problem
 is present

•If so, w
hether it is likely to 

require brief intervention 
or specialized treatm

ent



Poll Q
uestion #1

•True or False: 
•C

ollateral inform
ation 

w
hen assessing a 

patient’s needs is rarely 
required to determ

ine an 
accurate diagnosis



C
ontent of Problem

 A
ssessm

ent
•Exam

ines problem
s attributable to alcohol and/or 

drug consum
ption

Three techniques are available:

•R
etrospective m

ethods
•Prospective m

ethods
•Laboratory determ

inations



C
ontent of Problem

 
A

ssessm
ent

Signs and sym
ptom

s of 
alcohol and/or drug use 
disorder (p. 490-491 of 
D

SM
-5, the B

ig Eleven)

•These m
ake up D

S
M

-5 
criteria

•S
elf-report questionnaires 

can be used



A
lcohol Equivalencies and D

rinking



C
ontent of Problem

 A
ssessm

ent

C
onsequences of alcohol and/or drug use

Exam
ples include:  

•M
ichigan Alcoholism

 Screening Test (M
AST)

•D
rug Abuse Screening Test (D

AST)
•N

ow
 called: D

rug use questionnaire
•Alcohol U

se Inventory (AU
I)

•Alcohol U
se D

isorder Identification Test (AU
D

IT)
•Addiction Severity Index (ASI)



C
ontent of Personal 

A
ssessm

ent
E

xam
ines problem

s to 
determ

ine if they are attributable 
to use

•M
edical status

•P
sychiatric status

•
Vocational issues

•
P

ersonal problem
s

•S
exual problem

s
•S

ocial support
•Fam

ily structure
•

N
eed for R

ecovery S
upport



C
ontent of Personal A

ssessm
ent 

(continued)
•U

se of leisure tim
e

•E
xercising

•D
em

ographics
•Fam

ily history
•P

rior treatm
ent history

•Intelligence

•C
ognitive functioning

•P
ersonality

•Treatm
ent G

oals
•S

ocial S
tability

•S
ituational Factors

•S
pirituality



O
verview

 of A
ssessm

ent Process

S
ix step process consisting of:

•D
etection

•C
lassification

•Functional A
ssessm

ent
•Functional A

nalysis
•Treatm

ent P
lanning

•R
ecovery C

apital



Drug testing



Polling Q
uestion

•W
hat is the m

ost com
m

on 
form

 of drug screening test 
perform

ed in m
ost 

substance abuse treatm
ent 

centers in the U
S

?

•S
aliva testing

•B
lood testing

•U
rine analysis

•S
w

eat patch



D
etection

•Identify patients w
ith potential problem

•P
ast and current use of alcohol, tobacco or 

other substances
•Lab tests to screen for substance use
•N

egative consequences



C
lassification

•A
ssess possible D

S
M

 
diagnoses

•R
ate w

orst period of use

•U
se m

ultiple sources of 
inform

ation



Functional A
ssessm

ent

•O
btain patient inform

ation
•U

se all available collateral sources
•Assess the patient’s range of different needs
•Identify the patient’s strengths
•Identify the patient’s support system
•Identify the patient’s recovery capital



Functional A
nalysis

•Identify factors that m
aintain substance abuse

•E
xplore possible m

otives
•View

 identified m
otives and costs as w

orking 
hypotheses, not facts



M
ethods of O

btaining 
Assessm

ent 
Inform

ation
•Face-to-face interview

ing
•S

em
i-structured interview

 
and structured interview

•P
aper-and-pencil tests

•C
om

puterized 
assessm

ents



Assessm
ent Tools



A
ddiction Severity Index (A

SI)

•S
em

i-structured interview
 assessing: 

•M
edical status

•E
m

ploym
ent and support

•D
rug use

•A
lcohol use 

•Legal status
•Fam

ily/social status
•P

sychiatric status



C
om

prehensive D
rinking Profile 

(C
D

P)
•S

tructured intake interview

•H
istory and current status of drinking problem

s and 
related m

anners

•C
onsum

ption and problem
atic behaviors



Tim
eline Follow

-
B

ack (TLFB
)

•A
nalyzes:
•P

atterns
•Intensity
•Frequency

•C
onnections betw

een use 
and significant events 
established



Inventory of D
rinking Situations (ID

S)

•A
ssess situations of heavy drinking

•E
xam

ines 8 categories:
•N

egative em
otional states

•U
rges and tem

ptations
•N

egative physical states
•Interpersonal conflict
•P

ositive em
otional states

•S
ocial pressure to drink

•Testing personal control
•P

ositive social situations



Situational C
onfidence 

Q
uestionnaire (SC

Q
)

•S
elf-report instrum

ent
•patients im

agine them
selves in each situation

•R
ate on scale of 0-100, (0=not confident to 

100=very confident)
•H

ow
 likely they w

ill be able to resist the urge to use 
heavily in that situation



Substance Abuse 
Subtle Screening 
Inventory (SASSI)
•O

ne-page self report 
screening

•R
esistance to faking

•Identifies individuals in 
denial or deliberately 
trying to conceal chem

ical 
dependence



G
lobal A

ppraisal of Individual N
eeds 

(G
A

IN
)

E
ight core sections:

1.
B

ackground
2.

S
ubstance use

3.
P

hysical health 
4.

R
isk behaviors

5.
M

ental health
6.

E
nvironm

ent
7.

Legal
8.

Vocational



DSM-5



Substance-R
elated D

isorders in 
D

SM
-5

•The D
SM

-5
chapter on Substance-R

elated and 
Addictive D

isorders
includes 10 substance-related 

disorders: 
•

Alcohol-R
elated D

isorders
•

C
affeine-R

elated D
isorders

•
C

annabis-R
elated D

isorders
•

H
allucinogen-R

elated D
isorders

•
Inhalant-R

elated D
isorders

•
O

pioid-R
elated D

isorders
•

S
edative-, H

ypnotic-, or Anxiolytic-R
elated D

isorders 
•

S
tim

ulant-R
elated D

isorders
•

Tobacco-R
elated D

isorder
•

O
ther S

ubstance-R
elated D

isorders. 



Polling Q
uestion

H
ow

 m
any diagnostic 

criteria are listed in the 
D

S
M

-5 in the section for 
S

ubstance U
se D

isorders?

a)
9

b)
11

c)
8

d)
N

one of the above 



Substance U
se D

isorders
•Alm

ost all substance-related disorders in D
SM

-5 
include:

•
S

ubstance use disorders 
•

S
ubstance intoxication

•
S

ubstance w
ithdraw

al 
•Alm

ost all specify that the substance use disorders be 
rated m

ild, m
oderate, or severe.

•Exceptions
include: 

•C
affeine-U

se
D

isorders: no severity ratings
•H

allucinogen-U
se

D
isorders: no intoxication or w

ithdraw
al

•Inhalant-U
se D

isorder: no intoxication
•Tobacco-U

se
D

isorder: no intoxication 



A
lcohol U

se D
isorders

•Alcohol-R
elated D

isorders
include:

•
A

lcohol U
se D

isorders
(m

ild, 
m

oderate, and severe) 
•A

lcohol Intoxication
•A

lcohol W
ithdraw

al
•U

nspecified A
lcohol-R

elated 
D

isorder

The distinction 
betw

een alcohol 
abuse and 

dependence has 
been elim

inated in 
D

SM
-5.



Polling Q
uestion

If a patient has a diagnosis 
of A

lcohol U
se D

isorder 
(M

oderate) how
 m

any 
D

S
M

-5 criterion w
ould they 

need to currently m
eet?

a)
3-4

b)
4

c)
5

d)
b and c 



A
lcohol U

se D
isorders

•M
ild

Alcohol U
se 

Disorder 
•2-3 sym

ptom
s

present 

•M
oderate

Alcohol 
U

se Disorder 
•4-5 sym

ptom
s 

present

•Severe
Alcohol U

se 
Disorder 

•6 or m
ore 

sym
ptom

s 
present



A
lcohol U

se 
D

isorder   
•A

lcohol use disorder is a 
problem

atic pattern of 
alcohol use leading to 
clinically significant 
im

pairm
ent or distress, as 

m
anifested by: 

•at least 2 of 11 listed 
sym

ptom
s 

•occurring w
ithin a 12-

m
onth period.



Sym
ptom

s of A
lcohol U

se D
isorder

1.
O

ften taking alcohol in larger am
ounts or over a longer period

than intended
•

“Even w
hen I go out to a bar or a party having resolved to drink no m

ore 
than three beers or spend no m

ore than tw
o hours, by the end of the 

evening I discover I’ve consum
ed 10 beers over four hours.”

2.
A persistent desire or unsuccessful efforts to cut dow

n
or control 

alcohol use
•

“Tim
e and again, I’ve tried to control m

y drinking, but I’ve never been able 
to do so.”

3.
S

pending a great deal of tim
e in activities necessary to obtain 

alcohol, use alcohol, or recover from
 its effects

•
“Alcohol takes up a lot of tim

e in m
y life, w

hat w
ith getting the m

oney to buy 
it, spending tim

e at bars consum
ing it and talking to friends, and then 

getting over w
hatever hangover I m

ight have developed from
 m

y drinking.”



Sym
ptom

s of 
A

lcohol U
se 

D
isorder

4.
C

raving, or a strong desire or urge 
to use alcohol (N

ew
 Sym

ptom
)

•
“W

hen I haven’t been drinking for 
a day or tw

o, I’ll begin to 
experience strong craving for 
alcohol, w

hich stays w
ith m

e until I 
take a drink to get rid of the 
craving.”

5.
R

ecurrent alcohol use resulting in a 
failure to fulfill m

ajor role obligations 
at w

ork, school, or hom
e

•
“It w

ill som
etim

es happen that m
y 

drinking m
akes it im

possible for 
m

e to go to w
ork or take care of 

m
y fam

ily. This m
akes m

e feel 
terrible, but I still do it. W

hy?”



Sym
ptom

s of A
lcohol U

se D
isorder

6.
C

ontinued alcohol use despite having persistent or recurrent social or 
interpersonal problem

s caused or exacerbated by the effects of alcohol 
•

“Even though I have a tendency to becom
e angry and, som

etim
es, violent w

hen I’ve been drinking, I 
continue to drink and then to suffer the consequences of m

y anger and fights.”

7.
Im

portant social, occupational, or recreational activities are given up or 
reduced because of alcohol use 

•
“I used to like to dance and visit w

ith m
y friends and fam

ily but since I’ve started to drink so m
uch, I’ve 

given up alm
ost everything that doesn’t involve drinking.”

8.
R

ecurrent alcohol use in situations in w
hich it is physically hazardous 

•
“I’ve had three O

W
Is and have been in tw

o accidents because of m
y drinking in w

hich I w
as pretty 

seriously injured. But every tim
e I can drive, I’ve been drinking.”



Sym
ptom

s of 
A

lcohol U
se 

D
isorder

9.
Alcohol use is continued

despite 
know

ledge of having a persistent or 
recurrent physical or psychological 
problem

 that is likely to have been 
caused or exacerbated by alcohol 

•
“Even though I alm

ost alw
ays get very 

depressed after I’ve been drinking for 
som

e tim
e, I continue to drink. I don’t 

know
 w

hy. It doesn’t m
ake sense to 

m
e.”



Sym
ptom

s of A
lcohol U

se D
isorder

Tolerance
10.A need for m

arkedly increased am
ounts of alcohol to achieve 

intoxication or desired effect, or 
11.A m

arkedly dim
inished effect w

ith continued use of the sam
e am

ount 
of alcohol

W
ithdraw

al
12.The characteristic w

ithdraw
al syndrom

e for alcohol, or
13.Alcohol (or a closely related substance, such as a benzodiazepine) is 

taken to relieve or avoid w
ithdraw

al sym
ptom

s



C
ourse Specifiers

•D
SM

-5 sim
plified R

em
ission Specifiers

•
Early R

em
ission (patient not m

eeting any S
U

D
 

criterion for at least 3 m
onths, but less than 12)

•
Sustained R

em
ission (not m

eeting any S
U

D
 

criterion for at least 12 m
onths)   

❖
“Early partial,” “early full,” “sustained 
partial,” and “sustained full” rem

ission 
language is rem

oved.  



Recovery-Oriented System
s of 

Care (ROSC)



R
ecovery O

riented 
System

s of C
are: A 

Paradigm
 Shift

R
ecovery-O

riented 
S

ystem
s of C

are shifts the 
question from

: 
“H

ow
 do w

e get the patient 
into treatm

ent?” 
To: “H

ow
 do w

e support the 
process of recovery w

ithin 
the person’s environm

ent?”



Polling Q
uestion

W
hich if the follow

ing is nota 
key com

ponent of the R
O

SC
 

approach?
a)

Various support system
s 

need to w
ork separately w

ith 
the patient

b)
B

uilds on strengths and 
resilience of the patient

c)
O

ffer com
prehensive m

enu 
of services that can be 
adjusted to m

eet the needs 
of the patient 

d)
Adjustable to the patient’s 
pace and recovery process



R
ecovery O

riented System
s of C

are

•
Treatm

ent agencies are considered one of 
m

any resources for the patient
•

N
o one source  is m

ore im
portant than another

•
Various support system

s need to w
ork 

together very closely w
ith the patient



R
O

S
C

 support person-
centered and self-directed 
approaches to care that 
build on the personal 
responsibility, strengths, and 
resilience of individuals, 
fam

ilies and com
m

unities to 
achieve health, w

ellness, 
and recovery from

 
substance related disorders



•R
O

SC
 offer a 

com
prehensive 

m
enu of 

services and 
supports that 
can be 
com

bined and 
readily adjusted 
to m

eet the 
individual’s 
needs and 
chosen 
pathw

ays to 
recovery



R
ecovery O

riented System
s of C

are

•P
erson centered and self-directed care
•B

uilding on strengths and resilience in the patient
•Involving fam

ilies and com
m

unities to take som
e 

responsibilities for their health, w
ellness and 

recovery from
 m

ental illness
•O

ffer com
prehensive m

enu of services that can be 
adjusted to m

eet the needs of the patient 
•Adjustable to the patient’s pace and recovery 

process



R
ecovery O

riented System
s of C

are
•Encom

pass and coordinate the operations of 
m

ultiple system
s, providing responsive, outcom

es-
driven approaches to care

•R
equire an ongoing process of system

s 
im

provem
ent that incorporates the experiences of 

those in recovery and their fam
ily m

em
bers

•Effect our involvem
ent in the assessm

ent process:
patient is an equal partner in the assessm

ent 
process



Elem
ents of 

R
ecovery O

riented 
System

s of C
are

•P
erson centered
•Individualized
•R

esponsive to culture 
and personal belief 
system

s
•C

om
m

unity based
•C

om
m

itm
ent to peer 

services
•Involvem

ent of fam
ilies 

and other allies
•O

ngoing m
onitoring and 

outreach



Elem
ents of 

R
ecovery O

riented System
s of C

are
•C

ost effective
•O

utcom
es oriented

•Integration of services resulting in no duplication of 
services

•C
om

petency based
•E

ffective use of collaborators and partners
•S

ystem
-w

ide education and training
•C

ontinuum
 of care

•R
esearch based

•Flexible funding



ASAM Criteria
Dim

ensions, Risk-ratings, and Levels 
of Care



Polling Q
uestion

W
hat does A

S
A

M
 stand for? 

a)
A

ssociation of S
ubstance 

A
buse M

easurem
ent

b)
A

ddiction S
ociety of 

A
m

erican M
edicines

c)
A

m
erican S

ociety of 
A

ddiction M
edicine 

d)
A

lternative S
ource for 

A
ddictive M

aladies   



A
SA

M
 criteria background

•A
round 1981, N

A
ATP and A

S
A

M
 assem

ble 
taskforce to integrate tw

o existing 
adm

ission/continued stay criteria sets: 
•The C

leveland C
riteria

•The N
A

ATP C
riteria

•N
A

ATP decided to relinquish any 
ow

nership/branding of the criteria



G
oal of the A

SA
M

 
C

riteria:
•To unify the addiction field 

around a single set of 
criteria



Levels of C
are .05 thru 4

•
Early Intervention (Level .05)

•
Pre-treatm

ent (E
arly Intervention 

S
ervices)

•
B

asic E
ducation, risk assessm

ent 
screening 

•
O

utpatient treatm
ent (Level 1, 

2.1, and 1)
•

E
xtended O

utpatient treatm
ent 

•
Intensive O

utpatient
•

C
ontinuing C

are O
utpatient 

•
Partial H

ospitalization (Level 2.5)

•
R

esidential/Inpatient treatm
ent 

(Level 3.1, 3.5, 3.3, 4, and 3.7) 
•

Low
-Intensity R

esidential treatm
ent 

•
M

edium
-Intensity R

esidential 
treatm

ent
•

H
igh-Intensity R

esidential treatm
ent

•
M

edically M
onitored Intensive 

Inpatient treatm
ent

•
D

etoxification 

•
O

TP•
O

pioid Treatm
ent Program

 (Level 1) 



A
SA

M
 C

riteria-Six D
im

ensions
•

D
im

ension 1: A
cute intoxication and/or w

ithdraw
al

•
D

im
ension 2: B

iom
edical conditions and com

plications

•
D

im
ension 3: E

m
otional, behavioral or cognitive conditions and 

com
plications

•
D

im
ension 4: R

eadiness to change

•
D

im
ension 5: R

elapse, continued use or continued P
roblem

 P
otential

•
D

im
ension 6: R

ecovery/living environm
ent



Polling Q
uestion

W
hich A

S
A

M
 D

im
ension is 

associated w
ith determ

ining 
a patient’s w

illingness to 
engage in the treatm

ent 
process?

a)
D

im
ension 2

b)
D

im
ension 6

c)
D

im
ension 1

d)
D

im
ension 4

e)
N

one of the above



R
isk ratings 0-4a/b

The A
SA

M
 risk rating system

 are based on a 0-4a/4b scale.  

•
This risk ratings act as a guide for C

linician’s, M
anaged 

C
are P

roviders, M
edical S

taff, and support staff. 
•

A rating of 0 m
ay indicate no concerns or stable condition in 

that given dim
ension. 

•
A rating of 4a or 4b m

ay indicate a significant concern and 
the presence of an acute condition(s) in the dim

ension
•

R
isk rating are based on direct observations, current patient 

inform
ation derived from

 a m
ultitude of sources as w

ell as  
historical inform

ation from
 the patient’s records/ self-reports. 

Essential Substance A
buse Skills: A

 G
uide for Professionals             M

odule 4 C
linical Eval: A

ssessm
ent   



A
SA

M
 R

isk R
atings

W
hen assigning a risk rating in each dim

ension, 
rem

em
ber;

•It m
ay not m

atch w
ord for w

ord, just focus on selecting the 
risk rating that m

ost accurately reflects the patient’s condition 
for each dim

ension at the tim
e of the review

 (assessm
ent). 

•R
isk rating are not static, they w

ill likely change over tim
e (i.e. 

continued stay review
), but the risk ratings at the tim

e of your 
assessm

ent w
ill help decide the best LO

C
 for the patient.

•R
isk ratings for M

H
D

 and S
U

D
s are assigned separately in 

D
im

ensions 4, 5, and 6, but w
ill often interact/ influence each 

other at the tim
e of assessm

ent and/or throughout a patient’s 
treatm

ent stay.   
Essential Substance A

buse Skills: A
 G

uide for Professionals             M
odule 4 C

linical Eval: A
ssessm

ent   



A
SA

M
 C

riteria-Six D
im

ensions and 
R

elated R
isk R

atings 
D

im
ension 1: Acute intoxication and/or w

ithdraw
al

0) The patient is fully functioning and dem
onstrates good ability to tolerate 

and cope w
ith w

ithdraw
al discom

fort.  N
o signs or sym

ptom
s of 

intoxication or w
ithdraw

al are present, or signs or sym
ptom

s are 
resolving.  

1) The patient dem
onstrates adequate ability to tolerate and cope w

ith 
w

ithdraw
al discom

fort. M
ild to m

oderate intoxication or signs and 
sym

ptom
s interfere w

ith daily functioning, but do not pose an im
m

inent 
danger to self or others. There is m

inim
al risk of severe w

ithdraw
al.

2) The patient has som
e difficulty tolerating and coping w

ith w
ithdraw

al 
discom

fort. Intoxication m
ay be severe, but responds to support and 

treatm
ent sufficiently that the patient does not pose an im

m
inent danger 

to self or others. M
oderate signs and sym

ptom
s, w

ith m
oderate risk of 

severe w
ithdraw

al 



A
SA

M
 C

riteria-Six 
D

im
ensions and R

elated 
R

isk R
atings 

D
im

ension 1: Acute intoxication and/or 
w

ithdraw
al

3) The patient dem
onstrates poor ability to 

tolerate and cope w
ith w

ithdraw
al discom

fort. 
S

evere signs/sym
ptom

s of intoxication 
indicate that the patient m

ay pose an 
im

m
inent danger to self or others, and 

intoxication has not abated at less intensive 
levels of service. There are severe 
signs/sym

ptom
s of w

ithdraw
al, or risk of 

severe but m
anageable w

ithdraw
al; or 

w
ithdraw

al is w
orsening despite w

ithdraw
al 

m
anagem

ent at a less intensive level of care.
4) The patient is incapacitated, w

ith severe signs 
and sym

ptom
s. S

evere w
ithdraw

al presents 
danger, such as seizures. C

ontinued use 
poses an im

m
inent threat to life 



A
SA

M
 C

riteria-Six D
im

ensions
D

im
ension 2: B

iom
edical conditions and com

plications

0) The patient is fully functioning and dem
onstrates good ability to 

cope w
ith physical discom

fort. N
o biom

edical signs or sym
ptom

s 
are present, or biom

edical problem
s 

1) The patient dem
onstrates adequate ability to tolerate and cope w

ith 
physical discom

fort. M
ild to m

oderate signs or sym
ptom

s (such as 
m

ild to m
oderate pain) interfere w

ith daily functioning.
2) The patient has som

e difficulty tolerating and coping w
ith physical 

problem
s, and/or has other biom

edical problem
s. These problem

s 
m

ay interfere w
ith recovery and m

ental health treatm
ent. The 

patient neglects to care for serious biom
edical problem

s. A
cute, 

non-life threatening m
edical signs and sym

ptom
s (such as acute 

episodes of chronic, distracting pain, or signs of m
alnutrition or 

electrolyte im
balance) are present.



A
SA

M
 C

riteria-Six D
im

ensions
D

im
ension 2: B

iom
edical conditions and 

com
plications

3) The patient dem
onstrates poor ability to tolerate and cope 

w
ith physical problem

s, and/or his or her general health 
condition is poor. The patient has serious m

edical problem
s, 

w
hich he or she neglects during outpatient or intensive 

outpatient treatm
ent. S

evere m
edical problem

s (such as 
severe pain requiring m

edication, or brittle diabetes) are 
present but stable.

4) The patient is incapacitated, w
ith severe m

edical problem
s 

(such as extrem
e pain, uncontrolled diabetes, G

I bleeding, 
or infection requiring IV

 antibiotics).



A
SA

M
 C

riteria-Six D
im

ensions
D

im
ension 3: Em

otional, behavioral/cognitive conditions/ 
com

plications

0) The patient either has no m
ental health problem

s or has a 
diagnosed but stable m

ental disorder. 
1)  The patient has a diagnosed m

ental disorder that requires 
intervention but does not significantly interfere w

ith addiction 
treatm

ent. 
2) This risk rating im

plies chronic m
ental illness, w

ith 
sym

ptom
s and disability that cause significant interference 

w
ith addiction treatm

ent, but do not constitute an im
m

ediate 
threat to safety and do not prevent independent functioning. 



A
SA

M
 C

riteria-Six 
D

im
ensions

D
im

ension 3: Em
otional, 

behavioral/cognitive 
conditions/ com

plications

3) This risk rating is characterized 
by severe psychiatric 
sym

ptom
atology, disability, and 

im
pulsivity, but the patient has 

sufficient control that he or she 
does not require involuntary 
confinem

ent. 
4) P

atients have severe psychiatric 
sym

ptom
atology, disability, and 

im
pulsivity, and require 

involuntary confinem
ent. 



A
SA

M
 C

riteria-Six D
im

ensions
D

im
ension 4: R

eadiness to change (R
R

 for SU
D

 and M
H

D

0) Substance U
se D

isorders: The patient is willingly engaged in treatm
ent as a proactive, responsible 

participant, and is com
m

itted to changing his or her alcohol, tobacco, and/or other drug use. 
M

ental H
ealth D

isorders: The patient is willingly engaged in treatm
ent as a proactive, responsible 

participant, and is com
m

itted to changing his or her m
ental functioning and behavior.

1) Substance U
se D

isorders: The patient is willing to enter treatm
ent and to explore strategies for 

changing his or her substance use, but is am
bivalent about the need for change. H

e or she is willing 
to explore the need for treatm

ent and strategies to reduce or stop substance use. O
r the patient is 

willing to change his or her substance use, but believes it will not be difficult to do so, or does not 
accept a full recovery treatm

ent plan. 
M

ental H
ealth D

isorders: The patient is willing to enter treatm
ent and to explore strategies for 

changing his or her m
ental functioning, but is am

bivalent about the need for change. H
e or she is 

willing to explore the need for treatm
ent and strategies to deal with m

ental disorders. The patient’s 
participation in m

ental health treatm
ent is sufficient to avert m

ental decom
pensation.



A
SA

M
 C

riteria-Six D
im

ensions
D

im
ension 4: R

eadiness to change (R
R

 for SU
D

 and M
H

D
)

2)  S
ubstance U

se D
isorders: The patient is reluctant to agree to treatm

ent 
for substance use problem

s. H
e or she is able to articulate the negative 

consequences of substance use, but has low
 com

m
itm

ent to change his 
or her use of alcohol or other drugs. The patient is assessed as having 
low

 readiness to change and is only passively involved in treatm
ent, and 

is variably com
pliant w

ith attendance at outpatient sessions or m
eetings 

of self/m
utual help or other support groups. 

M
ental H

ealth D
isorders: The patient is reluctant to agree to treatm

ent for 
m

ental disorders. H
e or she is able to articulate the negative 

consequences of his or her m
ental health problem

s, but has low
 

com
m

itm
ent to therapy. The patient is assessed as having low

 readiness 
to change and is only passively involved in treatm

ent (eg, is variable in 
follow

 through w
ith use of psychotropic m

edications or attendance at 
therapy sessions).



A
SA

M
 C

riteria-Six D
im

ensions
D

im
ension 4: R

eadiness to change 

3) S
ubstance U

se D
isorders: The patient exhibits inconsistent 

follow
 through and show

s m
inim

al aw
areness of his or her 

substance use disorder and need for treatm
ent. H

e or she 
appears unaw

are of the need to change, and thus is 
unw

illing or only partially able to follow
 through w

ith 
treatm

ent recom
m

endations. 
M

ental H
ealth D

isorders: The patient exhibits inconsistent 
follow

 through and show
s m

inim
al aw

areness of his or her 
m

ental disorder and need for treatm
ent. H

e or she appears 
unaw

are of the need to change, and thus is unw
illing or only 

partially able to follow
 through w

ith treatm
ent 

recom
m

endations.



A
SA

M
 C

riteria-Six D
im

ensions
D

im
ension 4: R

eadiness to change 

4a) S
ubstance U

se D
isorders: The patient is unable to follow

 through, has 
little or no aw

areness of substance use problem
s and any associated 

negative consequences, know
s very little about addiction, and sees no 

connection betw
een his/ her suffering and substance use. H

e or she is 
not im

m
inently dangerous or unable to care for self, and is not w

illing to 
explore change regarding his or her illness and its im

plications (for 
exam

ple, he or she blam
es others for legal or fam

ily problem
s, and 

rejects treatm
ent). 

M
ental H

ealth D
isorders: The patient is unable to follow

 through, has little 
or no aw

areness of a m
ental disorder and any associated negative 

consequences, know
s very little about m

ental illness, and sees no 
connection betw

een his or her suffering and m
ental health problem

s. H
e 

or she is not im
m

inently dangerous or unable to care for self, is not w
illing 

to explore change regarding his or her illness and its im
plications.



A
SA

M
 C

riteria-Six D
im

ensions
D

im
ension 4: R

eadiness to change 

4b) S
ubstance U

se D
isorders: The patient is unable to follow

 through w
ith 

treatm
ent recom

m
endations. A

s a result, his or her behavior represents 
an im

m
inent danger of harm

 to self or others, or he or she is unable to 
function independently and engage in self-care. For exam

ple, the patient 
repeatedly dem

onstrates inability to follow
 through w

ith treatm
ent, 

continues to use alcohol and/or other drugs, and to becom
e violent, 

suicidal, or to drive dangerously. 
M

ental H
ealth D

isorders: The patient is unable to follow
 through w

ith 
treatm

ent recom
m

endations. A
s a result, his or her behavior represents 

an im
m

inent danger of harm
 to self or others, or he or she is unable to 

function independently and engage in self-care. For exam
ple, the patient 

refuses all m
edications and is overtly psychotic, so that his or her 

judgm
ent and im

pulse control is severely im
paired.



A
SA

M
 C

riteria-Six D
im

ensions
D

im
ension 5: R

elapse, continued use or continued Problem
 

Potential                          
0) S

ubstance U
se D

isorders: The patient has no potential for further 
substance use problem

s or has low
 relapse potential and good 

coping skills. 
M

ental H
ealth D

isorders: The patient has no potential for further 
m

ental health problem
s or has low

 potential and good coping skills.

1) S
ubstance U

se D
isorders: The patient has m

inim
al relapse 

potential, w
ith som

e vulnerability, and has fair self-m
anagem

ent and 
relapse prevention skills. 
M

ental H
ealth D

isorders: The patient has m
inim

al relapse potential, 
w

ith som
e vulnerability, and has fair self-m

anagem
ent and relapse 

prevention skills.



A
SA

M
 C

riteria-Six D
im

ensions
D

im
ension 5: R

elapse, continued use or continued Problem
 Potential

2) S
ubstance U

se D
isorders: The patient has im

paired recognition and understanding of 
substance use relapse issues, but is able to self-m

anage w
ith prom

pting. 
M

ental H
ealth D

isorders: The patient has im
paired recognition and understanding of 

m
ental illness relapse issues, but is able to self-m

anage w
ith prom

pting.

3) S
ubstance U

se D
isorders: The patient has little recognition and understanding of 

substance use relapse issues, and has poor skills to cope w
ith and interrupt addiction 

problem
s, or to avoid or lim

it relapse. 
M

ental H
ealth D

isorders: The patient has little recognition and understanding of 
m

ental illness relapse issues, and has poor skills to cope w
ith and interrupt m

ental 
health problem

s, or to avoid or lim
it relapse.



A
SA

M
 C

riteria-Six 
D

im
ensions

D
im

ension 5: R
elapse, continued use 

or continued Problem
 Potential 

4a)  S
ubstance U

se D
isorders: R

epeated 
treatm

ent episodes have had little positive 
effect on the patient’s functioning. H

e or she 
has no skills to cope w

ith and interrupt 
addiction problem

s, or to prevent or lim
it 

relapse. H
ow

ever, the patient is not in 
im

m
inent danger and is able to care for self.

M
ental H

ealth D
isorders: R

epeated 
treatm

ent episodes have had little positive 
effect on the patient’s functioning. H

e or she 
has no skills to cope w

ith and interrupt 
m

ental health problem
s, or to prevent or lim

it 
relapse. H

ow
ever, the patient is not in 

im
m

inent danger and is able to care for self.  



A
SA

M
 C

riteria-Six D
im

ensions
D

im
ension 5: R

elapse, continued use or continued 
Problem

 Potential  

4b) S
ubstance U

se D
isorders: The patient has no skills to 

arrest the addictive disorder, or to prevent relapse to 
substance use. H

is or her continued addictive behavior 
places the patient and/or others in im

m
inent danger.  

M
ental H

ealth D
isorders: The patient has no skills to arrest 

the m
ental illness, or to prevent relapse to m

ental health 
problem

s. H
is or her continued psychiatric disorder places 

the patient and/or others in im
m

inent danger. 



A
SA

M
 C

riteria-Six D
im

ensions
D

im
ension 6: R

ecovery/living environm
ent                   

0) S
ubstance U

se D
isorders: The patient has a supportive 

environm
ent or is able to cope w

ith poor supports. 
M

ental H
ealth D

isorders: The patient has a supportive environm
ent 

or is able to cope w
ith poor supports.

1) S
ubstance U

se D
isorders: The patient has passive support, or 

significant others are not interested in his or her addiction recovery, 
but he or she is not too distracted by this situation and is able to 
cope. 
M

ental H
ealth D

isorders: The patient has passive support, or 
significant others are not interested in an im

proved m
ental health 

environm
ent, but he or she is not too distracted by this situation and 

is able to cope.



A
SA

M
 C

riteria-Six 
D

im
ensions

D
im

ension 6: R
ecovery/living 

environm
ent

2) Substance U
se D

isorders: The 
patient’s environm

ent is not 
supportive of addiction recovery, but, 
w

ith clinical structure, the patient is 
able to cope m

ost of the tim
e. 

M
ental H

ealth D
isorders: The 

patient’s environm
ent is not 

supportive of good m
ental health, 

but, w
ith clinical structure, the patient 

is able to cope m
ost of the tim

e.



A
SA

M
 C

riteria-Six D
im

ensions

D
im

ension 6: R
ecovery/living environm

ent 

3): Substance U
se D

isorders: The patient’s 
environm

ent is not supportive of addiction 
recovery and he/she finds coping difficult, even 
w

ith clinical structure. 
M

ental H
ealth D

isorders: The patient’s 
environm

ent is not supportive of good m
ental 

health and he/she finds coping difficult, even w
ith 

clinical structure.



A
SA

M
 C

riteria-Six D
im

ensions
D

im
ension 6: R

ecovery/living environm
ent 

4a) Substance U
se D

isorders: The patient’s environm
ent is not 

supportive and is chronically hostile and toxic to addiction recovery 
or treatm

ent progress (eg, the patient has m
any drug-using friends, 

or drugs are readily available in the hom
e environm

ent, or there 
are chronic lifestyle problem

s but not acute conditions). The patient 
is unable to cope w

ith the negative effects of this environm
ent on 

his or her recovery. 
M

ental H
ealth D

isorders: The patient’s environm
ent is not 

supportive and is chronically hostile and toxic to good m
ental 

health (eg, the patient is hom
eless and unem

ployed and has 
chronic lifestyle problem

s but not acute conditions). The patient is 
unable to cope w

ith the negative effects of this environm
ent on his 

or her recovery.



A
SA

M
 C

riteria-Six D
im

ensions
D

im
ension 6: R

ecovery/living environm
ent 

4b) Substance U
se D

isorders: The patient’s 
environm

ent is not supportive and is actively 
hostile to addiction recovery, posing an im

m
ediate 

threat to the patient’s safety and w
ellbeing. 

M
ental H

ealth D
isorders: The patient’s 

environm
ent is not supportive or is actively hostile 

to a safe m
ental health environm

ent, posing an 
im

m
ediate threat to the patient’s safety and w

ell-
being.



Polling Q
uestion

True or False:
ASAM

’s 6 dim
ensions and 

0-4 risk-rating system
 are 

designed as a stand-alone 
assessm

ent tool to guide 
the clinician in determ

ining 
diagnosis and course of 
treatm

ent  



Levels of C
are-

Level 0.5 Early Intervention

•O
ne-on-one counseling and educational 

program
s

•P
atients do not m

eet criteria for S
ubstance-

R
elated D

isorder
•P

roblem
s in D

im
ensions 1, 2 or 3 are stable or 

being addressed



Levels of C
are: 

Level 1-O
utpatient Treatm

ent
Therapies include:

•Individual and group 
counseling 

•M
otivational enhancem

ent
•O

pioid substitution therapy
•Fam

ily therapy 

•Educational groups
•O

ccupational and 
recreational therapy

•Psychotherapy
•O

ther therapies



Level 1-O
utpatient Treatm

ent 
D

im
ensional A

dm
ission C

riteria
•D

im
ension 1: N

o w
ithdraw

al signs or sym
ptom

s
•D

im
ension 2: Biom

edical concerns stable
•D

im
ension 3: (a) or (b) and (c) and (d)

a)D
iagnosed but stable m

ental disorder or N
O

 m
ental 

health diagnosis 
b)M

ental disorder requires intervention, but does not 
interfere w

ith addiction treatm
ent 

c)
P

ersistent m
ental illness, w

ith sym
ptom

s and 
disability that cause significant interference w

ith 
addiction treatm

ent, 
d)D

oes not form
 im

m
ediate threat to safety 



Level 1-O
utpatient Treatm

ent 
D

im
ensional A

dm
ission C

riteria
•D

im
ension 4: (a) or (b) or (c) and/or (d)

a)W
illingly engaged in treatm

ent as a proactive, 
responsible participant 

b)W
illing to enter treatm

ent, and to explore strategies 
for changing substance use and/or tobacco, but 
am

bivalent about the need for change 
c)

R
eluctant to treatm

ent, low
 com

m
itm

ent to change 
substance use, variably com

pliant w
ith attendance

d)M
ay not recognize substance use as a problem

•D
im

ension 5: Able to achieve or m
aintain 

abstinence only w
ith support



Level 1-O
utpatient Treatm

ent 
D

im
ensional A

dm
ission C

riteria
D

im
ension 5: (a) or (b) or (c)

a)N
o potential for further S

A problem
s, or has low

 
relapse potential and good coping skills. 

b)
M

inim
al relapse potential, w

ith som
e vulnerability, 

fair self-m
anagem

ent and relapse prevention 
skills. 

c)Im
paired recognition and understanding of S

A 
relapse issues but can self m

anage w
ith 

prom
pting.



Level 1-O
utpatient Treatm

ent 
D

im
ensional A

dm
ission C

riteria
•D

im
ension 6: (a) or (b) or (c)

a)C
lient has a supportive environm

ent or can cope 
w

ith poor supports. 
b)P

assive S
upport or significant others not 

interested in recovery efforts; client can cope.
c)C

lient’s environm
ent non-supportive of addition 

recovery, but, w
ith clinical structure, client can 

cope m
ost of the tim

e. 



Level 2.1 Intensive 
O

utpatient 
D

im
ensional A

dm
ission 

C
riteria

•D
im

ension 1: N
o 

w
ithdraw

al signs or 
sym

ptom
s or adequate 

ability to cope w
ith 

w
ithdraw

al discom
fort 

•D
im

ension 2: B
iom

edical 
stable or m

onitored 
concurrently w

ith no 
interference or adequate 
ability to cope w

ith 
physical discom

fort 



Level 2.1 Intensive O
utpatient 

D
im

ensional A
dm

ission C
riteria

•D
im

ension 3: (a) or (b)
a)

P
ersistent M

H
D

 w
ith sym

ptom
s, but does not interfere w

ith 
addiction treatm

ent
b)

D
iagnosed severe em

otional, behavioral or cognitive 
disorder that not require involuntary confinem

ent  

•D
im

ension 4: (a) or (b)
a)

R
eluctant to treatm

ent, low
 com

m
itm

ent to change 
substance use, variable 

b)
Inconsistent follow

 through, m
inim

al aw
areness of 

substance disorder, unaw
are of need to change, unw

illing 
or partially able to follow

 through 



Level 2.1 Intensive O
utpatient 

D
im

ensional A
dm

ission C
riteria

•D
im

ension 5: Sym
ptom

s intensifying and functioning 
deteriorating at low

er level of care 
•

Im
paired recognition and understanding of SA relapse 

issues, but is able to self m
anage w

ith prom
pting.

•
Little recognition and understanding of S

A relapse issues, 
poor skills to cope w

ith and interrupt addiction problem
s or to 

avoid or lim
it relapse

•D
im

ension 6: (a) or (b)
a)

C
lient’s environm

ent non-supportive of addition recovery, 
but, w

ith clinical structure, client can cope m
ost of the tim

e. 
b)

C
lient’s environm

ent non-supportive of addiction recovery, 
client finds coping difficult even w

ith clinical structure.



Level 3.5 R
esidential  

D
im

ensional A
dm

ission C
riteria

•D
im

ension 1: m
inim

al risk of severe w
ithdraw

al/ 
or severe but m

anageable in 3.7 (detox) 

•D
im

ension 2: N
one/ stable or receiving 

concurrent m
edical m

onitoring/ requires m
edical 

m
onitoring but m

anageable in 3.7 (detox) 



Level 3.5 R
esidential  

D
im

ensional A
dm

ission C
riteria

•D
im

ension 3: (a) or (b)
a)

R
epeated inability to control im

pulses
b)

P
sychiatric disorder requires high structure to shape behavior 

•D
im

ension 4: (a) or (b)
a)

U
nable to follow

 through, has little or no aw
areness of 

substance use problem
s &

 any associated negative 
consequences, not im

m
inent danger to self or others, unw

illing 
to explore change 

b)
U

nable to follow
 through w

ith treatm
ent recom

m
endations, 

behavior presents as im
m

inent danger to self or others, unable 
to function independently and to engage in self-care. 



Level 3.5 R
esidential  

D
im

ensional A
dm

ission C
riteria

•D
im

ension 5: N
o recognition of skills needed to 

prevent continued use, w
ith dangerous 

consequences, repeated treatm
ent episodes

•D
im

ension 6: (a) or (b)
a)N

on-supportive environm
ent chronically hostile, toxic 

to recovery or treatm
ent progress, C

lient is unable to 
cope w

ith the negative effects of this environm
ent.

b)N
on-S

upportive, A
ctively hostile to addiction recovery, 

posing im
m

ediate threat to client’s safety (e.g. client 
lives w

ith a drug dealer w
ho offers drugs daily.) 



W
ithdraw

al M
anagem

ent O
verview

  

•C
om

ponents of W
M

 Services: W
M

 services (Levels 
1, 2, 3.2, 3.7 and 4 in ASAM

) are provided as part of 
a continuum

 of five W
M

 levels in the Am
erican 

Society of Addiction M
edicine (ASAM

). 

•W
M

 criteria include a continuum
 of care that 

ensures that patients can enter SU
D

 treatm
ent at a 

level appropriate to their needs and step up or dow
n 

to a different intensity of treatm
ent levels. 



W
ithdraw

al M
anagem

ent (cont.)
•

Intake: The process of adm
itting a patient 

into a substance use disorder (S
U

D
) 

treatm
ent program

. This includes the 
substance abuse evaluation (S

AE
), the 

diagnosis of S
U

D
, the assessm

ent of 
treatm

ent needs, and m
ay include a physical 

exam
ination and/or laboratory testing

•
O

bservation: The process of m
onitoring the 

patient’s course of w
ithdraw

al as frequently 
as deem

ed m
edically appropriate. This m

ay 
include, but is not lim

ited to, observation of 
the patient’s health status.

•
M

edication Services: The 
prescription or adm

inistration related 
to SU

D
 treatm

ent services, and/or 
the assessm

ent of the side effects 
and results of that m

edication.  

•
D

ischarge Services: Preparing the 
patient for referral into another level 
of care, post treatm

ent return, or re-
entry into the com

m
unity, and/or the 

linkage of the individual to 
com

m
unity treatm

ent, housing, and 
hum

an services.  



W
ithdraw

al 
M

anagem
ent (cont.)

•Licensing and C
ertification 

R
equirem

ents;

•In order to provide 
w

ithdraw
al 

m
anagem

ent/detoxification 
services providers m

ust 
obtain specific licensing and 
certification requirem

ents 
according to the level of 
service provided. 



Polling Q
uestion

If a patient has at least one 
risk rating of 3 w

hich level of 
treatm

ent care should be 
considered?

a)
Level 2.1 (Intensive 
O

utpatient)
b)

Level 1 (E
xtended 

O
utpatient)

c)
Level 3.5 (R

esidential) 
d)

Level .05 (E
arly 

Intervention) 



A
SA

M
 risk ratings and LO

C
 

G
eneral A

S
A

M
 R

R
 (R

isk R
ating)guidelines are 

as follow
s:

•R
R

 0-1 = .05 E
IS

 or Level 1 C
ontinuing C

are 
•R

R
 1-2 = Level 1 E

O
P

•R
R

 2-3 = Level 2.1 IO
P

•R
R

 3-4a/4b = 3.5 R
esidential 



•
Assessm

ent Process
•

Assessm
ent Instrum

ents
•

DSM
-5 Diagnostic criteria

•
ASAM

 Levels of Care and Criteria

C
linical Evaluation: A

ssessm
ent

Sum
m

ary
•

A
ssessm

ent P
rocess

•
A

ssessm
ent Instrum

ents
•

D
S

M
-5 D

iagnostic criteria
•

A
S

A
M

 Levels of C
are and C

riteria



•Q
uestions?

•C
om

m
ents?

•Thoughts?

•Ideas? 
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