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ASAM meanings...

Association for Solidarity with Asylum Seekers and
Migrants....Aviation Safety Action Message...Advanced
Software Acquisition Management...Association for
Standardization of Automation and Measuring
Systems....Advanced Surface - to Air Missile....

American Society of Addiction Medicine (ASAM) History

1950 Percodan, a combination of oxycodone and aspirin, is released to American physicians for prescription

1951: New York City Medical Committee on Alcoholism established. (Under NCA; Marty Mann, Ruth Fox
collaboration)

First jet passenger trip, October 10, Joseph Stalin accuses Soviet Union of having atomic bomb

1954: New York City Medical Society on Alcoholism’s (NYCMSA) first scientific meeting, September 16,
1954 at New York Academy of Medicine) First mass inoculation of polio (Pittsburgh) with Salk vaccine

1986 Emergency Medical Treatment and Active Labor Act (EMTALA) requires hospitals participating in
Medicare to screen and stabilize all persons who use their emergency rooms regardless of ability to pay.

1988 (A-88): ASAM is approved and accepted into membership by the House of Delegates of the American
Medical iation (AMA) as a national medical specialty society.

1989: The Texas Medical Board adopts language to support wider use of painkillers by doctors. Fourteen states
follow in its footsteps.
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ASAM History (continued)

1990 (A-90): The AMA House of Delegates acts to assign addiction medicine a code as a self-designated
practice specialty in the AMA Physician Masterfile by approving a resolution inspired by ASAM and
introduced by the California Medical Association. ASAM Board approves the ASAM Guidelines for
Fellowship Training Programs in Addiction Medicine (amended 1992), developed by the ASAM Fellowship
Committee.: Principles of Addiction Medicine published, documenting the scientific and clinical foundations
of the specialty.

Federal funding for the war on drugs reached $17.1 billion dollars. In a Gallup poll, 34% of Americans admitted
to having tried marijuana.

1996: Content of Addiction Medicine developed, to outline the multi-disciplinary content of the specialty of
addiction medicine.

1996: Purdue Pharma releases OxyContin.

ASAM History (continued)

2006: The ASAM Board approves the ASAM Strategic Plan to “establish addiction medicine as a primary
specialty” (Mission Statement), “a recognized ABMS medical specialty” (ASAM’s Goals: 2006-2010); and to
“develop standards for appropriate content on addictive disorders for use in residency tra
and compile and disseminate information on the Addiction Medicine content of residency training programs
(Goal 1)

iing programs,

2006: MSAG (Medical Speciality Action Group) holds its first face-to-face meeting at Hazelden in Minnesota,
and with the selection of Chairs of three MSAG Committees (Outreach, Training, and Finance), the MSAG
Steering Committee composition is completed.

Medicare Part D Drug benefit goes into effect.

ASAM Criteria Principles:

®  Addiction is a primary, chronic disease of brain reward, motivation, memory and related circuitry.

e ASAM criteria provide guidelines for helping patients manage their chronic, relapsing remitting
disease, by placing them in the least restrictive setting in which they can learn and apply coping skills
and accountability of their disease

e ASAM criteria are not just about placement. They are about treatment, and management.

e ASAM criteria consider co -occurring substance abuse and mental health conditions

e ASAM is compatible with DSM-V.
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ASAM Criteria Principles

Evidence Based Treatment: Motivational Interviewing, Enhancement

No “first fail” admission criteria for higher levels of care

Fluid, with many levels of care

Multi-dimensional treatment planning, looking at person as a whole

Individualized care

Clinical focus, not program focus, clinical justification for level of care

Provides universal language across addiction systems

Admission criteria for each level of care, continued stay criteria or extension criteria, discharge criteria
Least restrictive with best opportunity for change. Consideration of safety, patient’s right to choose,
refuse care

ASAM Criteria Dimensions

Acute intoxication and/or withdrawal potential

and

ive and
Readiness to change (Stages of Change)
Relapse, continued use/continued problem potential

Recovery environment

Dimension 1: Acute Intoxication/Withdrawal Risk

‘What are the risks associated with the patient’s current level of intoxication?

‘What are the risks of the patient’s withdrawal from the substance, including seizure risk from
withdrawal of benzodiazepines, alcohol or barbiturates?

If ambulatory detoxification is medically safe, does the patient have support to get back and forth to
where they need to go?
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Dimension 1: Withdrawal Management

o New to ASAM: Withdrawal as opposed to D |

o Level lWM: Ambulatory Withdrawal Management without Extended On-Site
Monitoring
Level 2 WM: Day hospital service with extended monitoring (Partial Hospitalization)
Level 3.2 WM: Clinically managed residential withdrawal treatment

o Leve3.7WM: Medically monitored inpatient withdrawal management (residential)

o Level 4 WM: Medically managed intensive inpatient withdrawal management hospital
bed

Dimension 1. Severity Ratings

0__ Individual fully functioning w/ good ability to tolerate, cope with withdrawal discomfort
" Nossigns or symptoms of withdrawal present or are resolving andif alcohol, a CIWA-Ar score of less than 3

Nossigns or symptoms of intoxication

1__ Adequate abilty to tlerate or cope with withdrawal discomfort
Mild to e or signs, symptoms interfere widaily functioning, but nota danger to self or others

" Winimal risk of severe withdrawal resohing and if alcohol, a CIWA-Ar score of 3-7

" subintoxication level

2__ Some difficulty tolerating and coping wiwithdrawal discomfort

_Tntoxication may be severe, but responds o treatment so individual does not pose imminent danger 1o self or others
Moderate signs and symptoms with moderat risk of severe withdrawal

" Somewhat intoxicated

" I alcohol, a CIWA-AT score if 8-11

al discomfort
le imminent danger to self & others
vithdrawal; or withdrawal is

3_ Demonstrates poor abilty to tolerate and cope with withdr
" Severe signs and symptoms of intoxication indicating
Severe signs and symptoms of risk of severe but manageal
" Very intoxicated
" Ifalcohol, a CIWA-Ar score f 12-15

ing despite detoxification at less intensive level of care

__ Incapacitated, with severe signs and symptoms of withdrawal
_Severe withdrawal presents danger (e.q. seizures)
" Continued use poses an imminent threat to

I akohol, a CIWAAY score over 15

Dimension 2: Biomedical Conditions

o Does your patient have physical conditions/illnesses that impact withdrawal?
Abscesses, potential for infection, sepsis
e Does your patient have chronic illnesses (hypertension, diabetes)?
o Hepatitis C
o Does your patient have symptoms, such as chronic pain, associated with illness?
o Fibromyalgia, cancer, arthritis
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Dimension 2: Severity Ratings

__ Fully functioning with good abillty to tolerate or cope w/ physical discomfort
No biomedical signs or symptoms are present, o biomedical problems stable
No biomedical conditions that will interfere with treatment terisk

__ Demonstrates adequate abilty to tolerate and cope with physical discomfort

" Mild to moderate signs o symptoms interfere with daily functioning, but would likely not interfere with recovery treatmentnor create risk

ficulty tolerating and coping with physical problems andor has other biomedical problems
lem, which may interfere with recovery treatment
hich might interfere with recovery treatment (e.g., kidney dialysis)
are present

__ Somed

I problems

Neglects o care for serious biomedi

" Acute, non-ife threatening medical signs and symptoms

__ Demonstrates poor abiliy 1o tolerate and cope with physical problems andlor general health is poor

_ Fias serious medicl problems hefshe neglects during outpatiet treatment that require frequent medical atention
Severe medical problems are presentbut stable
" Medical problem(s) present that would be severely exacerbated by a relapse
edical problem(s) present that would be severely exacerbated by withdrawal (e, diabetes, hypertension)
Medical problems that require medicalor vic

4__ Incapacitated, with severe medical problems
Severe medical problems that are lfe threatening risk

Dimension 3:Emotional/Behavioral/Cognitive

Does your patient have current psychiatric illnesses or psychiatric, behavioral or emotional problems

.
that need to be addressed; or that complicate treatment? Will those issues complicate your patient’s
addiction treatment?

(e.g. personality disorder, schizophrenia) Did they exist before the patient’s addiction?

o Do the emotional/behavioral problems seem to be secondary to the addiction, or are they separate
issues? Did they exist before the addiction? Personality issues take a long time to treat, and are
essentially behavioral. They require a high skill level (psychiatric) to treat

® As the patient’s suicide risk.

Dimension 3. Severity Ratings
0__ Noor stable mental health problems

1__ Sub-clinical mental disorder

__ Emotional concerns elate to negative consequences and effects of addiction.

__ Suicidal ideation without plan

" social role functioning impaired, but not endangered by sub

" Mild to moderate signs and symptoms with good response to treatment n the past,
bility or are chronic, but o not pose high risk of harm

/mptoms that do not impair role functioning (e.g. social, school, or work

e mild

nce

" Or past serious problems have long period o

2_ Suicidal ideation or violent impulses require more than routine monitoring
avioral, or cognitive problems om recovery effo

__ Emotional, bel

__ Symptoms are causing moderate difficuly i role functioning (e.g. school, work)

__ Frequentand/or intense symptoms with a history of sgnificant problems that are not well stabilized
distract from recovery efforts

but not imminently dangerous

" Problems with attention or distractibily interfere with recovery efforts
ithrequired psychiatric medications

" History of non-adherence
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Dimension 3. Severity Ratings (continued)

3_ Frequent impulses to harm self or athers which are potentially destabilizing, but not imminently dangerous
__ Adequate impulse control to deal with thoughts of harm to self or others

__ Uncontrolled behavior and cognitive deficits imit capacity for self-care, ADL’s

" Acute symptoms dominate clinical presentation (e.g. impaired reality testing, cation,
significantly compromise community adjustment and follow through with treatment recommendatio

ught processes, judgment, etc)and

___ Individual has severe and unstable psychiatric symptoms and requires secure confinement

Severe and acute psychotic symptoms that pose immediate danger to self or others (e.g. imminent rsk of suicide; gross neglect of self-care; psychosis with
unpredictable, disorga
prevent dangerous

or violent behavior) __ Recent history of psychiatric instabilty andor escalating symptoms requiring high intensity services to
quences

Dimension 4: Patient Stage of Change

o Hasyour patient been coerced into treatment by family, employer or the court system?

e Who is paying for their treatment?

e What does your patient want? Do they want to be sober?

e Are they homeless? Without income?

e Isyour patient willing to accept treatment? Accept the diagnoses given to him by the
psychiatrist/addiction treatment team?

e Isyour patient only compliant to avoid negative consequences, or does helshe have a deeper motivation
to change (such as ‘I need to address my depression, I’ve been fight it for years)?

e External vs internal Motivation

Dimension 4 (continued)

Prochaska and DiClemente: Stages of Change

Precontemplation: Person cither doesn’t think they have a problem, or hasn’t thought about

change

Contemplation: Ambivalence

Preparation

Action

Maintenance

Termination

Relapse and Recycling can occur at any stage.
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Dimension 4. Severity Ratings

Villingly engaged i treatment as a proactive participant, is

ware offadmits to having an addiction problem and is commited to addiction treatment and

changing substance use and adherence with psychiatric medications
al recovery o
e influence:

s in Preparation or Action Transtheoretical

Stage of

1_Willing to enter treatment and explore strategies for changing AODA use or dealing with mental health disorder but is ambivalent about need for change (s
emplation Stage of Chan

the need for treatment

je AODA use but believes it will not b difficult or will not accept a full recovery treatment plan or does not recognize that hef

op substance use

e hasa

to treatmentfor substance use or mental health problems but willing o be compliant to avoid negative consequencesor may be legally
treatment

__ Able to articulate negative consequences of AODA use but has low commitment to change use of substances
I han

required o engage i

adine and s only passively involved in treatment

Variably

mpliant with outpatient treatment, self help

sther support groups

Dimension 4. Severity Ratings (continued)

3__ Exhivis inconsistent follow through and shows minimal
Appears unaware of

ness of AODA or mental health disorder and need for treatment

eed to change and unwilling

only partially able to follow through with treatment recommendations

4__ Unable to follow through, has lte or no awareness of substance use

or mental health p
arding iiness and ts imy

no iy

lems and associated negative consequences
Notwilling to explore change and i

ger or unable to care for
Unable to follow through with treatment

s not in imminent d e action requir

resulting in imminent danger of harm to selffothers o inability to care for self

Precontemplative



http://www.youtube.com/watch?v=oSabR0ksmgc

Dimension 5: Relapse/Continued Use/ Continued Problem Potential

e Arethey in immediate danger because of their drug and alcohol use?

e Does the patient have any recognition or understanding of, and skills for how to cope with his/her

addiction?

o What severity or problems or distress will potentially occur if the patient continues to use drugs and

alcohol?

e How much insight does the patient have regarding cravings and triggers to use, and the dangers of their

continued use?

Dimension 5. Severity Ratings

0___No potential for further AODA or MH problems
Low relapse or continued use potential and good coping skills
s engaged with ongoing recoverysupport groups
Has positive expectanciesabout treatment
No use of ilicit drugs

" Has no demographic risk factor (under 25 years of age, never married or having lived as married, unemployed, no high school diploma or GED)

No currentcraving
_ Noimpulsivity noted
__ Appropriately self-confident
Not risk-taking or hrillseeking
" No psychiatric medication required or adherentwith psychiatric medications

1 __ Minimal relapse potential with some wuinerabilty
__ Some craving with abilty t0 resist

One or two changeable demographic risk factors
_ Marginally affected by external influences
_ Mostly non-impulsive

Mostly confident
" Lowlevel of risk-taking or thril seeking
" Fair self - managementand relapse prevention skills

Needs supportand counseling to maintain abstinence, deal with craving, peer pressue, and lifestyle and atttude changes

" Mostly adherentwith prescribed psychiatric medications
Episodic use of alcohol (fess than weekly)
Sporadic use of drugs (<Liveek) Not IV

Dimension 5. Severity Ratings (continued)

Impaire ecogniton and understanding of substance use ek
ifficulty mainaining abstinenc despie engagement n reatment
“Able t self-manage with prompting
ome craving with minimalisporadic abily to resist
 One or two durable demographic isk factors
Moderately afected
_ Neither-impulsive nor deliverat
" Uncertain about abilty 10 recover or ambivalent
 Moderate level of isk-taking or thril-seeking
Mostly agherent withprescribed psyehiaric medications with failure likely to
Reqular use of alconol (once o twice a week)
foderate use of drugs (1-3Xh

y external influences

moderate o severe problems

Litte recognition and understanding of substan
a5 poor sill 0 cope with and nterupt adiction problems, o 10 avoid or fimit relapse o confinued use

ce userelapse

e craving with minimalisporadic abiliy o resist

_ Somewhat impu
 Dubious about abil
 High level of i
Mostly non-adherer
Frequentuse of alcohol
Frequentuse of drugs (more than 3Xweek) and/or smokingdrugs

with ailure likely ta resultin
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Dimension 5. Severity Ratings (continued)

on functioning
d interruptaddiction problems or
it demographic risks

limit relap

or continued use __ Severe craving with no abily to resist
ity o

" Very impulsiv

" Very pessimistic or inappropriatelyconfident bout ability o recover but i not i imminent danger
Dangerous level ofrisk-taking or thrill-sesking

or unable to care for slf

70 immediate acton required

Not atal adherent with prscribed psy medications with falur likely o result in severe problems
Daily intoxication
" aily use oflicit drugs andlor IV drug use

le o care for self

Dimension 6: Recovery Environment

e Your patient’s recovery environment is highly critical.

o Who s in their family is supportive of their recovery?

Is there anyone dangerous to your patient’s recovery in their home/work en

ronment?

o With whom does your patient live?

Does anyone they live with use drugs and alcohol as well?

Is someone shaming your patient for their addiction?
e Educational Problems

o Housing Problems

Dimension 6. Severity Ratings
pportve environmentor i abe o cope vith poor supports
Liing in home
" Fewliquor outletsino overt

1 dealing
ultural norms strongly discourage abusive use

ive leisurelrecreational activities not associated with use

Po
__ Norisk for emotional, physical or sexual abuse

artiers o treatment o recovery
s passive support in environment; family/si
mmunication ki

nif

nt other support system need to learn techniques to support the individual's recovery effort (
e)

ant others are not interested in supporting addiction recovery, but individual is not oo distracted by this situation, and is able to cope with the
environment

Individual demonstrat

otivation and willingness to obtain a positive social
supportive living situation in a non-dry or non drug-free home

hol & drugs readily obtainable

ftural norms discourage abusive use

upport system

__ Leisurelrecreational activities conducive 1o recovery available

tical barriers to treatment o recovery can be readily overcome

ot supportive of addiction recovery, but with clinical structure, individual s able to cope most of the time

ol & drugs near home

rms inconsistent about abusive use

Leisurelrecreational activities neutral for recovery

Above average risk for emotional, physical or sexual abuse
b

bariers to treatment of recovery serious but resohable
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Dimension 6. Severity Ratings (continued)

3_ Environment i not supportive of addiction recovery, and coping s difficult, even with clinical structure
__ Someane in the household currently dependent or abusing

" Barsliquor sores/dealers prevalent

" Subcutural norms encourage abusive use

__ Alkconol
" Substantialrisk for emotional, physical o sexual abuse in currentenvironment
__ Substantial logistcal impediments to treatmentor recovery

4__ Environment s not supportive of addiction recovery and is hostle and toxic 0 recovery or reatment progress
__ Unstable residence, living in shekter or mission, homeless
" Extensive drug dealingsolicitation
' subcuhtural norms strongly encourage abusive use
__ Leisurelrecreational actvities poise severe risks
" currently being emotionally, physially or sexually abused
__ Extreme logstical impediments to treatment or recovery
" Unable o cope with negative effects of th fiving environment on recovery - no immediate action required

" Environment i not supportive of addiction recovery, and i actively hostke 10 i - immediate
action required

...include consideration of patients’ family in ASAM

Level of Care Per ASAM

REFLECTING A CONTINUUM OF CARE

Intonuive Outpationt/
Outpationt Paria Hospraszation Revidentisl
Servces Sences

Madicaly Mansged
Inpatiant Sarices Sarvices

Earty Wtorvonton

Note:
Within the five boad evels of care (05, 1,2, 3, 4), decimal nom
ers are used tofurtherexpress gradaions of intensityof services, ¢
The decimals listed b & contioyum,  Muaged
mesning patients can move up or down in terms of intensity with- o

nchmat

outnecessarly being placed in & new benchmark evel o care. Servens
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http://www.youtube.com/watch?v=9mkk2KeRWM0

Level of Care Per DHS 75
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2.5 Partial Hospitalization 35 High Intensity.
20 Hours/Week Residential
DHS 75.12

0.5 Prevention (Early

3.7 Medically

Treatment

nerent
ﬁ [0 21107 iensie Oun

3.3 Medium Intensity
Residential Service. 75.07
24~ hour RN care under MD

1.0 Outpatient 3.1 Low Inensity
Residential Services

DHS 75.15 Narcotic DS 75.14

Treatment Service for 26 Hou Structure

Opite Adiction Clicly Menoged Care o

Methadone Maintenance nieally Managed Care 8
IWeek

Chapter DHS 75
DHS 75.05 Emergency outpatient service.
DHS 75.06 Medically managed inpatient detoxification service
DHS 75.07 Medically monitored residential detoxification service.
DHS 75.08 Ambulatory detoxification service
DHS 75.09 Residential intoxication monitoring service.
DHS 75.10 Medically managed inpatient treatment service.
DHS 75.11 Medically monitored treatment service.
DHS 75.12 Day treatment service.
DHS 75.13 Outpatient treatment service.

DHS 75.14 Transitional residential treatment service.

Clinically Managed: Definition

Clinically Managed:

4.0 Medically Managed
Inpatient Treatment Service
24 Hour Nursing Care with
Physician Availability for
patient needs on

DHS 75.06.

Care that is provided by someone other than medical personnel. Patients should have minimal intoxication or

withdrawal risks. For a person with primarily emotional

Level 3.1 : Halfway House or Sober Living= Clinically Managed Low Intensity Residential

Level 35 Residential Treatment Facility= Clinically Managed High Intensity Residential Services

Patient has no needs on Dimension 1: only a few on Dimension 2 and Dimension 3. For the most part the

patient needs care in Dimensions 4, 5 and 6.
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Medically Monitored Definition

Services provided by an interdisciplinary staff including nurses, counselors, social workers, addiction
specialists and other technically certified staff (behavioral health technicians, for example) under the
direction of a licensed physician.

Medical Monitoring is provided by a mixture of patient contact, record review, team meetings, 24 - hour
coverage by a physician and quality assurance team

Level 3.7: Short Term Residential

Medically Monitored vs Medically Managed

o Note the wording: Medically Monitored vs Medically Managed Intensive Inpatient
o Monitored = 24 hour nursing care, under the supervision of a physician
Managed = 24 hour nursing care, physician management and all the resources of the hospital
e Ingeneral medically monitored denotes residential care; medically managed denotes inpatient care
e The stronger the biopsychosocial assessment, the better you can apply ASAM criteria effectively

o Treatment level 3.5 used to be thought of as a 30 day stay; this is not always the case, depending on the
program, providers, and insurance company authorizing care.

e Aprogram should never cite exactly how many days their program lasts; this suggests a lack of
individualization of care.

Level of Care Placement After Relapse

e Base assessment on the HERE and NOW for the patient: Don’t assume that because the patient
relapsed, their previous level of care wasn’t enough

e Adjusting the treatment plan is the appropriate approach: not necessarily increasing the level of care.

o Treatment should never be a punishment.

Individual, clinically driven program will have varying lengths of stay for patients.

Program driven by the program content (rather than the individual patient) will have a set number of days
everyone is in treatment (28 days, or 30 days).

10/1/2018
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Relapse and Shame

Relapse is not a separate stage of change.

Relapse is expected but not inevitable

Help patients avoid feeling demoralized, discouraged or stuck by relapse

Punishment and shame serve no purpose

Use of multidimensional assessment critical. What is keeping the patient from getting sober? If they continue
using, but also continue showing up for treatment, they are ambivalent, and we can work with this: is the
difference between addiction professionals and the rest of the world: it’s where we come in; we step in and
quide the patient toward change, once they set foot in the door.

Readiness to Change:

Terrance Gorski: wonderful writing about relapse.

Documentation. Tell The Story

Dimension 3: Emotional: Mood Stability (monitoring of attention, concentration, anxiety).
Dracula’s mood remains mostly flat, but he laughed when talking about Halloween anda h d chhe

slipped and revealed that he, i fact, is the Real Dracul.
Dimension s y sttt cravigs or blood remaisrong andttes that sbout
6 times a day” he stil thinks about leaving. toscourhis old V ink ( 5-)
M Sttt sar S wewke, 'l efrable h sion4 &5 H
wantstostay cleanfrom herain, and bel better”, but sl soys, “'m nottro ‘wmn it stop thiningabouthefeeling of usingan sl have

utof my head" statement tha ut overall he states that he’s “getting bett
because duri his wife, he s: for* © mamnma 2 good vist (Addresses Dimension 4 & 6
behavior changes].
imensioné: CWr.Smihissowlyimprovin I al the time" to ab H
rdivid and has identified + use (anger, fights with his wife and boss, and beingaround old neighborhood). Hels
learni \[,\u& seh angry) and reports he now likes going to men’s NA meetings
because e feesike the men “ge it and “understand me’ \Svnuh(mmsumh\ﬂv'ﬂzms:\ However, given his 30-year history of heroin use and strong cravings,
he needs Kill, alon and hisintense emotions which have previously been
triggersto use. \hul\m«hw'uuvv-umbh svl«lm»(mv»v\tﬂ(y Givem his ongoing hallenges and th severiy/frequency/doraionof s heroin use, e
may be an {tinterested in considering the use of
medications o help with histreatment, he now says he'slike o know more ater us and speaking
with him about the pros and cons of MAT and how it may help him achieve his recovery goals I

change). P a the assessment of the case, counselor/clinician outlines the

.)sﬂusnmevs the client’s recovery goals, both in terms of the client and the cou Provided add ion regarding MAT
for session. - gard to MAT T might assist client with his
goals . . get job back, etc). al 30-day extension dress ongoing cravings, and the fact

That posteprogres i being made withcurrent interventions. Wi Inroduce CBT merventio
with wife, who s strongly supportive of ecovery. - Wil continue to monitor cient and relapse p

stoshowt h{o,k\eohm,er -Plan to continue family sessions
I clos

..a combination of circumstances...tell the story

10/1/2018
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http://www.youtube.com/watch?v=A6dlXNQf0tw

Helpful Points..

Is your recommendation appropriate; does it balance the least restrictive level of care, without putting
the patient at severe overdose or withdrawal risk?

Do you utilize DSM-V?

Criminal history should be included in your assessment of level of risk : for example, a patient who
continues to drive under the influence of alcohol, though not in immediate withdrawal, should be
considered for a minimum of Partial Hospitalization.

Your documentation must reflect your line of reasoning.

Raising the level of care isn’t always the answer. It is more likely that the treatment plan needs to be
adjusted, with a focus on readiness/motivation to change. If a patient relapsed after a lesser level of
care, such as 10P, there is no guarantee that by putting the patient in Partial Hospitalization will result
in a longer recovery without also focusing on the treatment plan.
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