
DDAP ASAM Technical Assistance FAQ’s 

5/19/2021 

 

Medication Assisted Treatment  

• Penn Foundation has a school on their grounds and federal law prohibits methadone near 

schools. How should this be addressed? (Referring to take home doses for any individuals 

prescribed methadone while in their inpatient program).  

o Penn Foundation is only licensed to utilize buprenorphine through the waiver.  If an 
individual goes to inpatient with take home bottles of methadone, it would be treated 
as their own personal medication they are bringing with them, similar to blood pressure 
medication.  They would need to double lock store it, but it is not coming from the 
licensed facility.   

o Example:  I live in a house near a school and have take homes.   
o This also applies to other facilities that utilize buprenorphine through a waiver. 

 

 

• Gaudenzia Lower Bucks has collaborated with an outpatient provider for individuals who are on 
methadone while in their inpatient program. The methadone provider is still requiring 
counseling even though the individuals are currently in 3.5 LOC. Gaudenzia wanted more 
clarification on this scenario since it seems to be a gray area.  

o  

DDAP Protocol 
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o See the attached guidance document. Treatment at the NTP is not required while the 
client is in 3.5. The NTP must submit a take-home exception request on the 
SAMHSA/CSAT extranet (https://otp-extranet.samhsa.gov), and maintain a copy of the 
approved request in the patient’s record. The exception reason is 715.16(d)(3):   
A narcotic treatment program may make exceptions to the requirements in subsection 
(c) relating to the length of time of satisfactory adherence to narcotic treatment 
program rules and number of days of take-home medication when, in the reasonable 
clinical judgment of the narcotic treatment physician, which is documented in the 
patient record: 
(3) A patient has an exceptional circumstance such as illness, personal or 
family crisis, or travel which interferes with the patient’s ability to conform to 
the applicable mandatory attendance schedules. In all cases, the patient shall 
demonstrate an ability to responsibly handle narcotic drugs. 
 

 

 

 

https://otp-extranet.samhsa.gov/


3.7 LOC 

o Based upon continued conversations at DDAP regarding Level 3.7, we will provide a 
response to the specific questions listed below within the next couple of weeks.  DDAP 
Executive Team will be meeting with BHMCO Medical Directors and will be discussing 
Level 3.7.   

 

• Some providers expressed concerns about IV & callosectomy bags since they do not believe the 
medical staff, they have can manage those two medical issues.  Requesting clarity regarding the 
expectation of the management of physical health symptoms in the 3.7 level of care. In the 
ASAM Criteria text as examples of biomedical conditions for the 3.7 level of care (poorly 
controlled asthma, diabetes, hypertension, and chronic pain) is very different than the examples 
provided in the DDAP addendum (O2 dependence, G tube, Colostomy Care and in the FAQ IV 
medications). In fact, the ASAM Criteria for this level of care under dimension 2 for a 
biomedically enhanced program states "monitoring of medications" nowhere does it indicate 
that 3.7 would administer IV meds. Will the program be able to determine what is manageable 
or will there be a list of conditions that we are expected to be able to manage in this level of 
care?  

• Can a facility choose to be either PH or MH for 3.7 or do they have to be both? Also, related to 
my questions #1 below, I would think that based on the language in the ASAM text for 3.7 
noting Biomedical Enhanced services and co-occurring enhanced services that they would allow 

a program to designate as one and not the other since there is criteria for "all programs." 

• For 3.7 level of care, what is the documentation expectation in terms of "applying the ASAM 
criteria daily?" Would the clinician be required to complete an ASAM summary sheet daily? 

3.5 LOC 

• We reviewed ASAM Clarification and Flexibility document that was sent out on 4/28/2021 
during our last work group meeting. In the section on 3.5/3.7 clinical services the document 
stated that the Department will consider other service delivery schedules if a provider can show 
how appropriate, individualized, services can be provided within the residential 
setting.  Providers were asking for more clarification on this update.  

o Providers have often indicated they do not have clinical staff available on weekend 
shifts and some providers have also indicated running groups or activities with 25 – 50 
participants.  These types of examples tend to be more program driven than person 
centered.   

o ASAM is about individualized care not program driven; if there are other activities or 
services that a provider believes should be included as part of an individual’s care or 
needs, you can provide examples or questions to the ASAM Resource Account. 

o Programming must be 6-8 hours/day 7 days per week. 

 

• How, within residential programs, does case management fit into schedule? Can it be provided 
as part of the 6-8 hours, or outside? 

o Case management is noted within the Case Management Clinical Services Manual to be 
a separate and distinct service from therapy sessions.   



o Case Management may be provided by the treatment provider or through the SCA.  For 
payment purposes, the provider should speak with the SCA to determine if this is a 
contracted service or provided by the SCA.  

o Case management services should be provided based on the individual’s needs and if 
warranted, should be addressed at time of identification, and not post discharge.   CM 
can be provided concurrently while in residential treatment and after discharge, 
regardless of who provides the service. 

o Is it clinically appropriate and part of the treatment plan? 
o Is it provided by counseling staff – If so, needs to be separate from individual therapy 

sessions. 
o The provider would need to discuss with the MCO to determine if CM is a billable 

service while in residential treatment. 
 

• What is the expectation for 1 on 1 supervision of a client when off premises? Is the expectation 
that staff are present when off premises for doctor appointments, etc. 

o DDAP does not have a requirement regarding individuals going offsite.  A provider 
should refer to their internal policies regarding appointments and may also want to 
check with their MCOs to determine if they have any requirements around offsite 
appointments. 

 

• For documentation of life skills and therapeutic recreation do these need to be done in DAP 
format?  

o DDAP does not specify the format the provider must use, but it is the expectation that 
the life skills or recreational activity relates to an individual’s need based on the 
treatment plan, and this should be clear in the clinical documentation of this service.  
The provider may want to discuss with their MCO whether they have a required format 
for life skills and recreation notes. 

 

• Treatment plan reviews will now be required weekly instead of 15 days as previously allowed for 
3.5 level of care?  

o The ASAM Criteria recommends reviewing an individual’s progress once a week; 
however, it does not discuss the format.  This review of progress takes into 
consideration the 6 dimensions of ASAM and an individual’s treatment plan.  Providers 
should continually assess an individual’s progress while in treatment and documentation 
could be in the form of progress notes, case consultation notes, treatment plan updates 
and is based on the provider’s policy and procedures. 

o Providers must also consider the timelines for authorizing services and work with the 
SCA or MCO regarding requirements for funding purposes. 

o Providers must also consider the regulations which also address treatment plan 
updates.   709.52 (b) Treatment and rehabilitation plans shall be reviewed and updated 
at least every 30 days. For those projects whose client treatment regime is less than 30 



days, the treatment and rehabilitation plan, review and update shall occur at least every 
15 days. 

 
2.1 IOP  

• Another question related to the ASAM Clarification and Flexibility Document: In the section on 
IOP staff ratios, the document stated that the Department will consider other staffing ratios if a 
provider can show how appropriate, individualized, intensive services can be provided with 
higher caseloads.  Providers were asking for more clarification on this update. 

o If a provider is able to show a ratio higher than 15:1 while providing the intensity of 
individualized services as described by the ASAM Criteria for Level 2.1, the provider can 
submit the examples to the ASAM resource account for DDAP to consider. 

o Flexibility in determining ratios in IOP LOC – could include counselor’s hours of someone 
who runs group but does not carry a caseload for IOP. 

o Will be part of monitoring for ASAM not regulatory through Licensing. 
o Different than Licensing; Licensing calculates ratios on an individual basis for each 

clinician. 
o No specific capacity for IOP – part of overall Licensing capacity for OP activity 

 
Admissions/LOCA Recommendations 

• Has a written procedure that a clinician will review all admission decisions to confirm clinical 
necessity. Is this indicating that a counselor sign off on the assessors recommended level of 
care? 

o The review by the provider is to confirm the appropriateness to the recommended level 
of care.  The facility should have a policy and procedure in place to indicate how this is 
done.   

o Need to consider if BHMCOs/Managed care have a requirement around signatures. 
o Consider your current procedure for admitting an individual into treatment at your 

facility. 

Questions can be submitted to:  RA-DAASAM@pa.gov 
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