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The Six Dimensions of Multidimensional Assessment

. . AT A GLANCE: THE SIX DIMENSIONS OF MULTIDIMENSIONAL ASSESSMENT
The ASAM Criteria

structures multidimensional ASAM's criteria uses six dimensions to create a holistic, biopsychosocial assessment of an individual to be
assessment around these used for service planning and treatment across all services and levels of care. The six dimensions are:

six dimensions to prowde Acute Intoxication and/or Withdrawal Potential

a common language of ) . )
guag Exploring an individual's past and current experiences of substance

holistic, biopsychosocial use and withdrawal

assessment and treatment . . . L.
oo Biomedical Conditions and Complications
across addiction treatment,
. Exploring an individual's health history and current physical
physical health, and mental condition

health services, which

addresses as well the Emotional, Behavioral, or Cognitive Conditions and

o ] . Complications
spiritual issues relevant in i o )

Exploring an individual's thoughts, emotions, and mental health
recovery. issues

. Th? Six asgessment . Readiness to Change
dimensions, briefly described Exploring an individual's readiness and interest in changing
here, are essentially the

same as in earlier editions of
ASAM'’s criteria, with slight
modifications to apply to
co-occurring mental health

Relapse, Continued Use, or Continued Problem Potential

Exploring an individual's unique relationship with relapse or
continued use or problems

Recovery/Living Environment

6 DIMENSION 6 Exploring an individual's recovery or living situation, and the
surrounding people, places, and things

conditions that were initially
described in PPC-2R (2001)
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How to Use The ASAM Criteria

Xiv A Introduction

The Tabs along the book's side provide quick-reference access to
large content portions of the book. Abbreviated chapter or section titles
are also listed here for ease of use.

In addition to facilitating content access, tabs 2, 3, and 4 represent key
stages in the treatment process, showing how practitioners can move

from assessment through service planning and level of care placement.
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her levels of care, and thelr stall can help
15 mooess support services such as child
vocational training, and transporiation.
sment interventions and modalities may also
d to be tallored to engage adolescents who
- al varying levels of developmental maturity.
Intensive pharmacol herapy frealmenl
srvices, such as Opiokd Treatment Programs
Jeferred to in former years as “methadome
maintenance treatment”™ (MMT) clinics, or as “0pi-
obd Maintenance Therapy™ (OMTI), can involve
patients in intensive paychosocial imerventions
mncummrr Such pro-g'rarns Imumm three to

here for two variations: Intensive Ouipatient
Services (Level 2.1) and Partial Hospitalization
{Level 2.5) programs,

Length of Service

The duration of trearment varies with the
severity of the patient™s illness and his or her
TesponEe i0 fremtmend,

Co-Occurring Mental and Substance-
Ralated Disorders

The sérvices af a Level 2 irealment program are
ipp‘rumam far patients with co-oocurring men-

Service Planning
and Placement

ce-related disorders il the men-
ddictlon ireatment services ane

mentensive oulpatient or partial
am. Such patients require
services, which should be
el 2.1 co-occurring capable
anced programs. Sall for
an inchude general mental
aphsts, counselors, paychol-
clice rental ealth nurkses,
] working In collaboracian
pn clinicians [oertifed and/

prs, nurses, psychologists,

Ll of these addiction specialisis

Adolescent-Specific Content

Content accompanied by this symbol
represents information and considerations

fi rawW a i
Withdrawal relevant to adolescent populations.

Management

patien Lislon, are wmltlng in collaboration with mental health
Lewel o with Level clinicians and professionals whe are specially
3.1, CH “intensity Hesiden- trained and credentialed o work with the most
LOC tial Tres complex cases (e, addiction psychiatrists, work-
Disa - made among various sub- ing In collaboration with other members of the
Placement ypes of £ programs. Crileria are olfered interdisciplinary team].

O

Dimension 1 {&cute Intoxication andfor Withdrawal Patential) s the first of the six assessment dimen-
siors 1o be evahuated in making treatment and placement decisions, The range of dinical severity in this
dimension has given rise to 3 range of withdrawal management bevels of service, A patient whe is experi-
encing or at risk of an acute withdrawal syndrome should not be treated at Level 2.1. For this reason, the
deskgnation of Level 2,1-W has not been used, However, itis impostant to recognize lingering subacute
withdrawal symploms (such as savene insomnia and vivid, disturbing dreams associated with marijsana
withdrawal), which can be guite impairing, are appropriately addressed in a Level 2.1 setting.
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How to Use The ASAM Criteria

The ASAM Criteria: Treatment Criteria for Addictive, Substance-Related, and Co-Occurring Conditions b XV

Each content page of The ASAM Criteria has been created with several tools to facilitate reader usability. Take a
look at the page sample below for an example of how to navigate through this book.

Thi AGAM Critssiac Troarmeat Criteria for Sdictive, Substance-Relned, snd Co-Dreuming Condiiors s 198 -

Treatment Levels Within Level 2
evel 2.1: Intensive Outpatient Services

Pay attention to these section break
indicators. Within certain chapters,
breaks between sections may
represent a new criteria set or a new
population focus.

s (10Ps) generally  offered in any appropriate sening thal meels
d programming  state licensure or certification criteria.

Certain chapters of the book will
use icons to highlight service
characteristics within a level of care.

There are occasions when the patient’s

progress in the 10 no longer requines nine
hours per week of treatment for adulis or si
hours per week far adolescents but he ar
nol et made enough stable progress to be
tramsferred 1o a Level 1 program. In such cases,

Z rea s A

less than nine hours per week for aduls and six
hewrs per week for adolescents as a transition
slep down in intensity should be considered as a
contineation of the 10F program for one o two
weeks. Such continuiry allows for a smool her
tramsition to Level 1 1o avoid exacerbation and
recurmence of skgns and symptoms.

Intensive outpatient ireatment differs from
partial hospitalization (Level 2,5) programs in
the intensity of clinical services that are directly
available. Specilically, most inensive cutpatient

Using both the book and the software

This book and The ASAM Criteria Software are companion text and application. This text de-
lineates the dimensions, levels of care, and decision rules that comprise the ASAM criteria.
The software provides the approved structured interview to quide the adult assessment
and calculate the complex decision tree to yield suggested levels of care. The text and the
software should be used intandem, the text to provide the background and guidance for
proper use of the software, and the software to enable comprehensive, standardized evalu-
ation, Effective, reliable treatment planning requires that both be used together. Note that
services specifically tailored for adolescents are addressed throughout The ASAM Criteria
but are notincluded in The ASAM Criteria Software.

week when the nealment program Is no
Im sesskon.

c. Direct alfiliation with [or close coordination
thraugh referral 1oy more and less inten-
sive bevels of care and supportive housing
services.

Co-Occurring Enhanced Programs
In addition 1o the support systems described

here lor co-cocurring capable programs, Level
2.1 oo-ooourring enhanoed ams offer
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Guiding Principles of The ASAM Criteria

Beginning with the first edition of ASAM's criteria, certain foundational concepts have continued through
this edition and will no doubt serve as the foundation for any future developments. Similar to its prede-
cessors, the following guiding principles serve as the basis for all content within The ASAM Ceriteria:
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»  Moving from one-dimensional to multidimensional assessment

»  Moving from program-driven to clinically driven and outcomes-driven treatment

»  Moving from fixed length of service to variable length of service

»  Moving from a limited number of discrete levels of care to a broad and flexible continuum of care
» Identifying adolescent-specific needs

»  Clarifying the goals of treatment

»  Moving away from using previous “treatment failure” as an admission prerequisite
»  Moving toward an interdisciplinary, team approach to care

»  Clarifying the role of the physician

»  Focusing on treatment outcomes

»  Engaging with "Informed Consent"

»  Clarifying "Medical Necessity"

»  Incorporating ASAM's definition of addiction

What's New in The ASAM Criteria

BRAND NEW CHAPTERS NEW TERMINOLOGY
IN THE ASAM CRITERIA IN THE ASAM CRITERIA

Application to Adult Special » The individuals served in treatment are now most often referred to

Populations as or and these
are used interchangeably in this publication

» Older Adults 9Py P

) o »  Book title and concept is now
» Parents or Prospective Parents Receiving
Addiction Treatment Concurrently with Their »  Terms such as “dual diagnosis” and “dual disorders” are

Children now described in the spectrum of

» Persons in Safety-Sensitive Occupations » "Detoxification services” are referred to in this edition as

» Persons in Criminal Justice Settings
» "Opioid Maintenance Therapy (OMT)" is now discussed as

) The

Emerging Understandings of
Addiction

» Gambling Disorder

» Tobacco Use Disorder

Opioid Treatment Programs (OTP) and Office-Based Opioid
Treatment (OBOT) within

"Level Il.3: Clinically Managed Medium-Intensity Residential
Treatment” is now

e Compatible with The ASAM Ciriteria Software

¢ Combining adult and adolescent treatment information

* Incorporation of the latest understanding of Co-occurring Disorders Capability

* Inclusion of the conceptual framework of ASAM's definition of Addiction and Recovery Oriented

Systems of Care

®  Further expansion on the role of the physician
*  Updated Diagnostic Admission Criteria for the levels of care
*  New chapters on gambling and tobacco use disorder

*  An updated opioid treatment section

*  Updates to better assess, understand and provide services for all six ASAM criteria dimensions

® Revised terminology

e Reformatted levels of care numbers

e Auser-friendly format

Companies’



Co-Occurring Disorders

SNOILLVYDIT1ddV

Mental
, Health Co-Oceuiring
issues . Condition

'

Addiction Treatment

Co-Occurring Capable Co-Occurring
Treatment Enhanced Treatment

Mental Health Treatment

"Co-Occurring Conditions” and "Co-Occurring Disorders” refer to individuals.
"Co-Occurring Capable” and "Co-Occurring Enhanced” refer to types of programs.

Adolescent-Specific Criteria

Adolescent-Specific Considerations: Co-Occurring Disorders

Itis increasingly recognized that comorbidity among adolescents with substance use disorders is the rule
and not the exception. As in adults, the line between addiction treatment and mental health treatment is
increasingly blurring, and the need for co-occurring enhanced, or combined behavioral health program-
ming, is great. Although our evidence base for co-occurring treatment is limited compared to that for
adults, it is growing. For example, there is mounting evidence that identifying and treating depression in
substance-involved youth improves substance use outcomes, and vice versa. Another example is our grow-
ing awareness of the psychiatric sequelae of marijuana use in youth, and our growing clinical suspicions
that these problems are much worse with synthetic cannabinoids ("K2," “spice,” etc.). As more knowledge
emerges, future editions of the criteria should incorporate it to support clinical decision making.

RELEVANT AREAS OF INTEGRATION

olQIS

Integration of substance Integration of primary Integration of addiction
use services into primary health into addiction and mental health services
health care treatment settings in a variety of settings

A major advance during the past decade has been the growth of capacity or capability to address mental health, sub-
stance use disorder, and general health issues in “integrated” settings. This approach facilitates participant engagement
and improves outcomes while using resources more efficiently. Consequently, just as addiction programs have improved
co-occurring capability (and thereby improved their ability to integrate attention to co-occurring issues within addiction
settings), the same thing has been happening in other areas of the health care system as well.
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Levels of Care

ADULT TITLE DESCRIPTION

LEVEL ADOLESCENT
OF CARE TITLE

Assessment and education for at-risk individuals who do not meet diagnostic criteria

0.5 i i
Early Intervention Early Intervention for substance use disorder
. ) . . Less than 9 hours of service/week (adults); less than 6 hours/week (adolescents) for
1 Outpatient Services Outpatient Services - . .
w recovery or motivational enhancement therapies/strategies
X
=}
H . . . . 9 or more hours of service/week (adults); 6 or more hours/week (adolescents) to
m 21 Intensive Outpatient Intensive Outpatient e e IE e T
& treat multidimensional instability
o
a 20 h f service/week f [tidimensional instabili iri
. TPt . o or more hours of service/week for multidimensional instability not requirin
2.5 Partial Hospitalization Partial Hospitalization Y L
24-hour care
31 Clinically Managed Low-Intensity Clinically Managed Low- 24-hour structure with available trained personnel; at least 5 hours of clinical
Residential Intensity Residential service/week
. . Clinically Managed Population-  24-hour care with trained counselors to stabilize multidimensional imminent
3.3 *This Level of Care not designated for Ay Manageaop . 0 . o
. Specific High-Intensity danger. Less intense milieu and group treatment for those with cognitive or other

adolescent populations

Residential impairments unable to use full active milieu or therapeutic community

24-hour care with trained counselors to stabilize multidimensional imminent

3.5 Cllnllcally'Managed AT B CIlnlca'IIy Malnageq High: danger and prepare for outpatient treatment. Able to tolerate and use full active
Residential Intensity Residential 0 ; )
milieu or therapeutic community
3.7 Medically Monitored High Intensity Medically Monitored Intensive 24-hour nursing care with physician availability for significant problems in Dimen-
: Inpatient Inpatient sions 1,2 or 3. Sixteen hour/day counselor ability
4 Medically Managed Intensive Medically Managed Intensive 24-hour nursing care and daily physician care for severe, unstable problems in
Inpatient Inpatient Dimensions 1,2 or 3. Counseling available to engage patient in treatment
*0TPs not specified here for adolescent
OTP ° ng spectiie lere ora ,0 escen Opioid Treatment Program Daily or several times weekly opioid agonist medication and counseling available to
populations, though information may S e . . . ;
(LEVEL 1) (Level 1) maintain multidimensional stability for those with severe opioid use disorder

be found in discussion of adult services

TOBACCO CASE STUDIES

LEVEL OF WITHDRAWAL

MANAGEMENT FOR
ADULTS

DESCRIPTION

TH is a 50-year-old addiction counselor who works at a residential

Mild withdrawal with daily or less than
addiction treatment center. The center has decided that they are going

Ambulatory Withdrawal Management daily outpatient supervision; likely to

) The

@ beg/n NG tobacco addiction along with all other add/ctron. The without Extended On-Site Monitoring WM complete withdrawal management and to

staffis not going to be able to s‘moke atall at work, and l{wI/ notbe continue treatmentor recovery

allowed to come to work smelling of tobacco smoke. TH iis in recovery

from addiction to alcohol and pain medications. He has been sober

for 23 years and always felt that tobacco was not part of his disease. He Moderate withdrawal with all day

feels that he has extra rapport with patients since he goes out smoking Ambulatory Withdrawal Management withdrawal management support and

with them on breaks. TH has often advised patients who wanted to stop B y : nag 2-WM supervision; at night, has supportive fam-

smoking that they should wait at least a year before they even consider R el dienti ily or living situation; likely to complete

stopping, because "it is too hard to quit more than one thing at a time.” withdrawal management

TH has been told by his doctor that his frequent bouts of bronchitis are

Z/rectly related to his smokmg, and that hg needs to stop before /?e Moderate withdrawal, but needs 24-
oes permanent damage to his lungs. TH is about 40 Ibs. overweight o o ;

and fears that if he stops smoking, he will gain even more weight. He Cl!mcally Managed Residential 3.22WM HoliSiphortia complete W|vthd.rawal

has never tried to quit, and is angry about his workplace forcing him Withdrawal Management managementand increase likelihood of

to stop. continuing treatment or recovery

TH is in the precontemplation stage of change. He needs education Severe withdrawal and needs 24-hour

about nicotine addiction and motivation for tobacco cessation. If TH will _ ) ) nursing care and physician visits as nec-

accept treatment, he may benefit from combination pharmacotherapy, Medically Monitored Inpatient BN . unlikely to complete withdrawal

taking into account his concern about weight gain. Outpatient coun- Withdrawal Management mana Ie twithout medical. nursi

seling (Level 1) is the most appropriate place to begin, with additional agement without mecical, nursing

online resources and quitline assistance. TH may find Nicotine Anon- monitoring

ymous helpful, since he will be able to use the same philosophy and

skills to quit tobacco that he used to enable recovery from alcohol and Severe, unstable withdrawal and needs

pain medications in the past. Group support at work will help motivate Medically Managed Intensive 4-WM 24-hour nursing care and daily physician

TH and enable his tobacco cessation attempts to be successful. TH's pri-
mary care physician should monitor his tobacco cessation and weight,
and give positive feedback about improvements in his bronchitis and
lung function.

Companies’

Inpatient Withdrawal Management

visits to modify withdrawal management
regimen and manage medical instability



Decisional Flow to Match Assessment and Treatment/Placement Assignment

To guide clinical evaluation and discussion, sequentially move through the following decisional flow to
match assessment and treatment/placement assignment. If disagreement occurs with another member
of the treatment team or a care manager or utilization reviewer, work through this flow to identify which

steps there is clinical agreement on and which steps are in question.

WHAT DOES THE PATIENT WANT? WHY NOW?

v
DOES THE PATIENT HAVE IMMEDIATE NEEDS DUE TO IMMINENT RISK IN ANY OF THE
SIXASSESSMENT DIMENSIONS?

A 4
CONDUCT MULTIDIMENSIONAL ASSESSMENT
A 4
WHAT ARE THE DSM DIAGNOSES?

MULTIDIMENSIONAL SEVERITY/LEVEL OF FUNCTION PROFILE
A 4
IDENTIFY WHICH ASSESSMENT DIMENSIONS ARE CURRENTLY MOST IMPORTANT TO
DETERMINE TREATMENT PRIORITIES

v
CHOOSE A SPECIFIC FOCUS AND TARGET FOR EACH PRIORITY DIMENSION

v
WHAT SPECIFIC SERVICES ARE NEEDED FOR EACH DIMENSION?

WHAT “DOSE" OR INTENSITY OF THESE SERVICES IS NEEDED FOR EACH DIMENSION?

A 4
WHERE CAN THESE SERVICES BE PROVIDED, IN THE LEAST INTENSIVE BUT SAFE
LEVEL OF CARE OR SITE OF CARE?

v
WHAT IS THE PROGRESS OF THE TREATMENT PLAN AND PLACEMENT DECISION;

OUTCOMES MEASUREMENT?

Notice how the tabs
within The ASAM
Criteria correspond to

key points along this
decisional flow.

Intake and
Assessment
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Service Planning
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Withdrawal
Management

Special
Populations
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Five challenges and special considerations with criminal justice populations

1. The ASAM criteria assesses Dimension 4 (Readiness

to Change) and applies individualized treatment using
evidence-based practices (EBPs), which assess stages of
change and apply motivational enhancement strategies
with flexible lengths of stay (LOS). However, frequently
there is an expectation in criminal justice systems that
the individual should be in the action stage in order

to manifest healthy, prosocial behaviors and remain in
compliance with court orders. In addition, this is often
mistakenly thought to be attainable in addiction treat-
ment programs in criminal justice systems by designing
a fixed length of stay and non-individualized program
completion/graduation targets. The criminal justice
system may have unrealistic assumptions about how
soon a person can reach the action stage, and correc-
tional services may involve a mandated length of stay
in clinical care that is too brief to achieve reasonable
clinical outcome goals, including goals for motivational
enhancement interventions.

Judges, other court officials, and probation and parole
officers often mandate specific levels of care (eg, resi-
dential treatment) and lengths of stay (eg, 1 year) versus
focusing on mandating comprehensive assessment and
ongoing treatment adherence. It is understood that
judges, other court officials, and probation and parole
officers often do what they do because they perceive it
as being required of them, as is the case in the context
of sentencing and supervision guidelines given to those
in the criminal justice system by a legislature or an exec-
utive branch authority. It is the treatment community’s
role, and challenge, to assist the criminal justice system
in interpreting the guidelines in a manner that offers the
best match to the treatment options for this population.

. Due to limited resources, community and institutional
corrections most often make treatment and placement
decisions based not on “offenders’ needs” but on
"what resources are available.”

. Criminal justice's emphasis on criminogenic risk, need,
and responsivity (RNR) may place the need for address-
ing substance use disorders or co-occurring disorders

) The
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as a secondary or tertiary focus, versus addressing
these disorders concurrently. While recognizing sub-
stance use disorders as a criminogenic need, criminal
justice may place higher priority and resource focus on
other high-risk criminogenic factors such as antisocial
values, criminal associates, and antisocial personality
traits. The challenging question for the treatment com-
munity in linking the ASAM criteria to this population
may be as follows: Is the behavioral health care provider
adequately trained or equipped to address the RNR

for the offender population? And if not, what should be
done to improve this capability? However, the treat-
ment of the other non-criminogenic disorders, while not
the priority, are necessary for recovery and reducing
criminogenic factors.

4. The individual's responsivity to a formal course of treat-

ment and other recommended interventions at times
may be in conflict with the criminal justice system’s
expectations of the participant. It is critical to involve all
parties (eg, judges, probation and parole officers, other
court officials) as well as the justice- involved individual
in the decision-making process. It is also important

to create learning opportunities for criminal justice
personnel to understand more about substance-related
and addictive disorders, and also co-occurring mental
health conditions.

. Most treatment programs in prisons and jails, draw-

ing from clinical traditions employed in therapeutic
communities, emphasize the group and community as
primary change agents in contrast to individual, one-
on-one counseling. Individual sessions are provided,
but are secondary to the group structure and milieu
interventions. This approach may be followed because
of high caseloads and budgetary considerations, but

it may also be based on the belief that criminogenic
risks and needs are best addressed in a group context,
and thus take priority over individual counseling and
individualized treatment planning. This is not to say that
individualized treatment does not occur for this special
population; it does, but it needs to be contextualized to
the limitations of the specific criminal justice setting.

Coming Fall 2013
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