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Webinar Goals

• Review available treatment contexts in Maryland

• Discuss rationale and placement criteria

• Consider the evidence base for different contexts

• Provide resources to find additional levels of care



Financial Disclosures

• None
• I will mention the names of some public, 

private, and nonprofit organizations here--this 
should not be construed as an endorsement of 
their services in particular.



The Basic Question

Where should a patient be treated for optimal 
outcomes (clinical, economical, etc)?

• Crushing chest pain: Walmart clinic or academic medical 
center?

• Excision of eyelid melanoma: family physician or 
ophthalmologist?

• Upper respiratory infection: Level 1 trauma center or 
grandma?



Nomenclature

• “Detox”

• “Rehab”

• “Treatment”







ASAM Patient Placement Criteria 
Evidence Base

• Evidence base for ASAM-PPC: Replicable. 
Evaluated naturalistically-placed patients with 
ASAM Criteria (both pro- and retrospectively) 
and found that appropriately-matched patients 
did better: showed up more, stuck around 
longer, and used the hospital less.

• BUT: is naturalistic approach more patient 
centered?

Gastfriend 2015



ASAM-PPC is here to stay

• Payers
• SAMHSA
• Reflect treatment services currently available



Other Considerations
(besides the ASAM dimensions)

• Who is paying?

• What’s around?

• Personal connections?

• Who is going to be there?



ASAM Criteria: “Detox”



ASAM Criteria: “Rehab”



Why “Detox?”

• Minimize discomfort of withdrawal
• Facilitate transition to abstinence
• Point of first contact with treatment system
• Protect against severe morbidity/mortality

– Alcohol, benzos, some others

• NOT as a mainstay of treatment (see TIP 45)



SAMHSA TIP 45: Detox & Substance Abuse Treatment

https://store.samhsa.gov/product/TIP-45-Detoxification-and-Substance-Abuse-Treatment/SMA15-4131


Predicting Seizures from Alcohol 
Withdrawal

Impossible to predict with 100% certainty.
• Most important risk factor is prior seizures. Others:
• Having drunk for more than two decades
• Having poor general medical health and poor nutritional 

status
• Having had previous head injuries
• Electrolyte abnormalities
• BZDs similar



“Detox”/Withdrawal Management: 
Examples

• Office based: you

• Outpatient: Univ. of Maryland Ctr for Addiction Med

• Kolmac Outpatient Recovery Centers

• Clinically Managed Residential Withdrawal Management: 
not much, but not nonexistent (Gaudenzia, Powell 
Recovery)

• Inpatient: UMMC Midtown, Mercy, Hopkins ITU, 
Bayview, BCRI

https://www.umms.org/midtown/health-services/addiction-medicine
https://www.kolmac.com/
http://www.gaudenzia.org/
http://www.powellrecovery.com/
https://www.umms.org/midtown/health-services/chemical-dependency
https://www.hopkinsmedicine.org/psychiatry/specialty_areas/substance_abuse/intensive_treatment_unit.html
https://www.hopkinsmedicine.org/psychiatry/patient_information/bayview/medical_services/substance_abuse/addiction_treatment_service.html
https://bcresponse.org/index.html


Rationale for Inpatient Treatment

1. Respite from bad environments

2. More intensive treatment/more treatment hours

3. Other services available (sometimes)

4. Inpatient facilitates transfer to ongoing care

5. More dramatic



Rationale for Outpatient Treatment

1. More accurate assessment of ongoing drug use and coping 

skills. Better able to assess success

2. Mobilize help in the patient's natural environment

3. More successful transition to continuing care



Intensive Outpatient

• Defined as more than 9 hours per week of 

group & individual counseling.



Evidence Base: Inpatient vs Outpatient

• Few RCTs, even fewer for patients with opioid use 

disorder.

• No RCT evidence to support longer treatment, but 

naturalistic studies suggest that longer stays 

associated with better outcomes. (Selection bias?)

• Ethical and economic considerations



https://Substance Abuse Intensive Outpatient Programs: Assessing the Evidence/

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4152944/


https://Substance Abuse Intensive Outpatient Programs: Assessing the Evidence/

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4152944/


Who Might Benefit from Inpatient?

• Inability to commute to treatment, homelessness, medical and 

psychiatric disorders, insufficient resources, lack of telephone

• "More impaired patients"

• Patients with personality or psychiatric disorders?

• Socially UNSTABLE alcoholics (socially stable ones might to 

better outpatient)



Transitional Housing

• Transitional housing + Treatment—Powell Recovery, Mosaic

• Halfway houses

• ¾ houses

• Sober living environments

• Salvation Army

• Helping Up Mission



Residential with Detox

• Detox with transition to abstinence-only or XR-

NTX

• Many do not continue buprenorphine after the 

first few days



Outpatient Methadone and 
Buprenorphine

• OTPs (“Methadone Programs”)

• Lots of variability in quality and monitoring

• Some include buprenorphine but then have to follow the methadone rules

• Buprenorphine/naloxone

• Many waivered physicians are self-pay only 

• Access better if they (you) are not

• Some programs include (or “require”) IOP



Outpatient

• Outpatient programs: primarily relapse-prevention, dual-

diagnosis, groups, 2-3 hours/week

• See treatment locator

J Subst Abuse Treat. 2014 Feb;46(2):87-97. doi: 10.1016/j.jsat.2013.08.022. Epub 2013 Sep 26.



AA/NA

• Lots of meetings

• Just google to find them or visit: 

– Alcoholics Anonymous

– Narcotics Anonymous

• Print out a list of meetings for your AVS

• Anticipatory guidance

– “What To Expect At Twelve-Step Meetings”

https://www.aa.org/pages/en_US/find-local-aa
https://www.na.org/meetingsearch/index.php
http://www.americanbar.org/newsletter/publications/gp_solo_magazine_home/gp_solo_magazine_index/whattoexpect12.html


Finding Resources

• Call MACS: 855-337- MACS (6227)

• Maryland Certified Treatment Directory

• SAMHSA Treatment Locator

http://128.8.19.106/resource_new_v1
https://findtreatment.samhsa.gov/


Case 1

• Ms. S, 54 year old F

• History of hypertension, CHF (NYHA Class 3)

• Crack cocaine use--$20 every two days





Case 2

• Mr F, 52 year old M

• History of heroin addiction, on MMT

• History of head trauma and seizures

• Prior clonazepam prescription, now buys on the street (2-

4mg/daily)

• Drinks 1 pint/day



Case 3

• Mr. J, 25 year old M

• Drank heavily starting at age 17

• Abstinent for 2 years until 1 month ago

• Now drinking 2 40-oz Steel Reserves daily

• Has a sponsor, trying to quit again

• Complains of “the shakes” when stops drinking





Finding Resources

• Call MACS: 855-337- MACS (6227)

• Maryland Certified Treatment Directory

• SAMHSA Treatment Locator

http://128.8.19.106/resource_new_v1
https://findtreatment.samhsa.gov/

