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Objectives 

1. Review the current evidence for treatments 

for AUD and OUD 

2. Discuss interventions in use in HCH 

programs 

3. Consider potential quality metrics for SUD 



Outline 

• Background 

• Overview of evidence-based treatments 

• Discussion: What’s happening in our programs? 

• How can we measure quality? 

• Discussion: What will you take back with you? 

 

 



BACKGROUND 



• Cohort of 28,033 adults seen at BHCHP in 2003-2008 

• Drug overdose was the leading cause of death 

• Opioids implicated in 81% of overdose deaths 

Baggett TP, et al. Mortality among homeless adults in Boston: shifts in causes of death over a 15-year period. JAMA 
Internal Medicine 2013;  173(3): 189-195. 



• Follow up study using same cohort 

• Estimated proportion of deaths attributed to 

substances using  population-attributable 

fractions 

• Over half of all deaths attributable to substances 

Baggett TP, et al. Tobacco-, alcohol-, and drug-attributable deaths and their contribution to mortality disparities in a 
cohort of homeless adults in Boston. AJPH 2015. 



Proportion of Deaths Attributable 
to Substances 



EVIDENCE-BASED TREATMENTS 
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SUD: Psychosocial Treatments 



Motivational Interviewing 

• Counseling technique for eliciting behavior 

change by helping the patient explore and 

resolve ambivalence about change 



Motivational Enhanced Therapy 

• Four-session variant of MI 

• Includes structured assessment of substance 

use, measures of substance use harm, and 

personalized feedback 



Motivational Interviewing 

• 2011 meta-analysis of 59 trials with >13,000 participants with SUD 

(29 trials for AUD) 

• Significant effect on substance use, strongest at post-intervention 

(standardized mean difference = 0.79, with CI 0.49 – 1.09) 

• For long follow up, the effect was not significant 

• Can reduce extent of substance use compared to no intervention 

• Mostly low quality evidence 

Smedslund G, Berg RC, Hammerstrom KT, et al. Motivational interviewing for substance 
abuse. Cochrane Database Syst Rev 2011. 



Cognitive Behavioral Therapy 

• Goal-directed form of therapy 

• Patients learn how their thought processes 

contribute to their behavior 

• Helps patients develop adaptive ways of 

behaving 

• Among most extensively evaluated 



Cognitive Behavioral Therapy 

• 2009 meta-analysis of 53 trials of 9,308 

patients found small positive effect (inverse 

variance weighted effect size, Hedges' 

g=0.154, p<0.005) on outcomes for SUD 

compared to no treatment, across all studies. 

• Effect continued to diminish at 12-months f/u 

Magill M, Ray LA. Cognitive-behavioral treatment with adult alcohol and illicit drug users: a 
meta-analysis of randomized controlled trials. J Stud Alcohol Drugs 2009; 70 (4): 516. 



Residential Treatment 

• 24-hour, drug and alcohol-free environment 

• Vary widely in intensity of clinical services and treatment 

models 

– Psychosocial model 

– Supportive rehab model 

– Intensive treatment model 

• No well designed clinical trials comparing effectiveness to 

treatment at lower levels of care 



Peer Support Groups 

• 12-step programs and other 

models 

• Emphasize working toward 

abstinence through group 

sharing and support 



Peer Support Groups 
• Meta-analyses of AA participation have reported 

methodologic problems 

• Limited generalizability due to coerced participation 

• 2006 meta-analysis of 8 RCT  involving 3,417 patients 

comparing 12-step approaches to other interventions 

for AUD found few differences in treatment retention 

and drinking outcomes 

 
Tonigan JS, et al. Meta-analysis of literature on AA. J Stud Alcohol 1996; 57 (1): 65-72. 
Kownacki RJ, Shadish WR. Does AA work? The results from a meta-analysis of controlled experiments. Subst Use 
Misuse 1999; 34 (13): 1897-916. 
Humphreys, et al. Self-help organizations for alcohol and drug problems: toward evidence-based policy and practice. 
J Subst Abuse Treatment 2004; 26: 151-158. 
Ferri M, et al. AA and other 12-step programmes for alcohol dependence. Cochrane Database Syst Rev 2006. 



Contingency Management 

• Offers incentives to encourage abstinence or 

discourage substance use 

• Patients receive rewards for meeting behavioral goals 

like drug free urines, for example: 

– Take home methadone doses 

– Vouchers (for goods/services) 

– Monetary incentives  



Contingency Management 

• 2006 meta-analysis of 47 trials found CM led to improved 

substance use outcomes in opioid, cocaine, and nicotine 

dependence (mean effect size (ES) positive, with a magnitude of d 

= 0.42) 

• CM was more effective in treating opiate use (d = 0.65) and cocaine 

use (d = 0.66), compared with tobacco (d = 0.31) or multiple drugs 

(d = 0.42)  

• Has not been studied extensively with alcohol 

Prendergast M, et al. Contingency management for treatment of SUD: a meta-analysis. Addiction 2006; 101 (11): 
1546-60. 
Lussier JP, et al. A meta-analysis of voucher-based reinforcement therapy for substance use disorders. Addiction 
2006; 101:192-203. 



AUD: Pharmacologic Treatments 



Naltrexone (oral) 

• Blockade of the mu-opioid receptor 

• Suppresses alcohol consumption 

• Multiple meta-analyses of trials for AUD found naltrexone 

to reduce consumption compared to placebo 

• 2010 meta-analysis of 50 RCTs with 7,780 participants 

found that naltrexone reduced risk of heavy drinking to 

83% that in placebo group and decreased drinking days by 

4% 

Jonas DE, et al. Pharmacotherapy for adults with AUD in outpatient settings: a systematic review and meta-analysis. 
JAMA 2014; 311 (18): 1889-900. 
Rosner S, et al. Opioid antagonists for alcohol dependence. Cochrane Database Syst Rev 2010. 



Naltrexone (IM) 

• Monthly injection achieves steady 

therapeutic level, avoid peaks 

• 2005 RCT of 624 patients found 25% 

reduction in rate of heavy drinking 

after 24 weeks compared to placebo 

• Subgroup analysis suggested less 

effect in women 

Garbutt JC, et al. Efficacy and tolerability of long-acting injectable naltrexone for alcohol dependence: a RCT. JAMA 
2005; 293 (13): 1617. 



Acamprosate 

• Effect attributed to modulation of glutamate neurotransmission 

• Multiple meta-analyses have found acamprosate to reduce 

consumption compared to placebo 

• 2010 meta-analysis of 24 RCTs of 6,900 participants showed 

increased abstinence rates at 6-months compared to placebo 

(36.1% vs. 23.4%) 

• 3 subsequent trials found acamprosate did not improve outcomes 

 
Jonas DE, et al. Pharmacotherapy for adults with AUD in outpatient settings: a systematic review and meta-analysis. 
JAMA 2014; 311 (18): 1889-900. 
Rosner S, et al. Acamprosate for alcohol dependence. Cochrane Database Syst Rev 2010. 
Anton RF, et al. Combined pharmacotherapies and behavioral interventions for alcohol dependence: the COMBINE 
study: a RCT. JAMA 2006; 295 (17): 2003. 



Disulfiram 

• Aversive agent that discourages drinking by 

evoking an unpleasant reaction 

• 2014 meta-analysis of 2 trials of 492 patients 

did not find a significant difference in return 

to drinking compared with placebo 

Jonas DE, et al. Pharmacotherapy for adults with AUD in outpatient settings: a systematic review and meta-analysis. 
JAMA 2014; 311 (18): 1889-900. 



Emerging Treatments 

• Topiramate 

• Gabapentin 

• Baclofen 

• Nalmefene 

• SSRIs 

• Odansetron 



Comparing Modalities 

• No trials directly compare psychosocial 

interventions to medication for AUD 



Combining Modalities 

• Evidence is mixed about whether combining 

medication with psychosocial intervention 

leads to better outcomes than medication 

alone 

• Let’s look closely at the COMBINE study… 



The COMBINE Study 

• 1,383 patients with AUD 

• Eight groups of patients received 16 weeks of naltrexone or acamprosate, 

both, and/or both placebos, with or without a combined behavioral 

intervention (CBI). A ninth group received CBI only (no pills). 

• Psychosocial intervention integrated elements of CBT, 12-step, MI 

• No differences seen with either med combined with psychosocial 

treatment compared with med alone or psychosocial treatment alone 

• No combo produced better efficacy than naltrexone or behavioral 

intervention alone 

Anton RF, et al. Combined pharmacotherapies and behavioral interventions for alcohol dependence: the COMBINE 
study: a RCT. JAMA 2006; 295 (17): 2003. 



OUD: Pharmacologic Treatments 



Methadone 

• 2009 meta-analysis of 11 RCTs among 1,969 patients 

compared methadone to placebo or non-medication 

treatment 

• Participants on methadone more likely to remain in 

treatment and reduce opioid use compared to placebo 

or non-med treatment (RR = 0.66, 95% CI 0.56-0.78) 

• No difference in criminal activity or mortality 

Mattick RP, et al. Methadone maintenance therapy versus no opioid replacement therapy for opioid dependence. 
Cochrane Database Syst Rev 2009. 



• 10-year follow up mortality study of 405 

patients randomly assigned to methadone or 

buprenorphine 

• Duration of either med associated with lower 

mortality rates 

• No difference between the meds 

Gibson A, et al. Exposure to opioid maintenance treatment reduces long-term mortality. Addiction 2008; 103: 462. 

Methadone 



Buprenorphine/Naloxone 
• 2014 meta-analysis of 5 trials among 4,497 

participants  

• Buprenorphine improved treatment retention 

compared to placebo (RR=1.74; 95% CI: 1.06 - 2.87) 

• Medium and high dose buprenorphine suppressed 

heroin use significantly above placebo 

 

 
Mattick RP, et al. Buprenorphine maintenance versus placebo or methadone maintenance for opioid dependence. 
Cochrane Database Syst Rev 2014. 



Naltrexone (oral) 

• 2011 meta-analysis of 13 RCTs of 1,158 

patients showed no difference between 

naltrexone and placebo or psychosocial 

treatments (limited by poor compliance) 

• More effective than placebo in 3 trials where 

patients were forced to adhere 

Minozzi S, et al. Oral naltrexone maintenance treatment for opioid dependence. Cochrane Database Syst Rev 2011. 



Naltrexone (IM) 

• 2011 trial compared once-monthly injection with 

placebo in 250 patients over 24 weeks 

• Proportion of weeks of confirmed abstinence 

was 90% with naltrexone, only 35% with placebo 

• Excluded 47% of patients who didn’t complete 

study 

Krupitsky E, et al. Injectable extended-release naltrexone for opioid dependence. Lancet 2011; 377: 1506. 



Combining Modalities 
• 2011 meta-analysis of 35 trials with 4,319 participants 

found that adding psychosocial treatment to agonist 

medication did not yield advantages over agonist 

medication alone 

• No benefit for retention in treatment (27 studies): RR 1.03 

(95% CI 0.98 to 1.07) 

• No benefit for opioid abstinence (8 studies): RR 1.12 (95% 

CI 0.92 to 1.37) 

 

Amato L, et al. Psychosocial combined with agonist maintenance treatments versus agonist maintenance treatments 
alone for the treatment of opioid dependence. Cochrane Database Syst Rev 2011. 



Comparing Modalities 

• Pharmacotherapy vs. abstinence-based therapy 

– Buprenorphine: retention in treatment at 1 year for 40 

individuals was 75% vs. 0% in control group 

– Abstinence in 75% of treatment group 

– Among 179 participants randomized, methadone maintenance 

resulted in greater treatment retention (median, 438.5 vs 174.0 

days) and lower heroin use rates than did detoxification 

Kakko J, et al. 1-year retention and social function after buprenorphine-assisted relapse prevention treatment for 
heroin dependence in Sweden. Lancet 2003; 361: 662. 
Sees KL, et al. Methadone maintenance vs 180-day psychosocially enriched detox for treatment of opioid 
dependence. JAMA 2000; 283: 1303. 



DISCUSSION 



Query: How are we integrating evidence-
based treatments into our primary care? 

 
• Suboxone; unable to use methadone (MA)  

• Tough love, support gp (MA) 

• No SUD services; difficult to connect pt in non-Medicaid 

expansion states to SUD treatment (NC) 

• Brief intervention by providers (counseling for alcohol, 

harm reduction model) for homeless women (MA) 

• Naltrexone pills on mobile medical van for AUD 

• Suboxone, psychosocial (mix of CBT, MI, etc.) (NJ) 

 



HOW CAN WE MEASURE 
QUALITY? 



SUD Quality Measures 
General Considerations 

• Perspective 

– Abstinence vs harm reduction model 

– Patient, clinician, health care 

organization, payer 

• Physician Quality Reporting System 

(CMS) 

• Meaningful Use 

• Importance 

– Prevalence of problem (use local 

epidemiology if possible) 

– Baseline quality of care 

– Potential impact 

 

• Feasibility 

– Ease of measure development, 

implementation, monitoring 

– Consider available technical/human 

resources, local configuration of 

substance use services) 

• Risk of unintended consequences 

• Scientific acceptability of measure 

• Usability 

– Potential to improve practice 

Adapted from The ASAM Performance Measures for the Addition Medicine Specialist, 2015 



SUD Quality Measures - Types 

• Outcome 

– Patient health 

• Process 

– Screening, testing, referral, treatment 

• Patient experience 

• Access 

– Source + timeliness of care, insurance coverage 

• Structural 

– Organizational capacity (size, hours, staffing) 



SUD Quality Measures - Examples 

• Outcome  

– Self reported substance use 

– Hospital/residential treatment 

re-admission 

– Physical health – cirrhosis, HIV, 

hepatitis C, overdose, death 

– Function – work/school, 

criminal justice system, social 

function 

– Quality of life 

• Process 

– Screening rate 

– Treatment information/referral 

rate 

– Treatment (medication, 

counseling) rate 

– Detox follow up 

 

 



SUD Quality Measures - Screening 

• USPSTF recommendations for screening 

– Alcohol: 

• Screen adults for alcohol misuse 

• Provide those with risky/hazardous drinking with brief counseling 

• Evidence insufficient for adolescents 

– Drugs: 

• Current evidence insufficient to assess benefits/harms of screening 

adults/adolescents for illicit drug or nonmedical pharmaceutical use 

• National HCH Council recommends screening using SAMHSA 

recommendations (2006): screen for frequency, amount + duration of use; 

look for signs of abuse/dependence 

USPSTF=US Preventive Services Task Force 
http://www.uspreventiveservicestaskforce.org/ 

http://www.nhchc.org/wp-content/uploads/2012/02/KeyPrevHealthMeas_FINAL.pdf 
SAMHSA=Substance Abuse + Mental 
Health Services Administration 



• USPSTF recommendations for screening instruments 

– Alcohol: 

• Single question screener (covering past 12 mos), AUDIT-C, + AUDIT 

• Acceptable sensitivity/specificity + time burden 

– Drugs: 

• ASSIST, CAGE-AID, DAST-20, CRAFFT (adolescents) 

• Acceptable sensitivity/specificity + time burden 

• Positive predictive value unclear in populations with low prevalence 

http://www.uspreventiveservicestaskforce.org/ 

SUD Quality Measures - Screening 



Alcohol Screening Tools 

• NIAAA single question 

screener 

– Identifies misuse 

 

http://pubs.niaaa.nih.gov/publications/Practitioner/PocketGuide/pocket.pdf NIAAA=National Institute of Alcohol Abuse + Alcoholism 



Alcohol Screening Tools 

• SF Dept Public Health 

– eClinicalworks 

– NIAAA single question screener 

– Development in progress 



Alcohol Screening Tools 

• AUDIT-C 

– Identifies hazardous 

drinking or active 

alcohol use disorder 

http://www.integration.samhsa.gov/images/res/tool_auditc.pdf 



Alcohol Screening Tools 

• Boston HCH 

EMR 

• AUDIT-C 

• Prompts clinician 

to enter ICD-9 

code 

EMR=electronic medical record 



Drug Screening Tools 

• NIDA Quick Screen 

– If yes to use of prescription drugs for non-

medical reasons or illegal drugs, question 

further (NIDA-modified ASSIST) 

http://www.drugabuse.gov/ 
NIDA=National Institute of Drug Abuse 



Drug Screening Tools 

• NIDA-modified ASSIST 

http://www.drugabuse.gov/ 



• Boston HCH 
Program EMR 
• NIDA Quick 

Screen (drugs, 
prescription 
meds) 

• Current drug 
use 

• Prompts 
clinician to 
enter ICD9 code 



Drug Screening Tools 

• CAGE-AID 

– 1 or more 

“yes” is 

positive 

http://www.integration.samhsa.gov/images/res/CAGEAID.pdf 



• Boston HCH 
EMR 
• Opioid 

history/risk 
behavior 
screening 

• Overdose 
prevention with 
naloxone 



ASAM Performance Measures for SUD 
2015 

• % patients prescribed medication for alcohol use disorder 

• % patients prescribed medication for opioid use disorder 

• 7 day follow up after withdrawal management 

– Initiation:  % patients who initiate treatment at next level of care within 7 days 

– Continuity:  % patients with 2 or more claims within 90 days 

• All cause inpatient/residential re-admission within 90 days of SUD admission 

• Substance use disorder diagnosis documentation 

 

• Focus is addiction medicine specialists 

• Total of 9 measures (above are measures most appropriate for PC) 

http://www.asam.org/docs/default-source/publications/standards-of-care-final-design-document.pdf 

ASAM=American Society of Addiction Medicine 



SUD Quality Measures  
(NCQA, AMA, APA) 

• Counseling 

– % adults with alcohol dependence/opioid addiction counseled re 

psychosocial/pharmacologic treatment options in measurement yr 

• Treatment Initiation 

– % adolescents/adults with new alcohol/other drug dependence who 

initiated treatment within 14 days 

• Treatment Engagement 

– % adolescents/adults who initiated treatment who have 2 or more 

services within 30 days of initiation 
NCQA=National Committee for Quality 
Assurance  
AMA=American Medical Association 
APA=American Psychological Association 

http://www.asam.org/docs/default-source/publications/standards-of-care-final-design-document.pdf 



SAMHSA National Outcomes Measures 
for SUD 

• Employment/education 

– stable/increased # employed/in school 

• Crime/criminal justice 

– stable/reduction in # arrests in past 30 days 

• Stability in housing 

– stable/increase # in stable housing 

• Social connectedness 

– stable/increase # in social/recovery support activities 

 

• “Embody meaningful, real life outcomes for people who are striving to attain + sustain 

recovery; build resilience; + work, learn, live, + participate fully in their communities” 

• All SAMHSA grantees required to collect/report performance data using above + other 

approved measurement tools 

 
http://media.samhsa.gov/co-occurring/topics/data/nom.aspx 



SUD Outcomes Measures 

• SAMHSA CSAT Client Outcome Measures 

https://cdp.samhsa.gov/Home/ToolsAndInstruments CSAT=Center for Substance Abuse Treatment 

Job/School 

Crime/Criminal Justice 



SUD Outcomes Measures 

• SAMHSA CSAT Client Outcome Measures 

https://cdp.samhsa.gov/Home/ToolsAndInstruments 

Social Connectedness 



• Boston HCH EMR 
• Days without drug or alcohol use 

• Recovery- oriented activities 



Patient Experience 

– CG-CAHPS (Consumer Assessment of Health Care Providers 

+ Systems - Clinician + Group) Survey 

– Areas:  access, provider communication, helpful staff, 

provider rating, test follow up 

– Standardized, rigorous development of measures 

– AHRQ public-private initiative 

– Not specific to SUD 

– https://cahps.ahrq.gov/  

AHRQ=Agency for Healthcare Research + Quality 

https://cahps.ahrq.gov/


Patient Experience 

• Echo Survey 

– CAHPS survey for behavioral health services 

– Additional areas:  perceived improvement, information 

given about treatment options, amount treatment helped 

– Not specific to SUD, although SUD services listed in types 

of care 

– https://cahps.ahrq.gov/surveys-guidance/echo/  

https://cahps.ahrq.gov/surveys-guidance/echo/
https://cahps.ahrq.gov/surveys-guidance/echo/
https://cahps.ahrq.gov/surveys-guidance/echo/


Echo Survey 



Patient Experience 
• Primary Care Quality – Homeless Instrument 

– Developed by Stefan Kertesz et al, Birmingham VA 

Medical Ctr 

– Fewer questions than CAHPS 

– Includes homeless-specific issues 

– Several questions specific to SUD 

– http://www.ncbi.nlm.nih.gov/pubmed/25023918  

 

http://www.ncbi.nlm.nih.gov/pubmed/25023918




SUD Quality Measures 

• No benchmarks 



DISCUSSION 



Query: Are your programs tracking any of 
these metrics yet?   

• SBIRT, CRAFFT, psychosocial screening tool 

for adolescents (HEADSSSSS) (San Fran) 

• SBIRT with peer intervention (MA) 

• SUS/PC fully integrated; 30 day retention in 

SUD rx; 90 day readmission measure (San 

Fran) 

• Project Echo (2 hr/mo teleconference to 

review pt with SUD), breakthrough 

collaborative, measures:  abstinence, 

retention in rx (NJ)  

• Engagement in post secondary education; 

QOL 

• SBIRT; medical gp visits; important to have 

follow up available when pts screen pos 

 

• Insufficient evidence for SBIRT for drug use 

• Major barrier to integrated care is federal 

regulations around methadone treatment 

programs; difficult to get injectable 

naltrexone in PC (RI) 

• Template in EMR (eClinical Works), medical 

assistant driven (ED visits, hospitalizations) 

(San Fran) 

• FQHC centered model, including mobile 

unit, partnered with residential unit – do 

suboxone rx, behavioral rx (referral), data 

collection built (rural area) 

• Refer to Behavioral Health and Recovery 

Services 



THANK YOU! 

Jessie jgaeta@bhchp.org 

Barbara barbara.wismer@sfdph.org 

 

mailto:jgaeta@bhchp.org
mailto:barbara.wismer@sfdph.org
https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRw&url=https://www.pinterest.com/menesesv/quetzal/&ei=M1tIVdCwBoeXsAXf24CgAQ&bvm=bv.92291466,d.b2w&psig=AFQjCNHu0-gwgNneXYXvLGlQAeZovqrAdw&ust=1430891609197874

