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OUTLINE 

• Provider Survey Update  
• Calendar of Trainings on SAPC Website 
• Training & Events 
• ASAM Textbook 
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PROVIDER SURVEY 
• Purpose: To better understand the needs and service capacity of the SUD 

provider network in LA County 
• 126 treatment programs participated (39%): 
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 Our goal: 70% or more  
 Please fill out via SurveyMonkey at https://www.surveymonkey.com/r/93MD3S2 

https://www.surveymonkey.com/r/93MD3S2


CALENDAR OF TRAININGS ON SAPC WEBSITE 
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CLICK HERE 

* Trainings will be routinely updated on the SAPC website as an educational 
resource for clinicians who need their CEUs… please use this resource!  



TRAININGS & EVENTS 
• Motivational Interviewing (MI) training  

– Monday, June 15th from 9a – 5p at Ferguson Complex- West Lobby 
Auditorium (5555 Ferguson Drive, Commerce 90022) 

• Registration will start at 8 am 
– Focused on ensuring fidelity to MI techniques to promote behavior change 
– Sponsored by DHCS/UCLA-ISAP/Pacific Southwest ATTC 
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TRAININGS & EVENTS (cont’d) 

• Date:           June 10, 2015 
• Time:          10 am – 11:30 am 
• Presenter:  Kristin Dempsey, MS, MMFT, LPCC from California  
                         Institute for Behavioral Solutions 
• Who:           Individuals who are interested in using the ASAM  
                         Criteria to place people in the appropriate level of 
                         care. 
• What:         Review of the ASAM criteria and its relationship to  
                         Motivational Interviewing, Brief Intervention, and 
                         Referral to Treatment (SBIRT). 
• Cost:           Free 
 
• Please register at (link located on SAPC calendar): 

https://attendee.gotowebinar.com/register/6616973492926201602 
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TRAININGS & EVENTS (cont’d) 
• ASAM Criteria Training  (July 31st from 10 am to 1 pm) 

– SAPC-UCLA Lecture Series in SAPC auditorium 
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ASAM Textbook 
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Contract Services 
Update 
 

Substance Abuse Prevention and Control 
Daniel Deniz 
Interim Director 
 



Contract Services Division 

• Automated Monitoring System  
– FY 2015-2016 
– SUD and DMC only 
– DUI, PC1000, PC1210 – Phased in later 
 

• Management Documents Submission  
– Administration documents submitted at start of FY 

 
• Renewal Packets 

– Due:  June 19, 2015 
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Best Practices & 
Effectiveness of 
Residential, Outpatient 
and Sober Living Services 

Richard Rawson, PhD., Professor and Co-Director 
UCLA Integrated Substance Abuse Programs 
 
CADPAAC/DHCS Quarterly Meeting 
March 26, 2014 



Today’s Question 
• What is the best evidence to guide the treatment of 

individuals with substance use disorders (SUDs) within 
California’s new SUD financing structure? 

• Specifically: 
• What are the most effective elements of SUD treatment, 

regardless of the specific level of care? 
• What is the evidence for treating patients with SUD in 

specific levels of care? 
• What are the key issues in determining optimal patient 

placement in a specific level of care? 
  



A point of clarification 
• There is very little research evidence to state that one 

level of SUD treatment is superior to another.  
• There is evidence to say that certain practices are 

superior (associated with better patient outcomes) 
than others.  These practices are referred to as 
evidence-based practices). 

• Regardless of the level of care, evidence-based 
practices should be employed when possible to 
achieve best treatment outcomes. 



EVIDENCE-BASED PRACTICES 



Definition of EBP 
Institute of Medicine (2001):  
 
 Evidence-based behavioral practice (EBBP) "entails making 

decisions about how to promote health or provide care by 
integrating the best available evidence with practitioner 
expertise and other resources, and with the characteristics, 
state, needs, values and preferences of those who will be 
affected. Evidence is comprised of research findings derived 
from the systematic collection of data through observation 
and experiment and the formulation of questions and 
testing of hypotheses" (www.ebbp.org). 

 
 

 
 

 
 

http://www.ebbp.org/
http://www.ebbp.org/
http://www.ebbp.org/


Criteria for EBP Designation for SUD 
Practices 

• National Registry of Evidence Based Programs and 
Practices (NREPP): 
• The approach has demonstrated positive outcomes     

(p < 0.05) in >1 studies.  
• The results of the research have been published in a 

peer-reviewed journal or documented in a 
comprehensive evaluation report. 

• Sufficient documentation exists in the form of manuals, 
training materials, etc. to facilitate dissemination of the 
approach. 

 



Benefits and Cautions of EBPs 
• Accurate implementation of EBP protocols is associated with 

positive clinical outcomes. (McHugo et al., 1999; Jerrell & 
Ridgley, 1999) 

• Providers may overestimate the extent to which they utilize 
EBPs when surveyed.  (Miller & Meyers, 1995) 

• Ongoing clinical supervision is a critical component of 
successful EBP implementation.  

 

 
 

 
 
 

 



Which Evidence-Based 
Practices can be implemented 
into community  SUD 
treatment settings? 



What are the most important EBPs? 
• Behavioral Approaches 

• Motivational Interviewing/Brief Intervention 
• Contingency Management 
• Cognitive-Behavioral Coping Skills Training 
• Couples and Family Counseling 
• 12 Step Facilitation and 12 Step Program Participation 

• Medications 
• Methadone  
• Buprenorphine 
• Naltrexone (oral and extended release) 
• Naloxone (for overdose prevention) 
• Acamprosate 
• Antabuse 

 

 
 



Motivational Interviewing: Definition 
 

Motivational interviewing is a client-centered style of 
interaction aimed at helping people explore their 
ambivalence about their substance use and begin to 
make positive behavioral and psychological changes.  



Summary of Motivational Interviewing 

• Goal is to enhance motivation to change 
behavior and elicit self-motivational  
statements using a supportive, non-
confrontational style. 

• The 5 principles of M.I. are: 
1.Express empathy 
2.Develop discrepancy 
3.Avoid argument 
4.Roll with resistance 
5.Support self-efficacy 



Contingency Management 
• Basic Assumptions: 

• Drug and alcohol use behavior can be controlled using 
operant reinforcement procedures. 

• Incentives can be used for money or goods. 
• Incentives should be redeemed for items incompatible with 

drug use. 
• CM can be extremely useful in promoting treatment 

retention and promoting medication adherence. 
• CM for drug free urine tests can be useful in decreasing drug 

use.  



Contingency Management 
• Key concepts: 

• Behavior to be modified must be objectively measured. 
• Behavior to be modified (e.g., urine test results) must be 

monitored frequently. 
• Reinforcement must be immediate. 
• Penalties for unsuccessful behavior (e.g., positive urine test) 

can reduce voucher amount. 
• Incentives may be applied to a wide range of prosocial 

alternative behaviors.  



Principles of Cognitive Behavioral Therapy 
(CBT) 

• CBT is used to teach, encourage, and support individuals about 
how to reduce / stop their harmful drug use. 

• CBT provides skills that are valuable in assisting people to 
achieve initial abstinence from drugs (or to reduce their drug 
use). 

• CBT also provides skills to help people sustain abstinence 
(relapse prevention). 



Behavioral CBT Concepts 
In the early stages of CBT treatment, strategies emphasize 
behavior change, and include: 

• Setting a schedule to promote engagement in behaviors that 
are inconsistent with substance use; 

• Recognizing and avoiding “high risk” situations; 

• Facilitating positive coping skills. 

 



Cognitive CBT Concepts 
As CBT treatment continues into later phases of recovery, more 
emphasis is given to the “cognitive” part of CBT.   
This includes: 

• Psychoeducation regarding addiction; 
• Teaching clients about triggers and cravings; 
• Teaching clients cognitive skills (e.g., “thought stopping” and 

“urge surfing”); 
• Identifying “red flag thoughts”. 



Family and couples counseling  
• There are a number of evidence-based family and 

couples treatment interventions for SUD. 
• Although the intensity and specific techniques for 

working with couples and families, there is one 
overarching finding:  Treatment programs that engage 
the significant others/families into the SUD treatment 
process result in better retention and outcomes for 
the individual in SUD treatment. 



12 Step Facilitation Therapy 
• Project Match and a number of other studies have 

demonstrated that 12 Step facilitation therapy (an 
approach that educates patients about the 12 Step 
program and promotes 12 step program involvement) 
can increase involvement in 12 Step program 
participation. 



12 Step Participation 
• There is an expanding body of research literature that 

documents the benefits of 12 Step program 
participation.  Researchers at Stanford University 
(Moos, Finney, Humphreys and others) have amassed 
a substantial body of evidence that individuals who 
engage in the 12 Step program have better SUD 
outcomes and more improvement in the quality of 
life measures, than individuals who do not 
participate. 



Medication Assisted Treatment 

• Medications with evidence of efficacy: 

• Methadone  
• Buprenorphine 
• Naltrexone (oral and extended release) 
• Naloxone (for overdose prevention) 
• Acamprosate 
• Antabuse 
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Methadone: Clinical Properties  
• Synthetic opioid with a long half-life 
• μ agonist with morphine-like properties and actions  
• Action – CNS depressant  
• Effects usually last about 24 hours 
• Daily dosing (same time, daily) maintains constant 

blood levels and facilitates normal everyday activity 
• Adequate dosage prevents opioid withdrawal  

(without intoxication) 

37 Opioids 
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Rationale for methadone treatment  

• Highly effective treatment for opioid dependence 
• Controlled studies have shown that with long term 

maintenance treatment using appropriate doses, 
there are significant: 

• Decreases in illicit opioid use 
• Decreases in other drug use 
• Decreases in criminal activity 
• Decreases in needle sharing and HIV transmission 
• Improvements in prosocial activities 
• Improvements in mental health 
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Buprenorphine (Suboxone) 
 
 

http://www.rb.com/rbpharmaceuticals/developing-markets


Potentially lethal dose 
Positive  
effect 

= 

addictive  

potential 

Negative  
effect 

Full agonist  - 
morphine/heroin 

hydromorphone  

Antagonist - naltrexone 
dose 

Antagonist + agonist/partial agonist 

Agonist + partial agonist 

Super agonist  - 
fentanyl 

Partial agonist  
- buprenorphine 

Buprenorphine and opiate addiction 
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Maintenance Treatment Using Buprenorphine 

Studies conclude: 
• Buprenorphine equally effective as moderate doses of 

methadone (e.g., 60 mg per day) 
• Not clear if buprenorphine can be as effective as higher 

doses of methadone and therefore may not be the 
treatment of choice for some patients with higher levels of 
physical dependence. 

• Withdrawal symptoms from buprenorphine less severe than 
from morphine or methadone. 
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Buprenorphine safety  
• Low risk of clinically significant problems. 
• No reports of respiratory depression in clinical trials 

comparing buprenorphine to methadone. 
• There is concern about increasing evidence that 

buprenorphine is being abused and sold to non-
patients.   

43 



Naltrexone and Acamprosate 
• Effective  
• Work well with variety of supportive treatments e.g. 

brief intervention, CBT, supportive group therapy 
• Start following alcohol withdrawal – proven efficacy 

where goal is abstinence, uncertain with goal of 
moderation  

• No contraindication while person is still drinking, 
although efficacy uncertain  

• Generally safe and well tolerated 
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Vivitrol Dosage and Administration 

• VIVITROL is given as an  intramuscular (IM) 
gluteal injection every 4 weeks or once a month  
– VIVITROL should not be given 

subcutaneously or in the adipose layer 
 

• VIVITROL must not be administered 
intravenously  
 

• VIVITROL should be administered 
by a healthcare professional, into alternating 
buttocks each month 
 

• VIVITROL should be injected into the upper 
outer quadrant of the buttock, deep into the 
muscle-not the adipose. 

45 
 VIVITROL Full Prescribing Information.  Alkermes, Inc. 

Epidermis 
 

Dermis 
 

Adipose 
 

Muscle 
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Extended Release Naltrexone   
Significantly Reduces Drinking Days1,2 
 

. 
 

† These results are from a post hoc subgroup analysis of a 6-month, multicenter, double-blind, 
placebo-controlled clinical trial of alcohol dependent patients. This subset analysis evaluated 

patients who were abstinent for 4 or more days prior to treatment initiation1 

Reductions were substantial1† 

1. O’Malley SS et al.  J ClinPsychopharmacol. 2007;27(5):507-512.  

2. Drug and Alcohol Services Information System. The DASIS report: discharges from detoxification: 2000. 
http://oas.samhsa.gov/2K4/detoxDischarges/detoxDischarges.pdf. Published July 9, 2004. Accessed 

January 23, 2008. 
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Disulfiram 
• Acetaldehyde dehydrogenase inhibitor – 200 mg daily 
• → unpleasant reaction with alcohol ingestion 
• Indications: alcohol dependence + goal of abstinence 

+ need for external aid to abstinence 
• Controlled trials: ↑ abstinence rate in first 3–6 

months 
• Best results with supervised ingestion & contingency 

management strategies 
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Naloxone for overdose prevention 



      
 

 
 
 

                                                                     



• Walley AY, et al "Opioid overdose rates and 
implementation of overdose education and nasal 
naloxone distribution in Massachusetts: Interrupted 
time series analysis" BMJ 2013; DOI: 
10.1136/bmj.f174. 

http://www.bmj.com/content/346/bmj.f174
http://www.bmj.com/content/346/bmj.f174
http://www.bmj.com/content/346/bmj.f174
http://www.bmj.com/content/346/bmj.f174
http://www.bmj.com/content/346/bmj.f174


Lawsuits change clinical practice 
• Osheroff vs Chestnut Lodge  (1984).  A lawsuit in 

which a depressed patient who had been treated for 
over a decade with psychotherapy, successfully sued 
the treatment center where they had not offered him 
treatment with antidepressant medication.  This 
landmark case was a major turning point in 
widespread acceptance of the use antidepressant 
medication for the treatment of severe depression. 
“Philosophical opposition” to the use of effective 
medications for the treatment of depression was 
established as grounds for medical malpractice. 



“Osheroff” and opiate dependence 
treatment 
• An increasing number of lawsuits in which family members of 

patients who have been discharged from residential care 
without the benefit of medication and who subsequently 
overdosed and died are being filed and “settled” with sealed 
results.   

• Opiate overdose is a medically preventable condition.  
Providers who refuse to educate patients about the availability 
and potential benefits of opioid medications will likely face 
legal liability when patients die from preventable overdoses.  



Other evidence-based treatment 
principles 
• Programs with poor rates of treatment engagement have 

poorer treatment outcomes. 
• For individuals with severe SUD, longer treatment episodes 

(across levels of care) are associated with better outcomes. 
• Residential programs that successfully “step patients down” to 

IOP or OP produce better long term outcomes. 
• For patients with co-occurring psychiatric or medical disorders 

concurrent treatment of these conditions improves SUD 
outcomes. 
 



Conclusions 
• Training clinicians to use evidence-based practices is 

essential to having effective treatment outcomes regardless 
of the treatment setting.   

• Evidence-based Behavioral Treatments include: 
Motivational interviewing, contingency management 
principles, cognitive-behavioral and relapse prevention 
techniques, 12 Step facilitation therapy and 12 Step 
Program participation, and couples and family counseling. 

• Evidence-based Medications include: Methadone, 
buprenorphine, naltrexone, naloxone, acamprosate, 
Antabuse. 

• Useful resources include SAMHSA TIPS and TAPs. 
 



DEFINITIONS AND SERVICES 



ASAM Levels* 
• Level 1: Outpatient 

• < 9 hours of service /week (recovery or motivational enhancement 
therapies/strategies) 

• Level 2.1: Intensive Outpatient 
• 9+ hours of service /week (to treat multidimensional instability) 

• Level 3.1-3.5: Residential 
• 24-hour structure with available trained personnel; at least 5 

hours of clinical service /week 
 

* ASAM Criteria are a consensus-based document, not an 
evidence-based practice 



Sober Living 
• Initial research on SLEs seems to support reduced 

AOD use 
• Limitations: no RCTs; research on benefits of linking SLEs 

with outpatient treatment is limited 

• Social support and involvement in 12-step groups 
correlated with improved outcomes (Polcin et al., 2010a) 

Sources: 
Polcin et al., 2010a. Sober living houses for alcohol and drug dependence: 18-Month outcomes. 
Polcin et al., 2010b. Eighteen-month outcomes for clients receiving combined outpatient treatment and sober 

living houses. 
Polcin et al., 2010c. Recovery from addiction in two types of sober living houses: 12-Month outcomes. 
Policin & Borkman, 2008. The impact of AA on non-professional substance abuse recovery programs and sober 

living houses. 
Polcin & Henderson, 2008.  A clean and sober place to live: Philosophy, structure, and purported therapeutic 

factors in sober living houses. 



Sober Living 
• NARR Standards 

• Recovery Support Standards include: 
• Inform residents on range of local tx and recovery support services 

available (12-step groups, recovery ministries/advocacy 
opportunities) 

• Provide access to structured peer-based services such as didactic 
presentations 

• Offer life skills development services 

Source: National Association of  Recovery Residences (NARR). Standard for recovery residences, 2011. 



RESEARCH ON EFFECTIVENESS 



OP vs. IOP 
• A study by McLellan et al. (1997) compared 6 IOP and 10 OP 

programs 
• Treatment duration: 

• IOP ranged from 30-90 days, 3-5 sessions /week 
• OP ranged from 45-60 days, 1-2 sessions /week 

• Services: 
• IOP programs provided more SUD counseling, but OP programs 

more likely to offer medical appointments, family therapy 
sessions, psychotherapy, and employment counseling 

• Both groups show significant reductions in AOD, and 
improvements in personal health and social function. 
 



Inpatient vs. IOP 
• Studies slightly favor inpatient, but patients benefit 

from both levels of care 
• The important question: which level is more 

appropriate at a given time for each client? 
• Using patient placement criteria to optimally match patient 

needs with level of care is key. 
• Length of stay  should be based on degree of functional 

improvement and patient strengths/challenges.  
• Availability of a broad continuum of treatment options 

benefits the client. 
 
 

Source: SAMHSA CSAT TIP 47: Clinical Issues in Intensive Outpatient Treatment 



Utilization Management and SUD Services 
• Utilization management is the evaluation of the 

appropriateness, medical need and efficiency of health 
services, including SUD services.   

• Utilization management describes proactive procedures, 
including pre-certification for admission, concurrent planning, 
transition planning, and clinical case appeals.  

• Utilization management is prospective  and intends to manage 
health care cases efficiently and cost effectively before and 
during health care administration 
 
 



Thank you 
rrawson@mednet.ucla.edu  



Adjournment 
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