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Many individuals use more than one substance.
However, most research that examines substance use
and establishes evidence-based practices for treatment
addresses the use and treatment of a single substance.!
Furthermore, the Diagnostic and Statistical Manual

of Mental Disorders (DSM-5)—which defines and
classifies disorders to improve diagnosis, treatment,
and research—includes a definition for substance use
disorders (SUD), but does not include a definition for or
address concurrent substance use (CSU) or concurrent
SUD, which complicates diagnosis and treatment.
Based on the DSM-5, SUD are a cluster of cognitive,
behavioral, and physiological symptoms indicating that
the individual continues using the substance despite
significant substance-related problems.

e A

Terminology

Clinicians and organizations may use other
terms to describe CSU and concurrent SUD—
these include co-occurring substance use,
polysubstance use, and dual diagnosis.

\ J

This guide provides information on the prevalence and
treatment of CSU (the use of more than one substance)
and concurrent SUD (the use of more than one substance
to the extent that the use of at least one substance causes
significant impairment).
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Individuals use more than one substance for a variety of
reasons, including but not exclusive to:**

1. Modify or enhance the effects of a single
substance

2. Compensate for the effects of one substance by
taking another

3. Prevent withdrawal symptoms

Escape reality due to trauma, life circumstances,
or other health problems

5. Unavailability of their primary drug of choice

Once starting to use multiple substances, it may be
difficult to stop.’

CSU and concurrent SUD lead to poor medical, mental
health (including psychotic disorders), and substance use
outcomes, for example, increased suicidal risk, medical
problems, and overdoses.®’

Treatment plans for multiple substances must address:?

e The individual’s simultaneous intoxication and
withdrawal from two or more substances

e Varying timeframes for experiencing withdrawal
symptoms for each substance

e  Withdrawal from one or more substances

e Potential interactions between substances and
Food and Drug Administration (FDA)-approved
medications to treat the substance use and/or co-
occurring mental disorder

Due to the complexity of treating individuals with CSU
and concurrent SUD, individuals may require treatment
and support services from different settings (e.g.,
residential, outpatient, or therapeutic communities) and
different providers across settings.

Despite the prevalence of individuals using multiple
substances at the same time, limited research exists

on evidence-based treatment practices that have
demonstrated improved treatment outcomes for
individuals who regularly use more than one substance.®
This guide assesses available treatment practices and
other services for individuals with CSU or concurrent
SUD, thereby filling a need to identify evidence-based
treatment approaches and clinical resources for this
population.

This chapter presents an overview of CSU and
concurrent SUD, details risk and protective factors that
influence CSU and concurrent SUD, and documents
screening and assessment options to identify and address
CSU and concurrent SUD in individuals.
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POPULATION OF FOCUS

TOPICS OF THE GUIDE

consequences.

POPULATIONS AND TOPICS

This guide focuses on the concurrent use of five specific substance classes: alcohol, benzodiazepines,
cannabis, stimulants, and opioids. Concurrent use of other substances, including tobacco, are important
to treat; however, it is not the focus of this guide.

il

Adults: the population of focus is individuals aged 18 years and older.

Concurrent Substance Use (CSU) is the consumption of more than one substance
within a short period of time, including alcohol and drugs.

» Substance use refers to the use—even one time—of alcohol or drugs.

» Substance misuse refers to the use of any substance in a manner, situation, amount, or
frequency that can cause harm to the people who use them or those around them. For
some substances or individuals, any use would constitute misuse (e.g., underage drinking,
injection drug use, and alcohol use during certain stages of pregnancy).

Concurrent Substance Use Disorders (SUD) occurs when recurrent use of more
than one substance leads to compulsive use of that substance despite negative

» SUD occur when the recurrent use of alcohol or drugs causes significant cognitive and/or
behavioral impairment, including health problems, disability, and failure to meet major
responsibilities at work, school, or home.

e SUD are classified as mild, moderate, or severe.

Heavy alcohol use defined as binge drinking on 5 or more days in the past month. Binge
drinking is defined differently for men and women:

* Men: consuming five or more alcoholic drinks on the same occasion.
* Women: consuming four or more alcoholic drinks on the same occasion.

Prevalence and Patterns
Use of One Substance

[llicit drug use has increased steadily over the last 5
years among those 12 and older.’ Primary substances
used or misused in 2019 included marijuana, prescription
pain relievers, and hallucinogens.’

Heavy alcohol use remained high in 2019, with 8.4
percent of young adults aged 18 to 25 and 6.0 percent of
all adults aged 18 or older reporting heavy alcohol use in
the past month.’

The prevalence rates of heavy alcohol use differ by race
and ethnicity. Prevalence was highest among Whites (7.4
percent), followed by Native Americans/Alaskan Natives
(5.9 percent), Hispanics (4.9 percent), Native Hawaiians/
Other Pacific Islanders (4.6 percent), Blacks (4.0
percent), and Asians (2.6 percent). > When looking at
age, the age group with the highest prevalence of heavy
alcohol use is young adults aged 18 to 25 at 8.4 percent.’
Heavy alcohol use is also more prevalent among those
who identify as lesbian, gay, and bisexual compared to
those who do not (9.8 vs. 6.2 percent). °
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Source: Substance Abuse and Mental Health Services
Administration. (2020). Key substance use and mental health
indlicators in the United States: Results from the 2019 National
Survey on Drug Use and Health. https://www.samhsa.gov/data/
sites/default/files/reports/rpt29393/2019NSDUHFFRPDFWHTML/
2019NSDUHFFR090120.htm

In 2019, 19.3 million people aged 18 or older reported
having an SUD in the past year, including 7.4 million

people with an illicit drug use disorder and 2.2 million
people with both illicit drug and alcohol use disorders.’

The prevalence rates of SUD also differ by race and
ethnicity. Prevalence was highest among Native
Americans/Alaskan Natives (10.2 percent), followed by
Native Hawaiians/Other Pacific Islanders (8.3 percent),
Whites (8.1 percent), Blacks (7.6 percent), Hispanics (7.0
percent), and Asians (4.6 percent). '° The age group with
the highest prevalence of SUD is young adults aged 18 to
25 at 14.1 percent.’ SUD is more prevalent among those
who identify as LGB compared to those who do not (18.3
percent vs. 7.1 percent).!” Men are also at greater risk:
62.7 percent of those with SUD in 2019 were male.’

Use of More Than One Substance

People who use one substance often use another. For
example, of the people who used methamphetamines (a
form of stimulants) in the past year, 68.1 percent also
used marijuana, 43.7 percent used opioids, 32.2 percent
used cocaine, and 13.4 percent reported heavy past
month alcohol use.!' Researchers have also found that
individuals using marijuana were more likely to develop
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Alcohol use disorder - 9.5 3.3 3.9 0.9

Marijuana use disorder 38.7 4.8 7.9 1.3

Cocaine use disorder 59.8 21.3 - 16.4 13.4

Prescription opioid use disorder 35.2 17.6 8.2 - 11.2

Heroin use disorder 24.5 12.3 20.9 34.9 -

Source: National Institute on Drug Abuse. (2020, April). Common comorbidities with substance use disorders research report: What
are some approaches to diagnosis? National Institutes of Health. https://www.drugabuse.gov/publications/research-reports/common-

comorbidities-substance-use-disorders/what-are-some-approaches-to-diagnosis

nonmedical prescription opioid use and opioid use
disorder (OUD).'*"* Those using marijuana daily were
also more likely to use cocaine, hallucinogens, inhalants,
and tobacco.'

The prevalence rates of those who use more than one
substance in the past month also differ by race and
ethnicity. Prevalence was highest among Blacks (11.1
percent), followed closely by Whites (11.0 percent),
Native Americans/Alaskan Natives (10.3 percent),
Native Hawaiians/Other Pacific Islanders (9.3 percent),
Hispanics (8.7 percent), and Asians (4.7 percent).!° The
age group with the highest prevalence of those who use
more than one substance is young adults aged 18 to 25 at
20.4 percent.!” CSU is more prevalent among those who
identify as LGB compared to those who do not (29.5
percent vs. 9.8 percent).!”

Of particular concern are pregnant women, with
prevalence estimates of 64.7 percent, 9.8 percent, and
4.5 percent for past 12-month drinking, current drinking,
and binge drinking, respectively. Among those who were
pregnant and reported drinking in the past 12 months,
41.7 percent also reported using at least one other
substance in the past 12 months, principally marijuana
(21.9 percent) and opioids (7.0 percent).'

In addition to CSU, many individuals develop concurrent
SUD. For example, among people with a cocaine use
disorder, nearly 60 percent have an alcohol use disorder
and over 21 percent have a marijuana use disorder.'®
Also, 90 percent of those with an OUD used more than
two other substances within the same year, and over 25
percent had at least two other SUD.3

Protective and Risk Factors

Genetic and environmental protective and risk factors
influence whether a person uses or misuses specific
substances and develops an SUD. These same protective and
risk factors also contribute to whether a person will use or
misuse multiple substances and develop concurrent SUD.!”

Protective factors that serve as barriers to an individual
developing an SUD begin early in life: a stable living
environment free from exposure to substances, trauma,
and abuse, and healthy relationships with family and
friends.'®'? Later in life, people with a consistent source
of income, a feeling of purpose and belonging in one’s
community, and a strong social support network are less
likely to develop concurrent SUD.?

Research has shown that those with concurrent SUD
exhibit more severe risk factors when compared to their
SUD counterparts.'® Those with more SUD were more
likely to be younger, male, and single; have severe
medical and psychiatric comorbidities, be socioeconomic
disadvantaged, unemployed, and unemployment, and
exposed to SUD through family or a peer group.'**

Impact of the Problem
SUD is associated with detrimental effects that include:?

e Adverse physical and mental health effects

e Negative outcomes for children who have a
parent with SUD

e Criminalized behavior

e Costs associated with enforcement and
incarceration

e Environmental damage
e Premature death
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While studies on the impact of CSU and concurrent
SUD are limited, available research demonstrates that,
when compared to people with a single SUD, CSU and
concurrent SUD are associated with higher rates of:

e Lifetime suicide attempts, arrests, and
incarceration'®

e Financial and legal problems'®
e Increased likelihood of overdose*?

e More severe medical and psychiatric
comorbidities (e.g., the prevalence of a mental
disorder is higher among those who are
dependent on multiple psychoactive substances,
such as heroin, alcohol, or cocaine, than those
who use one substance)'

The effects of CSU and concurrent SUD are dependent
on the combination of substances involved. For example,
people who use alcohol and marijuana together are more
than twice as likely to drive while impaired than those
who did not use both together** and alcohol is involved
in approximately 15 to 20 percent of opioid overdose
deaths.”

Screening and Assessment

Traditionally, SUD assessment, diagnosis, and treatment
have focused on individual substances.'®?' However,
among those diagnosed with an SUD, many may

use or be dependent on more than one substance.?'?
For example, among people diagnosed with OUD,

a large proportion also use stimulants, alcohol, and/

Potential adverse acute and
medical effects of combining
substances include:

e Brain damage

e Coma

e Heart problems

e Respiratory failure

e Psychiatric illnesses, such as psychosis
e Liver damage and failure

e Seizures

e Stomach bleeding

e Heatstroke

e Suppressed breathing

or tobacco. Stimulant use may include use of cocaine
and amphetamines. An additional substance carries
increased risk to the client and necessitates appropriate
intervention.

Healthcare providers, legal system personnel, and
those working with adults should screen and, as
appropriate, refer people for further assessment.
Screening and comprehensive assessments are essential
for identifying individuals at risk for or struggling with
concurrent SUD. Moreover, it is important to assess

for all substances to achieve a more comprehensive
understanding of the individual.

Combining Potential Adverse Effects of the Combination
Substances...
Stimulants (e.g., e Serotonin syndrome
cocaine and MDMA/ | Psychosis
ecstasy)
e Anxiety or panic attacks
e Cardiovascular problems, including heart attacks, potentially fatal ones
Depressants (e.g., e Accidents or injury due to sedation

benzodiazepines

e Fatal overdose
and alcohol)

e Nonfatal overdose, which can result in permanent brain damage

Depressants (e.g.,
amphetamines and

e Respiratory infections and bronchitis

Stimulants and e Cardiovascular problems and heart failure

alcohol) e Dehydration, overheating, and kidney failure

Source: Positive Choices. (2019). Polydrug Use: Factsheet. https://positivechoices.org.au/teachers/polydrug-use-factsheet
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Universal screening should be a standard part of any
primary care practice. Additionally, clinicians who serve
people entering substance use or mental health treatment
should be equipped to screen and assess for use of
multiple substances.

When first working with a potential client, primary care,
mental health, and substance use clinicians can screen
using a validated instrument, and then conduct a more
thorough assessment to determine the severity and type
of CSU or concurrent SUD. Objective assessment of
biomarkers through specimen collection can provide
collateral information to the self-reported screenings.
SAMHSA’s TAP 32: Clinical Drug Testing in Primary Care
provides useful information on clinical testing.

Listed below are screening and assessment tools; tools
for screening and assessing alcohol use can be combined
with tools for screening and assessing other substance
use. Costs differ by screening and assessment tool.

Screening Tools
Adults aged 18 and older

e Tobacco, Alcohol, Prescription Medication, and
Other Substance Use Tool (TAPS)*’

e Alcohol, Smoking, and Substance Involvement
Screening Test (ASSIST)?®

e Drug Abuse Screening Test (DAST-10)
Questionnaire (10-item)?*

e Drug Abuse Screening Test (DAST-20)

Questionnaire (20-item)3°

o CAGE-AID Substance Abuse Screening Tool’!

o Two-Item Conjoint Screening Test (TICS)3?
e Alcohol Use Disorders Identification Test

(AUDIT)?*
e AUDIT Alcohol Consumption Questions

(AUDIT-C)*
e Rapid Alcohol Problems Screen (RAPS4)*
o Single-Question Alcohol Screening Test

e TWEAK (Tolerance, Worry About Drinking,
Amnesia, Cut Down on Drinking)?*’

Young Adults aged 18-25

e CRAFFT?®
e UNCOPE¥

Comprehensive Assessments

Adults

e Addiction Severity Index (ASI)*

e Drug Use Screening Inventory - Revised
(DUSI-R)*

o Global Appraisal of Individual Needs (GAIN)*

e  Adult Substance Use Survey - Revised
(ASUS-R)*®

o Comprehensive Addictions and Psychological
Evaluation (CAAPE-5)*

e Composite International Diagnostic Interview
Version (CIDI core)*

e Structured Clinical Interview for DSM-5 (SCID-
i)-46
e Substance Use Disorders Diagnostic Schedule

(SUDDS-IV)¥
Young Adults

e Comprehensive Adolescent Severity Inventory

(CASDH*®

Treatment

The majority of people aged 12 and older who are
admitted to publicly funded SUD treatment use more than
one substance.*’ For example, nearly all people entering
treatment for OUD had used at least one non-opioid
substance in the past month (more than 90 percent).*

Adults with CSU or concurrent SUD involving alcohol,
marijuana, opioids, and/or stimulants receive care in

a variety of settings, and often require withdrawal
management, psychological and FDA-approved
pharmacological treatment, and monitoring as part of
their care plan.’! Treatment planning to address CSU

and concurrent SUD can be challenging, as best practice
treatment options to address one substance may limit
clients’ eligibility to receive or enroll in treatment

for the other. For example, use of FDA-approved
pharmacotherapy for OUD may influence an individual’s
participation in a residential alcohol treatment program.>?
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Individuals who have been identified with concurrent
SUD have been shown to have complex related

medical, psychiatric, and social needs. As a result of
those complex needs, clients with concurrent SUD

are prescribed significantly more antidepressants,
antipsychotics, and opioids than the general population.'
The prescribed medications, if used with alcohol and
other substances, may put the client at risk for adverse
drug interactions.

An effective treatment relationship is built on
confidentiality. 42 CFR Part 2 regulates sharing of
information. An update to the regulation intends
to facilitate better coordination of care while
maintaining its confidentiality protections against
unauthorized disclosure and use.

A focus on individual substances or sequential treatment
of each substance will not adequately meet all of a
client’s needs, resulting in higher rates of unsuccessful
treatment and relapse.'® Further, clinicians with
specialized training in evidence-based treatment to
address one substance may not have the capacity or
skills to address the other. For example, an individual
with concurrent opioid, stimulant, and marijuana use
or use disorders may receive psychological treatment
(such as cognitive behavioral therapy) from a mental
health clinician as part of stimulant and marijuana
withdrawal treatment (as both are considered evidence-
based practices to treat these SUD***), but would need
to receive medications for their OUD from a clinician
authorized to provide them.

When many systems of care are fragmented, there are
inherent difficulties and complexities in identifying and
treating individuals with concurrent SUD in a holistic
manner. Effective treatment requires customized and
coordinated care, which can often be challenging to
access and have limited availability.

Considering the breadth and complexity associated

with concurrent SUD, well-coordinated treatment
encompassing social, behavioral health, and medical
services in a single setting is advantageous. Co-location
could lead to greater service utilization and positive
outcomes® by employing case managers to provide
clients with a range of needed psychosocial services (e.g.,
transportation, employment assistance, legal assistance,
childcare, food, and housing assistance). Once trust and
rapport are established and their most pressing underlying
needs are met, clients may be more likely to seek in-
house medical and behavioral health care.

Realizing the importance of a client’s surrounding
environment and access to and availability of substances,
clinicians should be mindful to inquire about an individual’s
living circumstances and social support network. They can
then coordinate with the individual or the case manager (as
appropriate) and integrate solutions and goals into treatment
if CSU or concurrent SUD risks are apparent.

The remainder of this guide documents the research on
evidence-based treatments that address more than one
substance at the same time, and provides strategies and
real-life examples of organizations providing treatment
practices and other services to individuals with CSU and
concurrent SUD.
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What Research Tells Us

Concurrent substance use (CSU) and concurrent
substance use disorders (SUD) affect an individual’s
physical and mental health. They can also create a
larger public health problem that can have negative
impacts on families and communities. Research on
practices to address CSU and concurrent SUD is
limited, making identification of the most effective
treatment methods challenging. Through a literature
review and consensus from technical experts (see
Appendix 2), the Substance Abuse and Mental Health
Services Administration (SAMHSA) identified three
approaches used to address CSU and concurrent SUD
in adults:

1. FDA-approved pharmacotherapy together with
counseling

2. Contingency management together with FDA-
approved pharmacotherapy and counseling

3. Twelve-step facilitation (TSF) therapy together
with FDA-approved pharmacotherapy and
counseling

Treatment Practice Selection

To be considered for inclusion in this guide, eligible
treatment practices had to meet the following criteria:

e Be clearly defined and replicable

e Address substance use reduction as a primary
outcome

e Be currently in use
e Have evidence of effectiveness

e Have accessible resources for effective
implementation

Evidence Review and Rating

A comprehensive review of published research for each
selected treatment practice was conducted to determine
its strength as an evidence-based practice. Each study
examined the impact of the treatment practice on use
of a combination of substances in two or more relevant
substance classes—marijuana, alcohol, opioids,
stimulants, and benzodiazepines.

Screening for substance use through standardized tools helps clinicians identify adults who may be at risk

for CSU and concurrent SUD and implement appropriate treatment plans. A comprehensive assessment and
history of a client’'s mental function, substance use behavior, trauma, health history, and home life typically
follow a positive screen. This assessment should be completed using a structured or semi-structured approach;
the results can assist clinicians in determining appropriate next steps and tailoring specific treatments to meet
the client’s needs. Chapter 1 describes screening and assessment tools.
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Eligible research studies had to: r )
CAUSAL EVIDENCE LEVELS
e Employ a randomized or quasi-experimental - N
design, or

Strong Evidence

e Be a single sample pre-post design or

an epidemiological study with a strong Causal impact demonstrated by at least

counterfactual feature (i.e., a study that analyzes two r.andom.lzed contro!led trials,
quasi-experimental designs, or

What WOl.lld have happened in the absence of the epidemiological studies with a high or
intervention). moderate rating.

Descriptive and implementation studies and meta- ( )
analyses were not included in the review, but Moderate Evidence

were documented to provide context and identify
implementation supports for the treatment practices.

Causal impact demonstrated by at least
one randomized controlled trial,
quasi-experimental design, or
epidemiological study with a high or
moderate rating.

Reviewers then rated each study as low support,
moderate support, or high support of causal evidence. In

this process, reviewers assessed each eligible study for \ /
evidence of improvements in substance use behavior as f )
the primary outcomes of interest. They also reviewed the Emerging Evidence
studies for related health and social (.)ut'com'es, §uch as No study received a high or a moderate
those related to mental health and criminal justice. rating. The practice may have been
evaluated with less rigorous studies (e.g.,
Causal Impact: Evidence demonstrating that pre-post designs) that demonstrate an

an intervention causes or is responsible for association between the practice and
positive outcomes, but additional studies

s outgomes TEESITEE 17 11 SLERS SEipE are needed to establish causal impact.
population. L )

After all studies for a treatment practice were assessed
and rated, the treatment practice was placed into one
of three categories based on its causal evidence level:
strong evidence, moderate evidence, or emerging
evidence. See Appendix 2 for more information about
the evidence review process.

Reviewers checked each study to ensure rigorous
methodology, asking questions such as:

e Are experimental and comparison groups
demographically equivalent, with the only
difference being that participants in the
experimental group received the intervention and
those in the comparison group received treatment
as usual or no or minimal intervention?

Research Opportunity

This evidence review identified research studies for three
treatment practices and four substance combinations.
Although the body of research is growing, clinicians
continue to face the challenge of limited evidence,
particularly from well-designed randomized controlled
trials (RCTs), when selecting programs to address
e Were outcome measures reliable, valid, and CSU and concurrent SUD in adults. There are multiple
collected consistently from all participants? treatment practices for SUD for one substance, but
they have not been studied for CSU and for additional
substance combinations. The field would benefit from
more research on treatment practices for different
combinations of substances and for diverse populations
(inclusive of race, ethnicity, age, and sex).

e Was baseline equivalence established between
the treatment and comparison groups on
outcome measures?

e  Were missing data addressed appropriately?

Only randomized controlled trials, quasi-experimental
designs, and epidemiological studies with a strong
comparison group were eligible to receive a high or
moderate rating.
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Identification of Effective Treatment Practices for CSU

and Concurrent SUD

A Note on Terminology

The Diagnostic and Statistical Manual of Mental
Disorders (DSM) provides standard criteria for
the classification of mental health issues and
substance use. Each version of the DSM includes
different language to describe substance use:

e DSM-IV uses the terms “abuse” and
“dependence”

e DSM-5 uses the term “use disorder”

This guide presents the terminology that was
used in the relevant studies.

FDA-Approved
Pharmacotherapy
Together with Counseling

Overview

Pharmacotherapy refers to the use of medications
approved by the Food and Drug Administration (FDA) to
help reduce substance use. Pharmacotherapy is delivered
alongside behavioral therapy to treat individuals with
alcohol or opioid use disorders and address concurrent
substance use. The FDA has approved several medications
that may be prescribed to treat individuals with alcohol
use disorder (AUD) or opioid use disorder (OUD)."?

A physician or other qualified licensed healthcare
clinician will determine the appropriate medication,
dose, and duration of pharmacotherapy for individuals
with AUD or OUD and concurrent use of other
substances. These determinations will be specific to

Medications to Treat

Alcohol Use Disorder
(AUD)

* Acamprosate

¢ Disulfiram

¢ Naltrexone (both
oral and injectable)

Medications to Treat
Opioid Use Disorder
(OUD)

¢ Buprenorphine

" ¢ Methadone
‘ * Naltrexone (injectable)

each individual, and include factors such as diagnosis,
psychiatric and substance use histories, client
preferences, and treatment availability. Pharmacotherapy
may be utilized in combination with other treatment.?

Typical Settings

All pharmacotherapy for AUD and naltrexone for
OUD can be administered in a wide range of healthcare
settings and levels of care, including substance use
treatment programs or general medical settings, such
as primary care offices.? However, different regulations
apply to buprenorphine and methadone for treating
OUD. Only federally certified, accredited opioid
treatment programs (OTPs) can administer methadone.
A variety of waivered practitioner types in different
settings, including primary care outpatient clinics and
OTPs, can prescribe buprenorphine.
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Setting

Federally
Certified,
Accredited
FDA- Substance Opioid
Approved General Use Treatment
Substance Medication Administration Medical Treatment Programs Prescriber
Alcohol Acamprosate Two delayed-release Any qualified
tablets by mouth three v v practitioner
times per day
Disulfiram Tablet by mouth once v v Any qualified
daily practitioner
Naltrexone Tablet by mouth once Any qualified
daily, or injection every v v practitioner
4 weeks or once per
month
Opioids Buprenorphine | Tablet sublingually or Qualified
buccally once daily or practitioners who
injection monthly v v have received a
federal waiver to
prescribe
Methadone Liquid concentrate, Qualified
tablet, or oral solution v practitioners in OTPs
by mouth once daily
Naltrexone Injection every 4 Any qualified
weeks or once per v v practitioner
month

Demographic Groups

All individuals may receive pharmacotherapy; however,
additional considerations apply to pregnant and
postpartum women. For treating OUD during pregnancy,
methadone or buprenorphine is recommended.>
Acamprosate, disulfiram, and naltrexone for AUD have
not yet been studied for pregnant and breastfeeding
women.!

Clinician Types

Physicians or other qualified healthcare professionals
can prescribe and monitor medications for AUD and
naltrexone for OUD. Qualifying healthcare professionals
must obtain a federal waiver to prescribe buprenorphine
for OUD. In April 2021, new Practice Guidelines

were issued that make it easier for clinicians treating

30 or fewer people to prescribe buprenorphine; more
information can be found in SAMHSA’s FAQ on this
topic. Only federally certified and accredited OTPs can
dispense methadone for OUD.

Scope of Evidence Review

The studies included in this review examined the
impact of pharmacotherapy combined with counseling
for concurrent SUD. Three studies evaluated
pharmacotherapy for AUD in sample populations with
concurrent cocaine dependence,*¢ and two evaluated
pharmacotherapy for OUD in sample populations with
concurrent cocaine dependence.”®

FDA-Approved Pharmacotherapy Together
With Counseling for Alcohol and Cocaine
Dependence

@ Moderate Evidence
4

Three studies examined the impact of FDA-approved
pharmacotherapy for AUD combined with counseling
for alcohol use and cocaine dependence.*® Participants
received naltrexone, disulfiram, or both. The
counseling approach and frequency varied slightly by
study. Participants in two studies received cognitive
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behavioral therapy (CBT), weekly for 12 weeks in

one study® and twice weekly for 11 weeks in the
other.® Those in the third study received twice weekly
individual therapy (using either a relapse prevention or
counseling approach) during the first eight weeks, then
weekly sessions for the last four weeks.*

Study Settings
All three studies were conducted in outpatient settings.*®
Study Demographic Groups

The reviewed studies included individuals dependent
on both alcohol and cocaine, as assessed by DSM-1V
criteria.**

Participants across the three studies were
predominantly male and predominately Black.*¢ At
baseline, participants reported using cocaine an average
of 14 to 17 days in the past month and using alcohol an
average of 17 to 21 days.

Generally, individuals were excluded if they: had
dependence on other substances (other than nicotine),
had a co-occurring mental disorder, were pregnant

or breastfeeding, or had significant physical health
conditions. One study excluded individuals with
cannabis dependence;® the other two did not.*?

Study Clinician Types

Studies followed the required protocol for dispensing
pharmacotherapy. Master’s- or doctoral-level therapists
who were trained in delivering the particular intervention
(CBT,>¢ relapse prevention, or counseling) provided the
counseling.**

Intensity and Duration of Study Treatment

All three studies examined the impact of naltrexone
given daily at 50 mg?* or 100 mg.>* One study also
examined disulfiram (250 mg/day) and the combination
of naltrexone (100 mg/day) and disulfiram (250 mg/
day).¢ Participants in all studies received at least
weekly behavioral therapy. One study examined
pharmacotherapy added to counseling for 11 weeks,®
while the other two used a 12-week period.*>

Outcomes Associated with
Pharmacotherapy and Counseling
for Alcohol And Cocaine
Dependence

Two studies demonstrated that for adults with
concurrent alcohol and cocaine dependence, a
combined treatment of pharmacotherapy and
counseling was associated with statistically
significant reductions in:

e Use of both cocaine and alcohol®

e Heavy drinking (defined in both studies as four
or more drinks per occasion for women and
five or more drinks per occasion for men)®

The study with participants receiving individual
relapse prevention or counseling did not
demonstrate significant outcomes related to
either cocaine or alcohol use.*

Outcomes were assessed at the end of the
intervention period (11 or 12 weeks depending on
the study).
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FDA-Approved Pharmacotherapy Together With
Counseling for Cocaine and Opioid Dependence

@ Emerging Evidence
4

Two studies examined the impact of FDA-approved
pharmacotherapy for OUD combined with counseling

for dependence of cocaine and opioids.”® Though these
two studies provide evidence for pharmacotherapy in this
population, neither was methodologically rigorous enough
to receive a high or moderate study rating, leading to an
emerging evidence rating for the treatment practice.

Participants received buprenorphine or methadone. All
participants also received regular, individual counseling.
In one study, participants received weekly standardized
counseling based on interpersonal psychotherapy.® In
the other study, participants received counseling with
the community reinforcement approach, twice weekly
during the first 12 weeks and weekly during the last

12 weeks of the study.” The community reinforcement
approach employs counseling and skills training to help
clients set long-term goals and participate in rewarding,
drug-free activities.’

Study Settings

The studies included in this review were conducted in
outpatient settings.”®

Study Demographic Groups

The reviewed studies included individuals dependent
on both cocaine and opioids, one assessed by DSM-IIIR
criteria® and the other by DSM-IV criteria.’

In both studies, two-thirds of the participants were
male.”® In one study, participants were predominantly
Black;?® in the other study, half the participants were
White and one-third were Black.’

In one study, at baseline, participants reported using
opioids an average of 29 days out of the prior 30 days
and using cocaine an average of 11 days.” Past month
substance use was not reported in the other study.®

Generally, individuals were excluded if they had
dependence on other substances (except nicotine), a co-
occurring mental disorder, a significant physical health
condition, or were pregnant or breastfeeding.

Study Clinician Types

In one study, nursing staff administered buprenorphine,?
while the other study did not report this information.
Manual-trained master’s-level clinicians provided
standardized counseling based on interpersonal
psychotherapy.® Doctoral-level psychologists, a
psychiatrist, and an addiction counselor with more than
five years of experience provided counseling using the
community reinforcement approach, in which they were
all trained.’

Intensity and Duration of Study Treatment

One study examined the impact of pharmacotherapy
and counseling for 13 weeks,® while the other used
a 24-week treatment period.” One study assessed
buprenorphine only;® the other study assessed

both buprenorphine and methadone (administered
separately).” Participants in both studies received
individual behavioral therapy at least weekly.

Outcomes Associated with Pharmacotherapy and
Counseling for Cocaine and Opioid Dependence

Two studies demonstrated that for adults with concurrent cocaine and opioid dependence, pharmacotherapy
treatment combined with counseling was associated with statistically significant reductions in:

e Substance use (cocaine, opioids, both substances)

Outcomes were assessed at the end of the intervention period (13 or 24 weeks depending on the study).”8
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Contingency Management
Together With
Pharmacotherapy and
Counseling

Overview

Contingency management (CM) is a behavioral
intervention grounded in operant conditioning theory,
which asserts that individual behaviors can be shaped by
external reinforcement schedules.!” Operant conditioning
explains how people learn new behaviors and CM
reinforces positive behaviors with prizes, privileges, or
monetary incentives (e.g., gift cards, cash)."

CONTINGENCY MANAGEMENT
REWARDS

Attendance at
treatment sessions

Submission of
substance-negative
urine specimens

Reinforcement is typically provided in the form of either
contingent prize draws'? or contingent vouchers.'* The
allowed number of prize drawings and the voucher values
increase as the positive behaviors do. For individuals
with CSU or concurrent SUD, reinforcements related to
substance test results can either be:

1. Dually/wholly contingent (i.e., requiring urine
specimens that are negative from multiple or all
substances),'* or

2. “Split” contingent (i.e., rewarded independently
for evidence of abstinence from each
substance).!®

Vouchers may be monetary or non-monetary (i.e.,
exchangeable for goods and services).

CM can also act as a “buy-in” for other behavioral
interventions associated with longer-term benefits.
For example, when combined with counseling, it may
increase treatment attendance and pharmacotherapy
adherence, which, in turn, can have long-term
therapeutic benefits.!*!3

Typical Settings

CM is implemented in a variety of healthcare settings,
including both residential and outpatient care.'*** It

can be provided in conjunction with other treatment
services, such as pharmacotherapy and individual or
group counseling. CM approaches have been adapted to
include mobile and web-based applications to enhance
access to substance use treatment for hard-to-reach
populations.

Demographic Groups

CM has been used with adults,'®23>* and to a lesser
extent with youth.>2}

Clinician Types

A variety of professionals, such as primary care
physicians, behavioral health professionals, and criminal
justice personnel, can implement CM. Training or
coursework in behavioral analysis is available to support
implementation of this intervention.?*-!

Scope of Evidence Review

This review included 14 studies: 13 that assessed CM for
the treatment of concurrent cocaine and opioid use and/
or dependence, and 1 that assessed CM for the treatment
of concurrent cocaine, alcohol, and opioid use and/or
dependence. In all studies, pharmacotherapy, in the form
of methadone or buprenorphine, along with individual
and/or group counseling, were provided.
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Contingency Management Together With
Pharmacotherapy and Counseling for Cocaine
and Opioid Use and/or Dependence

@ Strong Evidence
4

Thirteen studies were reviewed for the treatment of
concurrent cocaine and opioid use and/or dependence.”
153242 Al studies provided participants with CM,

along with pharmacotherapy and individual and/

or group counseling.” 13324 Twelve studies provided
pharmacotherapy in the form of methadone,'>***? and
the thirteenth provided pharmacotherapy in the form of
buprenorphine.’

Study Settings

All 13 studies were conducted in outpatient behavioral
health clinics.” 13242

Study Demographic Groups

Studies included demographically diverse adults, aged
18 or older, who met criteria for concurrent opioid and
cocaine use (based on self-report and/or urine screen)
or disorder/dependence (as determined via clinical
assessment, most often using a DSM-structured clinical
interview).” 133242

In studies that reported baseline substance use in past
30 days, self-reported cocaine use ranged from an
average of 117 to 21*' days and self-reported opioid use
ranged from 1°* to 29'5 days. Two studies documented
concurrent alcohol use (average self-reported use
ranging 5 to 6 days in the past 30 days), but did not
report subsequent alcohol use during the intervention or
follow-up period.'*!

Eligibility criteria varied by study, with the most
common exclusion criteria being severe and/or untreated
mental disorder, gambling disorder, and inability to
speak English.

Study Clinician Types

In one study, bachelor’s- to master’s-level substance use
treatment counselors delivered CM.* In the remaining
12 studies, research staff with unspecified clinical
training implemented CM. In all 13 studies, clinical staff
(e.g., pharmacists, counselors, and nurses) provided
pharmacotherapy and counseling.”!* 342

Intensity and Duration of Study Treatment

The studies utilized a mix of prize draw and voucher
approaches; four used prize draws,** 3”3 seven used
vouchers,” %32 384042 and two used a combination of
prize draws and vouchers.***

Requirements for the voucher and prize draw schedules
were consistent across studies; participants earned a
prize draw or voucher for every substance-negative
urine specimen submitted.” !> 3242 In some studies, CM
interventions required evidence of abstinence from both
cocaine and opioids to receive reinforcers,”3* 3 while
others reinforced abstinence from cocaine alone! 33
35,3942 or independently reinforced abstinence from each
SubStance.ls’ 32,36-37,39

Studies reported participants could earn a maximum of
$788 to $1,155 in voucher reinforcements or $117 to
$900 in prizes.”- 153242

Outcomes Associated with CM,
Pharmacotherapy, and Counseling
for Cocaine and Opioid Use and/or

Dependence

Studies demonstrated that for adults with
concurrent cocaine and opioid use and/or
dependence, a combined treatment of CM,
pharmacotherapy, and counseling was associated
with statistically significant:

e Reductions in substance use (cocaine:32-3440-41
or both cocaine and opioids™ %)

¢ Reductions in substance severity scores
(as assessed using the Addiction Severity
Index)®5-3¢

e Increases in duration of abstinence from
substance use (cocaine®?33 3%-37.40 gpjoids 738
or both7,33,36,39)

e Increases in treatment attendance*°

One study did not demonstrate significant

outcomes in duration of abstinence from cocaine

or in treatment retention.*!

The time between the intervention period and
follow-up ranged from discharge to two months.
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Contingency Management Together With
Pharmacotherapy and Counseling for Cocaine
Dependence and Alcohol and Opioid Use

@ Moderate Evidence
4

One reviewed study assessed CM for the treatment of
concurrent cocaine dependence and alcohol and opioid
use.* In addition to varying levels of CM, all participants
received daily methadone (daily dose unspecified) and

at least monthly individual counseling and weekly group
counseling (focusing on relapse prevention, coping, life
skills training, and HIV/AIDS education).**

Study Settings

The study included in this review was conducted at three
outpatient methadone clinics.**

Study Demographic Groups

Participants were adults, aged 18 or older, who met the
DSM-IV criteria for cocaine dependence.’* Participants
were required to speak English, be in the clinic’s care
for at least three months, and receive a stable dose of
methadone for at least one month.

Participants were required to have submitted at least one
cocaine-positive urine specimen as part of their usual
treatment in the prior three months.

At baseline, participants reported, on average, 3 days of
alcohol use, 2 days of heroin use, and 13 days of cocaine
use in the past 30 days.

Individuals were excluded if they had “significant
uncontrolled psychiatric illness” (e.g., active psychosis
or suicide risk), scored less than 23 on the Mini Mental
State Exam,* could not pass an informed consent quiz,
or were in recovery from pathological gambling.

Participants were demographically diverse with
respect to sex, race, and ethnicity. The average age was
approximately 40 years, and average annual income was

Study Clinician Types

This study did not specify which staff implemented
the CM procedures.* Unspecified clinical staff
administered pharmacotherapy. Substance use
counselors with education levels ranging from high
school to master’s degrees provided counseling and
support activities.

Intensity and Duration of Study Treatment

For this study, the CM intervention provided escalating
reinforcements if clients were abstinent from both
cocaine and alcohol. Individuals were randomly assigned
to one of four reinforcement approaches.

The CM intervention was delivered over a period of 12
weeks following an initial 2-week intake and evaluation.
Urine and breath samples were collected two to three
times per week during the intervention period, and
individuals were eligible to earn a voucher or prize draw
following each negative test. All three CM conditions
yielded significant reductions in cocaine use relative to
usual care.

Outcomes Associated with CM,
Pharmacotherapy, and Counseling
for Cocaine Dependence and
Alcohol, and Opioid Use

The study demonstrated that for adults with
concurrent cocaine, alcohol, and opioid use, a
combined treatment of CM, pharmacotherapy,
and counseling was associated with statistically
significant:

e Increases in duration of sustained abstinence
from cocaine and alcohol

e Reductions in cocaine and alcohol use

Outcomes were assessed at the end of the

intervention period and again at three-months

follow-up.3

approximately $15,000.
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Twelve-Step Facilitation
(TSF) Therapy With
Pharmacotherapy and
Counseling

Overview

Twelve-step facilitation (TSF) therapy is a manualized
approach intended for individual, outpatient treatment.

It assumes that SUD is a chronic, progressive disease.*
TSF therapy is consistent with the 12 Steps of Alcoholics
Anonymous (AA), and encourages participation in
12-step recovery programs; however, 12-step programs
alone do not constitute TSF therapy.**

The two primary goals of this treatment are acceptance
and surrender, which relate to the first three steps in
12-step programs. TSF therapy goals inform specific
treatment objectives in the cognitive, emotional,
behavioral, social, and spiritual domains.

TSF therapy was manualized as part of Project

MATCH (Matching Alcoholism Treatment to Client
Heterogeneity) to treat individuals with AUD and has
since been adapted to treat those with substance use
disorders.** Project MATCH was a five-year study
that began in 1989 and assessed the benefit of matching
treatment to individual client needs and characteristics,
rather than selecting treatment based on diagnosis alone.

TSF therapy includes 12 structured sessions discussing
11 topics. There are five core topics, considered central
to treatment, and six elective topics, which are selected
based on an individual’s specific needs. Often, a topic
will be covered during several sessions. Each session
has a specific agenda and suggested recovery tasks for
clients to complete between sessions. Throughout,
clients are encouraged to keep a journal and participate
in 12-step programs, such as AA, Narcotics Anonymous
(NA), or Cocaine Anonymous (CA). Though

described as a standalone treatment, TSF therapy may
be combined with other approaches or treatments,
depending on comorbid problems and SUD severity,
such as pharmacotherapy, family therapy, or vocational
counseling.*

Goals of Twelve-Step
Facilitation Therapy**°

Acceptance

e Acceptance that one suffers from the chronic
and progressive illness of substance use
disorder.

e Acceptance that one has lost the ability to
control one’s substance use.

e Acceptance that since there is no effective
“cure” for SUD, the only viable alternative is
cessation of substance use.

Surrender

e Acknowledgment that there is hope for
recovery (defined as sustained cessation of
substance use), but only through accepting
the reality of loss of control and having
faith that some higher power can help the
individual whose own willpower has been
defeated by SUD.

e Acknowledgment that the fellowship of
Alcoholics Anonymous (AA), Narcotics
Anonymous (NA), and Cocaine Anonymous
(CA) has helped millions of people with SUD
to sustain their recovery and that one’s best
chance for success is to follow the path of AA/
NA/CA.
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CORE TOPICS

Acceptance

Introduction to Treatment
and Assessment

People, Places, and Things
(Habits and Routines)*

Surrender

Getting Active in
12-Step Programs

ELECTIVE TOPICS

N
B &

Enabling

HIV Risk
Reduction**

The Genogram

2,

Emotions Moral Sober

(HAAL.T) Inventories Living

*Added as a core topic in the TSF Manual for Drug Use; identified as an elective topic in the original TSF Manual.
**Added in the TSF Manual for Drug Use; not included in the original TSF Manual.

Typical Settings

TSF therapy is intended for outpatient settings. The
intervention was developed as part of a multi-site
clinical trial (Project MATCH),* which included both
public and private treatment facilities, as well as hospital
and university outpatient facilities.

Demographic Groups

The TSF therapy manual does not specify any special
consideration for different demographic groups.

Clinician Types

It is recommended that clinicians implementing TSF
therapy be master’s-level therapists or certified substance
use treatment counselors (e.g., Certified Alcohol/Drug
Abuse Counselor), have at least three years of experience
working with a population using substances, and be
familiar with the 12-step approach.* If the clinician is
not in recovery themselves, it is recommended that they
attend at least ten 12-step group meetings (AA, NA, or
CA) and ten Al-Anon or Families Anonymous meetings
and familiarize themselves with the reading material
recommended to clients.*

Scope of Evidence Review

This review included two studies of TSF therapy, each
focusing on a different set of substances: one study
examined TSF therapy for cocaine and opioid use,*” and
the other examined intensive TSF therapy for opioids
and other substance use.* In both studies, TSF therapy
was delivered along with methadone maintenance
therapy and counseling.*’-3

TSF Therapy Together With Pharmacotherapy
and Counseling for Cocaine and Opioid
Dependence

@ Moderate Evidence
4

One study provided evidence on the impact of TSF
therapy, pharmacotherapy (in the form of methadone),
and group counseling for adults using or dependent on
cocaine and opioids.*’

Study Settings

The reviewed study was conducted in an outpatient
substance use treatment center.?’
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Study Demographic Groups

Individuals in the reviewed study were receiving
methadone maintenance therapy and met DSM-1V
criteria for cocaine dependence. The study sample was
majority male (59 percent) and non-Hispanic White (64
percent). At baseline, participants reported using cocaine
an average of 15 days, alcohol an average of 5 days, and
opioids an average of 2 days out of the past 28 days.

Individuals were excluded from participation in the study
if they were currently using barbiturates, had a principal
substance use other than cocaine, ever had a psychotic

or bipolar disorder diagnosis (DSM-1V criteria), or had
current thoughts of harming themselves or others.

Study Clinician Types

In the reviewed study, master’s-level counselors who were
experienced in TSF therapy and had previously served as a
TSF therapy trainer/supervisor delivered TSF therapy.

Intensity and Duration of Study Treatment

Individuals in the reviewed study received TSF therapy

in weekly individual sessions over 12 weeks. They also

received daily methadone and weekly group counseling,
with other services available as needed.

,

every three months for one year.*”

Outcomes Associated with TSF Therapy, Pharmacotherapy,
and Counseling for Cocaine and Opioid Dependence

One study demonstrated that for adults with concurrent cocaine and opioid dependence, a combined treatment
of TSF therapy, methadone maintenance, and group counseling was associated with statistically significant:

e Reductions in frequency of cocaine use during treatment (opioid use was not assessed)
e Increases in self-help meeting attendance during treatment and at follow-up

Outcomes were assessed during the course of the 12-week intervention and at follow-up interviews conducted

6
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Intensive TSF Therapy Together With
Pharmacotherapy and Counseling for Opioid
and Other Substance Dependence

@ Emerging Evidence
p

One study provided evidence for the impact of intensive
TSF therapy, pharmacotherapy (in the form of methadone),
and counseling for adults dependent on opioids and other
substances.*® This study was not methodologically rigorous
enough to receive a high or moderate study rating, leading
to an emerging evidence rating of the treatment practice.

Study Settings

The reviewed study was conducted in an outpatient
community-based clinical facility, separate from
the methadone clinics where participants received
pharmacological treatment.*®

Study Demographic Groups

The reviewed study included individuals with OUD and
either abuse or dependence of at least one other substance,
based on DSM-IV criteria. Participants met dependence
criteria for alcohol (35 percent), cocaine (46 percent),
sedatives (10 percent), or another substance (35 percent),
in addition to OUD. The study sample was 49 percent
male and 13 percent ethnic minorities. At baseline, 81
percent of participants reported using opioids, and 87
percent reported using any substance in the past 30 days.

Individuals were excluded from participation if they
currently had been diagnosed with schizophrenia,
schizoaffective disorder, psychosis not otherwise
specified, or bipolar affective disorder (DSM-IV criteria),
or if there was a possibility of incarceration during
treatment due to imminent criminal justice proceedings.

Study Clinician Types

In the reviewed study, therapists who had at least

five years of experience treating substance use and

had themselves recovered through the 12-step model
delivered TSF therapy. These therapists were trained in
TSF therapy through a clinical workshop and supervised
clinical work.

Intensity and Duration of Study Treatment

Participants in the reviewed study received a more
intensive version of TSF therapy than described in

the original protocol. Instead of 12 sessions over 12

to 24 weeks, the intensive TSF therapy consisted of

48 sessions over 16 weeks. All participants received
methadone maintenance, weekly individual counseling
sessions with their therapist, weekly sessions with a
sponsor (i.e., someone who was a member of a 12-step
organization such as AA, NA, or CA), and weekly group
counseling sessions.

Outcomes Associated with
Intensive TSF Therapy,
Pharmacotherapy, and Counseling
for Opioids and Other Substance(s)
Dependence

One study demonstrated that for adults with
concurrent opioid and other substance use, a
combined treatment of TSF therapy, methadone
maintenance, and counseling was associated with
statistically significant:*®

e Reductions in any substance use

Outcomes were assessed at the end of the
intervention period and at a six-month follow-up.
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Summary of Evidence Review

The guide’s evidence review provides support for three practices treating use of different combinations of four substances.
All studies were conducted in outpatient settings, with diverse adults. Clinicians providing the services, and the intensity
and duration of treatment varied across the studies.

Twelve-Step Facilitation

Contingency Management Therapy With
Pharmacotherapy With With Pharmacotherapy and Pharmacotherapy and
Counseling Counseling Counseling
Substance Alcohol and Cocaine and Cocaine and Cocaine, Cocaine and Opioids
Combination | Cocaine Opioids Opioids Alcohol, and Opioids and Other
Opioids Substances
Causal Moderate Emerging Strong Moderate Moderate Emerging
Evidence Evidence Evidence Evidence Evidence Evidence Evidence
Level
Studied Cocaine and Cocaine and Cocaine and Cocaine and Cocaine Substance use
Outcomes alcohol use opioid use opioids use alcohol use use, self-
and severity, help meeting
treatment attendance
attendance
Description Medications approved by the A behavioral intervention Individual therapy that aids
FDA to treat the specific use using external reinforcement with long-term abstinence by
and/or disorders together with schedules to reward individuals | encouraging acceptance and
counseling for exhibiting positive behaviors | surrender, and facilitating active
engagement in recovery groups
Studied Outpatient Outpatient Outpatient
Settings
Studied Predominately | Predominately | Diverse adults | Diverse adults | Majority non- Majority White
Demographic | Black and Black and Hispanic White
Groups predominantly | predominantly and majority
male male male
Studied Master’s- or Psychiatrists, Unspecified research staff, Master’s-level | Therapists
Clinician doctoral-level master’s- or with pharmacotherapy and counselors who recovered
Types therapists doctoral-level counseling provided by clinical experienced in | through the
trained in therapists, and | staff TSF 12-step model
the particular experienced and are
counseling substance experienced
approach use treatment in treating
counselors substance use
trained in
the particular
counseling
approach
Studied 11 to 12 weeks | 13 to 24 weeks | 8 to 25 weeks | 12 weeks 12 sessions 48 sessions
Intensity and over 12 weeks | over 16 weeks
Duration of
Treatment
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CHAPTER

Guidance for
Selecting and
Implementing
Evidence-Based
Practices

This chapter provides information for
clinicians, program administrators, and other
stakeholders interested in implementing

a practice to treat or address concurrent
substance use (CSU) or concurrent substance
use disorders (SUD) in adults. It documents
clinical issues and other considerations that
organizations and clinicians may encounter
when engaging and providing services to
clients with CSU or concurrent SUD, as well
as strategies to address those concerns.

Strategies to
Manage Clinical
Issues

Clinicians may encounter several challenges
when working with clients with CSU or
concurrent SUD. The table below summarizes
the most common clinical issues they may
encounter and strategies to manage them.
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Clinical Issue and Explanation Management Strategy

Hesitancy
to engage in
treatment

Individuals with CSU or
concurrent SUD may
have mixed feelings or
ambivalence towards
treatment.

e “Meet individuals where they are” by identifying, connecting,

and providing services that reflect their individual goals and
keeping them engaged for potential treatment in the future.

Incorporate motivational interviewing techniques.

Overdose risk

Individuals who intentionally
or unknowingly mix
substances have an
increased risk for overdose.

Assess client awareness of dangers of mixing substances and
educate about risks.

Monitor clients closely for overdose symptoms. Combinations of
particular concern are:

— Opioids, especially fentanyl and/or heroin, with
methamphetamine, benzodiazepines or cocaine

— Alcohol with benzodiazepines or opioids

Assess biomarkers for the presence of psychoactive substances
(i.e., saliva, urine, breath, etc.). The Substance Abuse and Mental

Health Services’ (SAMHSA's) Technical Assistance Publication 32:
Clinical Drug Testing in Primary Care offers guidance to clinicians

on implementing assessments.

Maintain communication with treatment providers, public
health officials, and clients about the purity, strengths, and
potential contaminations of substances that are available in the area.

Train program staff, clients, and family members on naloxone
use and make naloxone available to clients, their families, and

the community.

Use federal funds to purchase fentanyl test strips (for federal
grantees), which clients can use to determine whether drugs have
been mixed or cut with fentanyl.

Intoxication Substance use, including Assess client’s immediate safety, including overdose risk and
CSU and concurrent SUD, ability to navigate home or to a safe space or assist in obtaining
can increase euphoria, a taxi or other safe way home if their ability is impaired. This can
excitability, compulsive also be an opportunity to hold clients accountable to consistent
behavior (including sexual boundaries; let the individual know that it is nice to see them in the
behavior), locomotor activity, clinic, however, coming intoxicated is not appropriate.
and agitation.

Withdrawal As an individual stops Assess withdrawal through tools, including: the Clinical Institute

substance use, they may
experience symptoms like
severe fatigue, insomnia,
cognitive impairment,
feelings of depression,
anxiety, loss of energy,
confusion, the inability to
feel pleasure, and paranoia.’
Opioid withdrawal can also
be fatal.

Withdrawal Assessment for Alcohol-Revised (CIWA-Ar), the Clinical
Institute Withdrawal Assessment for Benzodiazepines (CIWA-B),
and the Clinical Institute Withdrawal Assessment for Opiates/
Opioids.

Manage symptoms through medically monitored withdrawal
programs.

Assess if there are medications available that may allow for
withdrawal symptom relief.

Promote rest, mild/moderate exercise, and a healthy diet, as
these can help to manage withdrawal symptoms.

Withdrawal may result in
hypersexuality and impaired
sexual functioning, leading
to psychological distress.?

Provide risk reduction education about the possibility

of changes in sexual function during early recovery. Offer
suggestions, ideas, and help to address sexual dysfunction if the
client is acutely stressed about this.
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Clinical Issue and Explanation Management Strategy

Co-occurring
medical and
mental condi-
tions

One of the challenges

that practitioners face

is deciphering between
independent psychiatric
disorders, psychiatric
disorders because of CSU
or concurrent SUD, and
psychiatric or physical health
symptoms that arise from
intoxication and withdrawal.

e Consider integrated treatment options regardless of the

underlying cause(s) for the co-occurring diagnosis or other
conditions. Integrated treatment provides primary and behavioral
health care in the same setting.

Coordinate services among clinicians, as lack of adequate
treatment for either disorder may interfere with an individual’s
overall recovery.

Monitor and account for symptoms, chronic illnesses, and
side effects related to medical and mental conditions.

Severity of
disorder and
level of care

Clients may receive
treatment services at various
levels within the continuum
of care, depending on the
severity of their disorder.
Assessing the required level
of care for each client based
on the severity of their
disorder is critical.

Evaluate the clients’ needs and ensure they receive services at
the appropriate level.

Promote services that support individuals at each stage

of recovery. Step up to more intensive treatment or step down

to less intensive treatment, as needed. Recovery is not linear.
Clinicians should be prepared for cycles of struggle and be willing
to adjust intensity of services accordingly.

A

AR
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In addition to the issues and strategies noted above,

several considerations and strategies can be implemented

at the individual and organizational levels to promote
implementation of CSU and concurrent SUD treatment.

Implementation
Considerations and
Strategies for Clinicians

CLINICAL CONSIDERATIONS

Engagement and
Retention of
Clients in
Services

— Risk and Protective
Factors that
Influence a Client’s
L_a®

.. Substance Use
Clinical

RS IMOILES Considerations

Prevention and
Recovery

Supports Motivation
and Readiness
to Change

@ Selection
of a

Treatment

Practice

O®\’o Engagement and Retention
g of Clients in Services

Consideration: Those with CSU and concurrent SUD

often have low rates of treatment retention and completion,

and it can be difficult to keep clients engaged in care.
Clients may have competing priorities or encounter a
triggering situation that leads to a return to use.

Strategies:

o Strengthen relationships between the clinician

and client. The therapeutic alliance—or the
way in which the client and therapist connect,

behave, and engage with each other—is a strong

predictor of retention in treatment. Clients who
feel a strong connection to their therapist and

feel that their therapist cares about their success

tend to attend more sessions and complete

treatment at higher rates.'? Clinicians can build
rapport with clients by providing them a safe
and non-judgmental environment, showing
empathy for their given situation both verbally
and non-verbally, and making the client feel like
an equal instead of being “talked-down” to. This
process takes time, especially for clients who are
distrusting of others or who have had negative
experiences with clinicians in the past.

Clients may continue to use substances and

miss sessions until they fully “buy-in” to the
treatment process. Clinicians should practice
patience and work to unpack and understand
their client’s hesitancy. It may also be that clients
want to reduce use, not stop use altogether.
Clinicians should be open and respectful of the
clients’ goals, connect them to services for safer
drug use and assist them in reducing their use.

Identify barriers to treatment and provide
resources to complete treatment. Transportation
to appointments, childcare, safe and stable
housing, health insurance, and flexibility in
scheduling appointments are all important factors
for treatment completion. Clinicians should be
aware of the barriers a client may face and refer
them to a social worker, case manager, or other
community provider to assist with resources,
such as submitting paperwork to Medicaid or a
housing authority. Some barriers like housing
could take weeks or months to resolve. In these
mstances, clinicians should assess the client’s
readiness to start treatment, as well as their
severity of use and overdose risk. If there is a risk
of overdose, treatment should not be delayed. For
those experiencing housing instability, a referral
may be warranted to a provider who specializes
in medical care and/or mental health and SUD
treatment for people experiencing homelessness,
if such an organization exists in the client’s area.

Use motivational interviewing (MI) to heighten
motivation and increase self-efficacy. Struggling
with substances for long periods can lead to a
feeling of helplessness,'* for which MI can be
particularly helpful.'* MI is a counseling technique
and treatment approach that helps individuals
overcome ambivalent feelings and resistance,
while clinicians offer their empathy and support.
In the process, individuals become motivated to
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explore the reasons for their behavior with the goal
of eliciting positive behavioral change. Clinicians
can use MI to help engage clients in treatment at
the outset. They can also use it in combination
with other treatments, such as cognitive behavioral
therapy, to enhance retention and adherence
throughout the treatment process. '

Assessment of Risk and Protective
Factors that Influence a Client’s
Substance Use

Consideration: Individuals with CSU and concurrent
SUD often exhibit more severe risk factors than
individuals with a single SUD.? Addressing a client’s
risk factors for CSU and concurrent SUD is essential to
achieving positive treatment outcomes.

Strategies:

o Assess social determinants of health and
integrate into treatment. Living environments,
transportation to services, and educational and
occupational attainment affect overall health
and well-being. Clients with risk factors such
as poverty, housing instability, educational
challenges, legal issues, domestic violence, and
a multitude of other challenges have increased
risk of CSU and concurrent SUD. Chronic
stress, depression, and other mental health issues
can further compound the risk.

However, these individuals may also have
protective factors, such as strong family support
systems, positive outlooks, or a desire to change.
It is crucial to assess both risk and protective
factors to understand how they impact substance
use and can support treatment and recovery.

The Recovery Capital Scale is a helpful tool

for assessing risk and protective factors and
identifying ways to bolster protective factors.

e Help connect the client with resources to
improve quality of life. Clinicians should
connect their clients to services and resources
that address social determinants of health. For
example, organizational staff, such as care
coordinators or case managers, may be able to
assist clients residing in unsafe living conditions
by sharing housing resources or providing a
referral to a pro-bono lawyer. They may be able
to assist someone with food insecurity by linking
them to a food pantry, or they may connect

someone who is out of work with unemployment
benefits and a job training program.

Addressing issues related to social determinants
of health will provide clients with resources
needed to support their CSU or concurrent SUD
treatment and recovery. This also encourages
engagement in treatment, as clients often feel
their clinician cares about them personally.

e Assess client’s partner or family influences and
characteristics. Unhealthy relationships with
partners or with others in the home can contribute
to a client’s chronic stress and feeling that the
home is not a safe space. Partners and family
members can also be protective factors when they
serve as positive influences and provide a support
system for clients. Clinicians should attempt
to integrate these healthy relationships into
treatment planning. For example, after a bad day,
partners and family can talk through problems
and triggering situations with clients.

o Assess the influence of trauma on substance
use. Experiencing a traumatic event or living
in traumatic circumstances is a risk factor for
CSU and concurrent SUD. Clinicians should use
trauma-informed care, which considers a client’s
past and current life situation in the delivery of
care and builds on a client’s strengths to promote
healing and recovery. Clinicians should screen
individuals with CSU and concurrent SUD for
symptoms of trauma and post-traumatic stress
disorder (PTSD). If clinicians identify trauma,
they should fully explore its relationship with
the substance use. If they are amenable, the
client and their clinician can identify working
through this trauma in treatment goals.

If a client is presently enduring abuse or
interpersonal violence (IPV), clinicians may be
mandated to report it. Each state’s laws are
different, and clinicians should understand the
laws in their area.

Clients should be given contact information for
resources, such as domestic violence shelters
that specialize in providing support. Clinicians
should have open lines of communication with
the client, recognizing that current IPV can impact
treatment in multiple ways (e.g., failure to keep
appointments, diversion of medications, etc.).
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Motivation and Readiness
to Change

Consideration: Those with CSU or concurrent SUD often
have a long history of substance use and may have been
in treatment before. It can be common to feel a sense of
helplessness or unwillingness to discontinue substance
use after previous unsuccessful treatment attempts.

Strategies:

o Utilize harm reduction strategies. Harm
reduction is a set of practical strategies and
ideas aimed at reducing negative consequences
associated with drug use.* Harm reduction is
built on a belief in, and respect for, the rights of
people who use drugs. If the individual is not yet
ready to engage in services, their decision should
be respected, and there may still be opportunities
to help them minimize the risk of harm from
substance use:

— Clinicians can point clients to nearby
syringe service programs (SSPs), which
provide safe and sterile drug use supplies
and education. There are over 400 SSPs in
the United States. Clinicians should stay up
to date on the SSPs in their area.

— Clinicians can also provide access to fentan-
yl test strips and naloxone or point the indi-
vidual to a program that does. If there are no
naloxone providers in the area, individuals
may be able to obtain free naloxone via mail
or through community resources.

— Clinicians can point individuals to super-
vised consumption services (designated sites
where people can use pre-obtained drugs
under the safety and support of trained per-
sonnel), if available in their area.

o Consider prior treatment history and
outcomes and engage the client in treatment
planning. When engaging someone with CSU
or concurrent SUD in services, it is important
to understand their treatment history: what
they feel has worked well, what hasn’t worked
well, and the extent to which earlier treatment
was completed successfully. If treatment
yielded some success, clinicians should ask
what led the client to start using again. If prior
treatment was unsuccessful, clinicians should

ask what factors they felt contributed to the
lack of success; this may include location of the
services, transportation and childcare concerns,
or lack of individual-specific services (i.e., sex,
sexual identity, gender, age, race, ethnicity).
Understanding these factors will influence the
individual’s future treatment and enable the
clinician to build off aspects that worked well
and address aspects that did not.

Discussions with the client also give the client
an active role in treatment planning, which can
increase engagement and retention in treatment.
Goal setting and treatment planning should be a
collaborative process tied to the individual’s own
objectives and aspirations. Clinicians should
support building small goals into the treatment
plan that are realistic and attainable.’ Setting
and continually reviewing progress on goals
and the treatment plan can enhance motivation
while allowing the clinician to assess client
engagement throughout the treatment process.®’

Selection of a Treatment
Practice

Consideration: Clients engage in CSU and concurrent
SUD for different reasons, including to escape from
reality and the unavailability of the primary drug of

choice.

Clients also use multiple substances to:

Enhance the physical or psychological effects of
each substance

Counteract the effects of one or more substances

Counter the effects of withdrawal from a
different substance

Prolong a substance’s effects
Experience a new effect

Strategies:

Understand the client’s pharmacological,
psychosocial, and behavioral reasons for
combining certain substances when developing
treatment plans. Each client’s situation is unique
and there are several strategies that clinicians can
implement when determining the most appropriate
treatment. Selecting an appropriate treatment

in collaboration with the client will increase the
likelihood of positive treatment outcomes.
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Determine the severity of a client’s CSU or
concurrent SUD and the appropriate level

and setting of care. In initial visits with clients,
clinicians must evaluate for each substance used.
It is important to be thorough and continue the
assessment after a substance is identified, to
avoid assuming the client continues to use just
one substance. Clinicians must then implement
treatment practices that address each substance.

This assessment will also help clinicians
determine the appropriate level of care (i.e., the
setting and intensity of services). Individuals
with less severe symptoms may benefit most
from outpatient care and receipt of counseling,
peer support, employee assistance programs, and
member assistance programs. Individuals with
more severe symptoms and disorders may require
inpatient or other intensive treatment modes.

Individuals can receive services and supports
in-person or through telehealth communications.
Receiving services through telehealth
communications can be particularly helpful

for individuals who live in areas with limited
access. SAMHSA'’s Telehealth for the Treatment
of Serious Mental Illness and Substance Use
Disorders Guide reviews literature and research
findings related to this issue, examines emerging
and best practices, and identifies challenges and
strategies for implementation.

Additionally, age-, gender-, and sex-specific
services may be optimal for individual clients.
Clinicians need to consider the needs and goals
for each individual prior to identifying the level
and setting of care.

Consider combining therapy with other forms
of treatment and social supports. This can take

with predominantly White individuals,® and
adaptation may be needed when used with
individuals from other groups, such as racial and
ethnic minorities, individuals in the lesbian, gay,
bisexual, transgender, and queer or questioning
population; older adults; homeless populations;
and persons with physical or cognitive
disabilities. Fortunately, treatment practices are
adaptable for multiple communities. For example,
contingency management (CM) can be adapted
for use with American Indian and Alaskan Native
communities, so long as reinforcers are aligned
with cultural and community practices and
facilitate cultural and family engagement.’

If a clinician is not knowledgeable about a
client’s culture, it is okay to recognize that,
while being open and interested to learn more.
Showing humility and honesty with the client is
vital to developing rapport and establishing trust.

The Substance Abuse and Mental Health Services
Administration’s (SAMHSA’s) Treatment
Improvement Protocol (TIP) on Improving
Cultural Competence may assist clinicians in
expanding knowledge and adapting practices.

Consider the client’s physical health

when incorporating pharmacotherapy.
Pharmacotherapy is appropriate for both men
and women; however, additional considerations
apply to pregnant and postpartum women and
those with impaired liver function. For treating
opioid use disorder (OUD) during pregnancy,
methadone or buprenorphine is recommended.'°
Acamprosate, disulfiram, and naloxone for
alcohol use disorder have not yet been studied
for pregnant and breastfeeding women."

different forms depending on the client’s wants
and needs. For example, clinicians can combine
pharmacotherapy with individual counseling
for people using certain substances; they can
add group therapy to individual counseling for
those seeking connections and moral support;
or connect individuals to case management for
housing support and medical care.

Return to Use Prevention and

Recovery Supports
Consideration: Returning to substance use is a common
occurrence among those with CSU or concurrent SUD,
likely due to underlying causes not being addressed or

not having adequate tools and supports to continue in
their recovery.

Strategy:

e Adapt treatment practices to the client’s culture,
values, and preferences. Treatment practices
have often been designed for and evaluated

o  Ensure the client has the tools, resources,
and recovery supports they need during and
post-treatment. While the client is in treatment
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clinicians should work with them to mitigate
underlying causes of substance use, develop
tools needed to identify and respond to situations
that trigger them to use substances, and connect
them with resources and support systems, to deal
with those triggers when cravings become too
intense.

Clinicians should educate clients about recovery
and potential periods of intense cravings after
significant sobriety. Normalizing this as a
process of healing and strategizing with clients
on how to surround themselves with individuals
who are also in recovery can aid them in
successful recovery and prevent relapse.

Creating a comprehensive plan with the client
prior to treatment completion and incorporating
their strengths and risks into the plan will ensure
the client understands what to expect post-
treatment. The Recovery Capital Scale identifies

tools, resources, and recovery supports to create
this plan.

Implementation
Considerations
and Strategies for
Organizations
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Staffing

Consideration: Individuals with CSU and concurrent
SUD often have complex needs, and clinicians play
a critical role in the effectiveness of treatment and
treatment outcomes. Having the right staff to work is
integral to treatment success.'?

Strategy:

e Hire a well-trained, diverse workforce.
Ensuring staff consists of properly credentialed
professionals is essential for providing high
quality care to clients. A diverse workforce
reflecting the racial and ethnic compositions,
gender and gender identity, languages, and
lived experiences of the organization’s clients
will also improve treatment initiation, delivery
of culturally appropriate treatment practices,
treatment retention and adherence, and health
outcomes.
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Staff
Training

Consideration: Unfortunately, a training program
specific to CSU or concurrent SUD is not available at the
time of this guide’s release, and few clinicians specialize
in this area. Program administrators and clinicians may
need to develop their own staff training on this topic.

Strategy:

e Conduct staff training on identification of CSU
and concurrent SUD and its risk factors. 1t is
important for all staff to recognize that substance
use may not be limited to a single substance.
Staff should understand the prevalence of CSU
and concurrent SUD, be able to recognize when
it is present, and identify potentially dangerous
interactions of various substance combinations.
In addition, organizations and clinicians should
be trauma-informed, and training should cover
the clinical skills needed to effectively screen
for and identify trauma, including PTSD,
and respond to clients with trauma histories.
SAMHSA has published a TIP on Trauma-
Informed Care in Behavioral Health Services.

[[‘I’]]”,{I"]] Integration and Coordination
Ly of Treatment Services

Consideration: Those with CSU or concurrent SUD may
have treatment and service plans with several providers
for different medical and mental health goals. These
plans may affect their treatment.

Strategies:

o Ensure communication and collaboration
among a client’s providers. The optimal setting
for clients with complex needs is one that
integrates physical health, mental health, and
substance use treatment services in one location,
with multi-disciplinary treatment teams working

referring them to the needed service should be
the goal. Substance use treatment clinicians can
build relationships and lines of communication
with these providers through formal agreements
or releases of information, to discuss pertinent
details related to the client’s treatment progress.

Seek collaborative partnerships with medical
staff. Implementing pharmacotherapy

or identifying a practice that provides
pharmacotherapy can be a daunting undertaking,
but for clients who use substances for which
there are FDA-approved medications,

those treatments should be made available,
either in-house or through partnerships

with another community provider.

Treatment programs with medical staff are

more likely to have the capacity to implement
pharmacotherapy than smaller programs with
few or no medical doctors on staff.'* Programs
without these services may consider partnering
(for example, through an official subcontract

or referral/outreach contract) with primary care
or psychiatric practices, to make these services
available to their clients. Pharmacotherapy
should be supplemented by other therapies

and supports, and treatment clinicians must
coordinate with prescribers and those monitoring
medications, to ensure coordination and delivery
of high-quality care.

Implement harm reduction approaches.
Providing access to naloxone, SSPs, fentanyl
test strips, and supervised consumption services,
among other resources, helps to keep clients
safe and meet them where they are in their
recovery. Organizations serving those with

CSU and concurrent SUD should work to either
provide these resources, or partner with other

organizations that do.

Fidelity to Evidence-Based

together toward shared patient goals. However, 1N
many organizations do not have integrated
services and in these cases, clinicians should
work to understand their client’s other health

and health-related social and economic needs, if
those needs are being met, and how those needs
impact their substance use treatment. If the client
has needs that are not being met, connection to

a care coordinator or identifying and directly

Practices

Consideration: Since treatment practices have not been
designed for those with CSU and concurrent SUD,
some adaptation may be needed to fit the treatment to a
client’s unique needs. At the same time, it is important
to maintain a balance between fidelity and adaptation to
avoid compromising expected treatment outcomes.
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Strategy:

e Carefully balance adaptation with fidelity of
practice. Fidelity, also referred to as adherence,
is defined as the extent to which the clinician
delivering an intervention adheres to the core
components of the protocol or practice model.
Fidelity is critical to obtaining intended program
outcomes.'®

While certain treatment practices may not yet

be proven to address CSU, concurrent SUD, a
particular substance, or for specific communities,
clinicians can adapt practices while still ensuring
fidelity to core principles and treatment practice
components. In general, subtracting program
components can be detrimental to fidelity.
However, other adaptations may enhance
program or treatment practice outcomes. Some
examples include when:!"8

— Atreatment practice is tailored to local
beliefs, languages, or culture to enhance its
relevance

— A program component is added.

Clinicians should measure fidelity by tracking
and evaluating program outcomes.

Payment Options

Consideration: Payment for specific treatment services
depends on public and private insurance requirements
around the particular practice and what insurers deem to
be the merits of the treatment that was provided and the
“usual and customary” payment for the service.

Strategy:

e Obtain funding to implement treatment
practices and other services for CSU and
concurrent SUD. Many states have included
services for individuals with SUD in their
Medicaid plans and Medicaid managed care
waivers. For states that have expanded Medicaid
and for those with private insurance, SUD
treatment services are required to be covered.
Further, Medicare also covers inpatient and
outpatient SUD treatment services.

While SUD treatment is generally covered by
insurance and treatments are available, there are
fewer options with an evidence base showing
effectiveness for those with concurrent SUD.

One such option is CM. Despite evidence

that CM is cost-effective'”? and there is an
economic and therapeutic benefit to using it,
many state Medicaid, Medicare, and private
insurance entities may not reimburse for the
CM reinforcers (payment), due to federal anti-
kickback rules.?!-?

Case-by-case exemptions may be granted by
the federal government for individual programs
(including, but not limited to, those sponsored
and overseen by other government agencies like
the National Institutes of Health).?* Clinicians
wishing to implement CM may identify funding
for reinforcers, including federal, state, and
private grants, as well as contributions from or
opportunities to share costs with community
partners. Medicaid, Medicare, and private
insurers may reimburse for CM as a service,
but cannot directly reimburse for reinforcers.
Therefore, CM implementation requires careful
coordination with HHS, the state Medicaid
agency, and other insurance providers.

If implementation of CM in-house is not
feasible, another option could be partnering with
outside CM services. For example, treatment
programs can provide CM through a phone
application that clients use to share saliva test
results with clinicians. The reinforcers are then
deposited to a debit card, which blocks cash
withdrawals and purchases at certain types of
establishments, such as liquor stores and bars.

Data Collection and
Evaluation

Consideration: The evidence base on treatment
outcomes for those with CSU and concurrent SUD is
limited. Therefore, it is essential to collect and assess
outcomes data when implementing a program or practice
for this client population. Clinicians should regularly
review and discuss these data to ensure that the practice
is having the intended effects.

Strategy:

Evaluate effectiveness and disseminate
findings. While data collection and evaluation
can be difficult and time consuming,
evaluating effectiveness and sharing these
outcomes internally and with the field will
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add to the evidence base and help the program
administrators, clinicians, and others understand
what works and what does not. Chapter 5
provides information on how organizations and
clinicians can incorporate evaluation into their
treatment program activities.

Treatment Practice
Resources

In addition to the overarching implementation guidance
provided above, there are several manuals and resources
developed specifically to help stakeholders implement
the treatment practices described in Chapter 2. Please
note that this guide is not intended to be a training
manual. Additional resources are available to support
implementation of these treatment practices.

Contingency Management Resources

The Northwest Addiction Technology Transfer Center
(Northwest ATTC) developed an online course on
contingency management. The training features separate
modules for decision-makers, clinical supervisors, and
direct care staff. Organizations can use the training as a
bridge to more intensive technical assistance.

Texas Christian University’s Institute of Behavioral
Research developed a counseling manual for CM. The
manual provides “focused, time-limited CM strategies
for engaging clients in discussions and activities on
important recovery topics.”

Rash and DePhilippis published an article in the journal,
Perspectives on Behavior Science, on considerations for
implementing CM in substance use treatment clinics. In
addition to providing an overview of CM and reviewing
the research base, the article also describes CM protocols
and specific design considerations important to CM’s
efficacy.”

Pharmacotherapy Resources

The American Society of Addiction Medicine (ASAM)
developed the National Practice Guideline for the Use
of Medications in the Treatment of Addiction Involving
Opioid Use to provide information on evidence-based
treatment for OUD.

The Department of Veterans Affairs published findings
from a qualitative study on pre-implementation
barriers and implementation outcomes associated with
pharmacotherapy for alcohol use disorder in primary
care settings.?

The American Psychiatric Association developed
practice guidelines for the pharmacological treatment
of clients with alcohol use disorder, with the goal of
improving quality of care and treatment outcomes.*®

SAMHSA’s Medication for the Treatment of Alcohol
Use Disorder: A Brief Guide provides an overview of
using FDA-approved medications to manage alcohol
dependence or prevent relapse to alcohol use. Three
medications are discussed: acamprosate, disulfiram, and
naltrexone (both oral and injectable). Further detail on
incorporating each of these medications into treatment is
described in SAMHSA’s TIP 49: Incorporating Alcohol
Pharmacotherapies Into Medical Practice and their
advisory document, Prescribing Pharmacotherapies for
Patients With Alcohol Use Disorder.

SAMHSA'’s TIP 63: Medications for Opioid Use
Disorder describes three FDA-approved medications
that can help individuals with OUD achieve remission
and maintain recovery: buprenorphine, methadone, and
naltrexone.

Twelve-Step Facilitation (TSF) Therapy
Resources

Hazelden produced a detailed guidebook on TSF
therapy and TSF therapy for co-occurring disorders.
The adaptations for co-occurring disorders could be
applicable for those with concurrent SUD.

Campbell and colleagues published a study providing
insights into TSF therapist selection, training, and
supervision characteristics associated with improved
outcomes for clients.”’

Treating Concurrent Substance Use Among Adults
Guidance for Selecting and Implementing Evidence-Based Practices

40


https://attcnetwork.org/centers/northwest-attc/cm
https://ibr.tcu.edu/manuals/description-contingency-management-strategies-and-ideas/
https://dx.doi.org/10.1007%2Fs40614-019-00204-3
https://www.asam.org/Quality-Science/quality/npg/complete-guideline
https://www.asam.org/Quality-Science/quality/npg/complete-guideline
https://www.asam.org/Quality-Science/quality/npg/complete-guideline
https://ascpjournal.biomedcentral.com/articles/10.1186/s13722-019-0151-7
https://doi.org/10.1176/appi.books.9781615371969
https://store.samhsa.gov/sites/default/files/d7/priv/sma15-4907.pdf
https://store.samhsa.gov/sites/default/files/d7/priv/sma15-4907.pdf
https://store.samhsa.gov/product/TIP-49-Incorporating-Alcohol-Pharmacotherapies-Medical-Practice/SMA13-4380
https://store.samhsa.gov/product/TIP-49-Incorporating-Alcohol-Pharmacotherapies-Medical-Practice/SMA13-4380
https://store.samhsa.gov/product/prescribing-pharmacotherapies-patients-with-alcohol-use-disorder/pep20-02-02-015
https://store.samhsa.gov/product/prescribing-pharmacotherapies-patients-with-alcohol-use-disorder/pep20-02-02-015
https://store.samhsa.gov/product/TIP-63-Medications-for-Opioid-Use-Disorder-Full-Document/PEP21-02-01-002
https://store.samhsa.gov/product/TIP-63-Medications-for-Opioid-Use-Disorder-Full-Document/PEP21-02-01-002
https://www.hazelden.org/web/public/document/tsf_scopeandsequence201710.pdf
https://doi.org/10.3109/00952990.2013.799175

Reference List

I Wise, R. A. (2008). Dopamine and reward: The
anhedonia hypothesis 30 years on. Neurotoxicity
Research, 14(2-3), 169-183. https://dx.doi.
org/10.1007%2FBF03033808

2 Rawson, R. A., Gonzales, R., & Brethen, P. (2002).
Treatment of methamphetamine use disorders: An
update. Journal of Substance Abuse Treatment,
23(2), 145-150. https://doi.org/10.1016/s0740-
5472(02)00256-8

3 Bhalla, I. P, Stefanovics, E. A., & Rosenheck, R.
A. (2017). Clinical epidemiology of single versus
multiple substance use disorders: Polysubstance use
disorder. Medical Care, 55, S24-S32. https://doi.
org/10.1097/mlr.000000000000073 1

4 National Harm Reduction Coalition. (2021).
Principles of harm reduction. https://harmreduction.
org/about-us/principles-of-harm-reduction/

5> McPherson, S. M., Burduli, E., Smith, C. L.,
Herron, J., Oluwoye, O., Hirchak, K., Orr, M. F.,
McDonell, M. G., & Roll, J. M. (2018). A review
of contingency management for the treatment of
substance-use disorders: Adaptation for underserved
populations, use of experimental technologies, and
personalized optimization strategies. Substance
Abuse and Rehabilitation, 9, 43-57. https://dx.doi.
org/10.2147%2FSAR.S138439

¢ Adams, N., & Grieder, D. M. (2004). Treatment
planning for person-centered care: The road to
mental health and addiction recovery. Academic
Press (Elsevier).

7 Johnson, L. R., & Sandhu, D. S. (2010). Treatment
planning in a multicultural context: Some
suggestions for counselors and psychotherapists.
In M. M. Leach & J. D. Aten (Eds.), Culture and
the therapeutic process: A guide for mental health
professionals (pp. 117-156). Routledge.

8 Sue, D. W,, & Torino, G. C. (2005). Racial-cultural
competence: Awareness, knowledge, and skills. In
R. T. Carter (Ed.), Racial-cultural psychology and
counseling (pp. 3-18). John Wiley & Sons, Inc.

13

Hirchak, K. A., Leickly, E., Herron, J., Shaw, J.,
Skalisky, J., Dirks, L. G., Avey, J. P., McPherson, S.,
Nepom, J., Donovan, D., Buchwald, D., McDonell,
M. G., & HONOR Study Team. (2018). Focus
groups to increase the cultural acceptability of a
contingency management intervention for American
Indian and Alaska Native Communities. Journal of
Substance Abuse Treatment, 90, 57-63. https://doi.
org/10.1016/].jsat.2018.04.014

Substance Abuse and Mental Health Services
Administration. (2020). Medications for opioid use
disorder. Treatment Improvement Protocol (TIP)
Series, No. 63. https://store.samhsa.gov/product/
TIP-63-Medications-for-Opioid-Use-Disorder-Full-
Document/PEP20-02-01-006

Substance Abuse and Mental Health Services
Administration. (2018). Clinical Guidance for
Treating Pregnant and Parenting Women With
Opioid Use Disorder and Their Infants. HHS
Publication No. (SMA) 18-5054. https://store.
samhsa.gov/sites/default/files/d7/priv/smal8-5054.
pdf

Catty, J. (2004). ‘The vehicle of success’: Theoretical
and empirical perspectives on the therapeutic alliance
in psychotherapy and psychiatry. Psychology and
Psychotherapy, 77(Pt 2), 255-272. https:/doi.
org/10.1348/147608304323112528

Ingersoll, K. (2013). Motivational interviewing for
substance use disorders. Diagnostic and Statistical
Manual of Mental Disorders, 5th Edition [DSM-V].
American Psychiatric Association. https://doi.
org/10.1176/appi.books.9780890425596

Rollnick, S., Butler, C. C., Kinnersley, P., Gregory,
J., & Mash, B. (2010). Motivational interviewing.
BMJ, 340, ¢1900. https://doi.org/10.1136/bmj.c1900

Abraham, A. J., Knudsen, H. K., & Roman, P.

M. (2011). A longitudinal examination of alcohol
pharmacotherapy adoption in substance use disorder
treatment programs: Patterns of sustainability and
discontinuation. Journal of Studies on Alcohol

and Drugs, 72(4), 669-677. https://dx.doi.
org/10.15288%2Fjsad.2011.72.669

James Bell Associates. (2009). Evaluation brief:
Measuring implementation fidelity. https://
www.]bassoc.com/wp-content/uploads/2018/03/
Measuring-Implementation-Fidelity.pdf

Treating Concurrent Substance Use Among Adults
Guidance for Selecting and Implementing Evidence-Based Practices

a1


https://dx.doi.org/10.1007%2FBF03033808
https://dx.doi.org/10.1007%2FBF03033808
https://doi.org/10.1016/s0740-5472(02)00256-8
https://doi.org/10.1016/s0740-5472(02)00256-8
https://doi.org/10.1097/mlr.0000000000000731
https://doi.org/10.1097/mlr.0000000000000731
https://harmreduction.org/about-us/principles-of-harm-reduction/
https://harmreduction.org/about-us/principles-of-harm-reduction/
https://dx.doi.org/10.2147%2FSAR.S138439
https://dx.doi.org/10.2147%2FSAR.S138439
https://doi.org/10.1016/j.jsat.2018.04.014
https://doi.org/10.1016/j.jsat.2018.04.014
https://store.samhsa.gov/product/TIP-63-Medications-for-Opioid-Use-Disorder-Full-Document/PEP20-02-01-006
https://store.samhsa.gov/product/TIP-63-Medications-for-Opioid-Use-Disorder-Full-Document/PEP20-02-01-006
https://store.samhsa.gov/product/TIP-63-Medications-for-Opioid-Use-Disorder-Full-Document/PEP20-02-01-006
https://store.samhsa.gov/sites/default/files/d7/priv/sma18-5054.pdf
https://store.samhsa.gov/sites/default/files/d7/priv/sma18-5054.pdf
https://store.samhsa.gov/sites/default/files/d7/priv/sma18-5054.pdf
https://doi.org/10.1348/147608304323112528
https://doi.org/10.1348/147608304323112528
https://doi.org/10.1176/appi.books.9780890425596
https://doi.org/10.1176/appi.books.9780890425596
https://doi.org/10.1136/bmj.c1900
https://dx.doi.org/10.15288%2Fjsad.2011.72.669
https://dx.doi.org/10.15288%2Fjsad.2011.72.669
https://www.jbassoc.com/wp-content/uploads/2018/03/Measuring-Implementation-Fidelity.pdf
https://www.jbassoc.com/wp-content/uploads/2018/03/Measuring-Implementation-Fidelity.pdf
https://www.jbassoc.com/wp-content/uploads/2018/03/Measuring-Implementation-Fidelity.pdf

20

21

22

23

Backer, T. E. (2002). Finding the balance:
Program fidelity and adaptation in substance abuse
prevention. 4 state-of-the-art review. Center for
Substance Abuse Prevention, Substance Abuse and
Mental Health Services Administration. https://ntrl.
ntis.gov/NTRL/dashboard/searchResults/titleDetail/
PB2004101354.xhtml

McHugh, R. K., Murray, H. W., & Barlow, D. H.
(2009). Balancing fidelity and adaptation in the
dissemination of empirically-supported treatments: The
promise of transdiagnostic interventions. Behaviour
Research and Therapy, 47(11), 946-953. https://doi.
org/10.1016/j.brat.2009.07.005

Murphy, S. M., McDonell, M. G., McPherson, S.,
Srebnik, D., Angelo, F., Roll, J. M., & Ries, R. K.
(2015). An economic evaluation of a contingency-
management intervention for stimulant use among
community mental health patients with serious
mental illness. Drug and Alcohol Dependence,
153,293-299. https://dx.doi.org/10.1016%2Fj.
drugalcdep.2015.05.004

Olmstead, T. A., Sindelar, J. L., & Petry, N. M.
(2007). Cost-effectiveness of prize-based incentives
for stimulant abusers in outpatient psychosocial
treatment programs. Drug and Alcohol Dependence,
87(2-3), 175-182. https://dx.doi.org/10.1016%2F].
drugaledep.2006.08.012

Petry, N. M. (2010). Contingency management
treatments: Controversies and challenges. Addiction,
105(9), 1507-1509. https://doi.org/10.1111/].1360-
0443.2009.02879.x

Roll, J. M., Madden, G. J., Rawson, R., & Petry, N.
M. (2009). Facilitating the adoption of contingency
management for the treatment of substance use
disorders. Behavior Analysis in Practice, 2(1), 4-13.
https://doi.org/10.1007/BF03391732

U.S. Department of Health and Human Services.
(2020). Medicare and State Health Care Programs:
Fraud and Abuse, Revisions to Safe Harbors Under
the Anti-Kickback Statute, and Civil Monetary
Penalty Rules Regarding Beneficiary Inducements,
0936-AA10 C.FR. https://www.federalregister.
gov/documents/2020/12/02/2020-26072/medicare-
and-state-health-care-programs-fraud-and-abuse-
revisions-to-safe-harbors-under-the

24

25

26

27

Rash, C. J., & DePhilippis, D. (2019).
Considerations for implementing contingency
management in substance abuse treatment clinics:
The Veterans Affairs Initiative as a model.
Perspectives on Behavior Science, 42(3), 479-499.
https://dx.doi.org/10.1007%2Fs40614-019-00204-3

Hagedorn, H. J., Wisdom, J. P., Gerould, H., Pinsker,
E., Brown, R., Dawes, M., Dieperink, E., Myrick,

D. H., Oliva, E. M., Wagner, T. H., & Harris, A.

H. S. (2019). Implementing alcohol use disorder
pharmacotherapy in primary care settings: A
qualitative analysis of provider-identified barriers
and impact on implementation outcomes. Addiction
Science & Clinical Practice, 14(1), 24. https://doi.
org/10.1186/s13722-019-0151-7

Reus, V. 1., Fochtmann, L. J., Bukstein, O., Eyler,

A. E., Hilty, D. M., Horvitz-Lennon, M., Mahoney,
J., Pasic, J., Weaver, M., Wills, C. D., McIntyre, J.,
Kidd, J., Yager, J., & Hong, S. (2018). The American
Psychiatric Association practice guideline for the
pharmacological treatment of patients with alcohol
use disorder. American Journal of Psychiatry,
175(1), 86-90. https://doi.org/10.1176/appi.
ajp.2017.1750101

Campbell, B. K., Buti, A., Fussell, H. E., Srikanth,
P., McCarty, D., & Guydish, J. R. (2013).

Therapist predictors of treatment delivery fidelity

in a community-based trial of 12-step facilitation.
American Journal of Drug and Alcohol Abuse,
39(5), 304-311. https://doi.org/10.3109/00952990.20
13.799175

Treating Concurrent Substance Use Among Adults
Guidance for Selecting and Implementing Evidence-Based Practices

42


https://ntrl.ntis.gov/NTRL/dashboard/searchResults/titleDetail/PB2004101354.xhtml
https://ntrl.ntis.gov/NTRL/dashboard/searchResults/titleDetail/PB2004101354.xhtml
https://ntrl.ntis.gov/NTRL/dashboard/searchResults/titleDetail/PB2004101354.xhtml
https://doi.org/10.1016/j.brat.2009.07.005
https://doi.org/10.1016/j.brat.2009.07.005
https://dx.doi.org/10.1016%2Fj.drugalcdep.2015.05.004
https://dx.doi.org/10.1016%2Fj.drugalcdep.2015.05.004
https://dx.doi.org/10.1016%2Fj.drugalcdep.2006.08.012
https://dx.doi.org/10.1016%2Fj.drugalcdep.2006.08.012
https://doi.org/10.1111/j.1360-0443.2009.02879.x
https://doi.org/10.1111/j.1360-0443.2009.02879.x
https://doi.org/10.1007/BF03391732
https://www.federalregister.gov/documents/2020/12/02/2020-26072/medicare-and-state-health-care-programs-fraud-and-abuse-revisions-to-safe-harbors-under-the
https://www.federalregister.gov/documents/2020/12/02/2020-26072/medicare-and-state-health-care-programs-fraud-and-abuse-revisions-to-safe-harbors-under-the
https://www.federalregister.gov/documents/2020/12/02/2020-26072/medicare-and-state-health-care-programs-fraud-and-abuse-revisions-to-safe-harbors-under-the
https://www.federalregister.gov/documents/2020/12/02/2020-26072/medicare-and-state-health-care-programs-fraud-and-abuse-revisions-to-safe-harbors-under-the
https://dx.doi.org/10.1007%2Fs40614-019-00204-3
https://doi.org/10.1186/s13722-019-0151-7
https://doi.org/10.1186/s13722-019-0151-7
https://doi.org/10.1176/appi.ajp.2017.1750101
https://doi.org/10.1176/appi.ajp.2017.1750101
https://doi.org/10.3109/00952990.2013.799175
https://doi.org/10.3109/00952990.2013.799175

	Bookmarks
	Treating ConcurrentSubstance UseAmong Adults
	FOREWORDEvidence-Based Resource Guide Series Overview
	Chapter 1 Issue Brief
	Reference List

	Chapter 2 What Research Tells Us
	Summary of Evidence Review 
	Reference List

	Chapter 3 Guidance for Selecting and Implementing Evidence-Based Practices
	Reference List

	Chapter 4 Examples of Treatment Programs
	Chapter 5 Resources for Evaluation and Quality Improvement
	Appendix 1: Acknowledgments 
	Appendix 2: Evidence Review Methodology 


