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Abstract 

Background The prevalence and associated overdose death rates from opioid use disorder (OUD) have dra‑
matically increased in the last decade. Despite more available treatments than 20 years ago, treatment access 
and high discontinuation rates are challenges, as are personalized medication dosing and making timely treatment 
changes when treatments fail. In other fields such as depression, brief measures to address these tasks combined 
with an action plan—so‑called measurement‑based care (MBC)—have been associated with better outcomes. 
This workgroup aimed to determine whether brief measures can be identified for using MBC for optimizing dosing 
or informing treatment decisions in OUD.

Methods The National Institute on Drug Abuse Center for the Clinical Trials Network (NIDA CCTN) in 2022 con‑
vened a small workgroup to develop consensus about clinically usable measures to improve the quality of treatment 
delivery with MBC methods for OUD. Two clinical tasks were addressed: (1) to identify the optimal dose of medica‑
tions for OUD for each patient and (2) to estimate the effectiveness of a treatment for a particular patient once imple‑
mented, in a more granular fashion than the binary categories of early or sustained remission or no remission found 
in The Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM‑5).

Discussion Five parameters were recommended to personalize medication dose adjustment: withdrawal symp‑
toms, opioid use, magnitude (severity and duration) of the subjective effects when opioids are used, craving, and side 
effects. A brief rating of each OUD‑specific parameter to adjust dosing and a global assessment or verbal question 
for side‑effects was viewed as sufficient. Whether these ratings produce better outcomes (e.g., treatment engage‑
ment and retention) in practice deserves study.

There was consensus that core signs and symptoms of OUD based on some of the 5 DSM‑5 domains (e.g., craving, 
withdrawal) should be the basis for assessing treatment outcome. No existing brief measure was found to meet 
all the consensus recommendations. Next steps would be to select, adapt or develop de novo items/brief scales 
to inform clinical decision‑making about dose and treatment effectiveness. Psychometric testing, assessment 
of acceptability and whether the use of such scales produces better symptom control, quality of life (QoL), daily func‑
tion or better prognosis as compared to treatment as usual deserves investigation.
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Background
The problem
Treatment delivery for opioid use disorder (OUD) 
remains challenging for many reasons including low 
access to treatment and high discontinuation rates [1–3] 
and the failure to rapidly optimize medication dosing 
or to make other timely medication changes when out-
comes are poor, sometimes referred to as therapeutic or 
clinical inertia [4]. This workgroup was convened specifi-
cally to identify or determine a pathway to develop brief 
measures for optimizing dosing in measurement-based 
care (MBC) and to determine treatment effectiveness in 
patients with OUD.

The term “optimizing dosing” is used herein to mean 
identifying the medication dose for each patient that 
provides tolerable side effects with maximal therapeu-
tic effect; the optimal dose varies amongst individual 
patients. The term “treatment effectiveness” is used con-
sistently throughout this paper to mean there is likeli-
hood that an FDA-approved treatment medication for 
OUD when administered in clinical practice will pro-
vide a measurable benefit to patients with OUD. Treat-
ment effectiveness may have different targets depending 
on the treatment phase, and thus the phase and target 
would need to be specified when selecting or develop-
ing a measure. For dosage optimization, the target would 
be symptom control. For treatment effectiveness, targets 
might be retention, symptom control, functional restora-
tion, relapse (including return to use and misuse) ame-
lioration or some combination of these for an overall 
assessment. Choice of target(s) must be considered when 
selecting or developing measures.

The principles of measurement-based care (MBC) were 
first introduced and extended in the field of depression 
[5–9] to ensure that each treatment was adequately deliv-
ered so that when a treatment failed to produce remis-
sion, it was the treatment rather than its delivery that 
failed. For depression, it entailed a measure of depressive 
symptoms, a measure of side effects, and an action plan 
based on these measurements obtained at various times 
during the trial of the antidepressant [10].

Since then, a plethora of studies in depression and 
other mental health conditions have supported the 
value of measuring outcomes to inform treatment deci-
sions for dose adjustment and treatment change [11–14]. 
While there remain substantial challenges in implement-
ing MBC in daily practice [15], MBC may hold prom-
ise for optimizing treatment delivery in patients with 
OUD—especially for medications [16], thereby enhanc-
ing patient retention in treatment and reduction of symp-
toms and signs of OUD.

To implement MBC in the management of patients 
with OUD, metrics to optimize dose adjustment 

(typically an assessment of side effects and the signs and 
symptoms of the disorder) are needed. The metrics could 
be a global rating (e.g., a single number) or more gran-
ular scales to achieve greater precision. Once the treat-
ment dose has been adjusted (personalized), MBC would 
require that disorder severity be assessed following a 
sufficient treatment period to evaluate whether a modi-
fication in the type of treatment might be indicated or 
hopefully that the desired goal has been achieved [7, 9]. 
In addition, repeated measurements over time, especially 
in a chronic disease management context, can provide 
valuable information to predict impending relapses or 
identify the therapeutic effects of addressing perpetuat-
ing factors that affect the outcome of the condition.

Whether MBC efforts like what is used in other chronic 
diseases would improve outcomes in OUD or for patients 
with other substance use disorders (SUD) including lower 
rates of treatment discontinuation or better control of the 
signs and symptoms has not been well studied. An effec-
tiveness-implementation trial, the measurement-based 
care to opioid treatment programs project (MBC2OTP), 
has been launched to inform this important question in 
opioid treatment programs [17]. The Addiction Medicine 
Practice-Based Research Network (AMNet) employed 
a multi-step consensus-based approach for selecting 12 
standardized assessment tools and 3 quality of care per-
formance measures for OUD and SUD to facilitate MBC 
and quality improvement in non-opioid treatment pro-
grams [18]. In general, that paper’s objective to support a 
quality registry including common data elements (CDE) 
is distinct from those in our paper, as described below.

The workgroup discussions (see Discussion section 
below) identified two unanswered questions pertinent to 
the development and assessment of whether MBC meth-
ods would improve outcomes in patients with OUD. First, 
what metric is needed to personalize medication dose 
adjustment for buprenorphine and other medications to 
treat OUD? Secondly, what metric is best to judge the 
overall success of the treatment once implemented for 
a sufficient period to have its intended effect? The focus 
was on measures that would be practical in both pri-
mary care and specialty addiction treatment settings. The 
medication most relevant to dosing optimization in pri-
mary care in the US is buprenorphine since methadone is 
administered through opioid treatment programs. How-
ever, the consensus decisions reached in this workgroup 
could apply to all medications for treatment of OUD as 
may be applicable in other treatment models.

OUD research has largely relied on urine drug test-
ing and sometimes on Timeline Follow-back (TLFB) 
[19, 20], as outcomes. Urine drug testing, while objec-
tive, is a blunt instrument since it is qualitative. It is 
nearly impossible to distinguish multiple episodes of 
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high-level drug use from a single episode. The like-
lihood of a positive or negative result is also highly 
dependent on the timing of the testing in relationship 
to recent substance use. Further, increasingly primary 
care visits are virtual, and urine drug screening may 
add costs to treatment that patients cannot afford. 
TLFB could conceivably be used in MBC; for example, 
feasibility for assessing opioid use by an adaptation of 
TLFB with 4-monthly visits over 16 months of partici-
pation has been recently reported [21].

There is not yet wide agreement on one or a few 
standard simple clinical measures that clinicians and 
patients could use to either personalize dose adjust-
ments or inform treatment decision-making in the 
management of each patient. This stands in contrast 
to the use of scaled measures for alcohol use [22, 23], 
and many other mental health, neuropsychiatric and 
general medical conditions, where treatment outcomes 
are scaled [24]. In OUD treatment trials, domains that 
are typically measured include: retention in treatment, 
illicit opioid use as determined by urine toxicology, 
opioid craving, and global ratings by patient and staff 
[1]. This scaling of outcomes allows clinicians and 
patients to gauge the degree of treatment success and 
thus decide on the next patient-care steps (e.g., change 
dose, drop or add a treatment, wait longer before mak-
ing treatment changes, etc.).

The Diagnostic and Statistical Manual of Mental Dis-
orders, fifth edition (DSM-5) indicates that OUD sever-
ity can be gauged by summing the number of criterion 
symptoms used to diagnose OUD that are present over 
some specified period [25, 26]. Mild severity is ascribed 
when 2–3, moderate when 4–5, and severe when 6 or 
more of the 11 criterion symptoms of OUD are present 
[25, 26].

While documented diagnoses are basically binary 
measures (i.e., a code is documented or not), the Inter-
national Classification of Diseases [27] provides some 
degree of scaling through different codes depending on 
disorder severity. While these categorical coded out-
comes can estimate the overall severity of the condition 
at the time of diagnosis, they are not granular enough to 
inform treatment decision making.

The DSM-5 Text Revision (DSM-5-TR) [26] [page 608] 
indicates that “changing severity across time in an indi-
vidual is also reflected by reductions in the frequency 
(e.g., days of use per month) and/or dose (e.g., injec-
tions or number of pills) of an opioid, as assessed by 
the individual self-report, report of knowledgeable oth-
ers, clinicians’ evaluations, and biological testing.” The 
period over which either the criterion symptoms should 
be assessed, or the above metrics of changing severity 
should be applied, is not specified clearly.

Previous efforts
In recent years, there have been several efforts to develop 
and implement scaled outcomes for SUD and OUD, but 
none have yet gained widespread clinical use [28]. A 
general substance use symptom checklist has been used 
across 30 primary care practices and 6 mental health 
clinics as part of routine care in Kaiser Permanente (KP) 
Washington since 2015 and, like the alcohol symptom 
checklist similarly implemented, has demonstrated psy-
chometric validity in patients who screen positive for 
daily cannabis use or any other drug use [23, 29–33]. 
Of note, in addition to having psychometric validity, the 
alcohol and substance use symptoms checklists, as well 
as questions about alcohol consumption, documented in 
patients’ electronic health records, have demonstrated 
reliability [29, 34, 35]. In KP Washington this was imple-
mented as part of the Sustained Patient-centered Alco-
hol-related Care (SPARC) trial, which used electronic 
health record (EHR) tools, performance feedback, and 
locally designed standard workflow and 6  months of 
quality improvement meetings led by a practice facilita-
tor, to increase Alcohol Use Disorder (AUD) diagnosis 
and treatment initiation and resulted in sustained screen-
ing and assessment with checklists over 4 years later [36, 
37]. The count of symptoms is used as a severity measure 
based on rigorous research on AUD suggesting the count 
of symptoms is an effective severity measure [38, 39]. 
However, more recent studies based on DSM-5 severity 
criteria for AUD indicate there are differences in latent 
severity associated with AUD symptoms resulting in sub-
stantial variability across criteria combinations [40–42] 
and in subsequent risks [43].

Another relatively straightforward approach has pro-
posed rating each of the DSM-5’s 11 symptoms of OUD 
and grouping the 11 signs and symptoms into 5 domains: 
substance use; physiological symptoms; cognitive and 
behavioral control symptoms; health risks and harms 
symptoms; and negative social consequences [16]. The 
authors suggest, as does DSM-5, to score each of the 11 
symptoms as present or absent as opposed to rating each 
symptom on a scale such as a 0–3 rating which would 
create a long scale (range 0–33) that might be more pre-
cise but at the cost of clinical time. The proposal to create 
5 domains offers an opportunity to shorten the list from 
the 11 in the DSM-5.

The Patient-Reported Outcomes Measurement Infor-
mation System (PROMIS) provides item banks for scaled 
Severity of Substance Use and Appeal of Substance Use 
proposed to be suitable for treatment outcome assess-
ment, albeit not specifically for MBC, as well as for obser-
vational and epidemiological research [44]. Although the 
PROMIS Severity of Substance Use bank is relatively 
long, a Short Form V.1 (form 7a for past 3 months or past 
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30  days) is available with one binary question on sub-
stance use and 7 scaled questions that address 4 of the 
11 DSM-5 criteria [45]. This 7-item PROMIS measure 
[44, 46] has been adapted for opioids as described further 
below in the Opioid Use Monitor (OUM) [47].

The Progress Assessment is another brief counselor-
administered measure recently developed for MBC, 
including a substance use question and 5 items assessing 
relapse risk and 5 items assessing factors protective of 
relapse [48]. The aim of this measure is to personalize the 
content of the therapy session that immediately follows 
the administration of the instrument. These items are 
especially useful in clinical management of patients (e.g., 
for relapse prevention and detection), but the authors 
do not directly address either personalizing the dose or 
assessing overall syndromic severity.

The 17-item Brief Addiction Monitor (BAM) was 
developed about a decade ago to support MBC and out-
comes assessment [49]. It is in use for MBC by the Vet-
erans Administration and has been studied extensively. 
The BAM also has the benefit of software resources 
integrated into the EHR developed to support treatment 
administration at the VA and similar BAM assessment 
resources are also publicly available [50]. Five BAM items 
that demonstrated the greatest degree of change from 
a first to second assessment 30–60 days later were drug 
use, depression, craving, heavy alcohol use, and self-help 
involvement, but neither the five items alone nor the full 
BAM predicted outcomes [51].

In 2017, the National Institute on Drug Abuse Center 
for the Clinical Trials Network (NIDA CCTN) created a 
task force to investigate the BAM and several brief meas-
ures for SUD in various treatment settings: Treatment 
Outcomes Profile [52]; Australian Treatment Outcomes 
Profile [53]; Treatment Effectiveness Assessment [54, 
55]; Short Drug Monitor [56]. However, no consensus 
was reached on the suitability of any of these specific 
measures in the delivery of MBC in primary or specialty 
care treatment of SUD and specifically OUD (RE Gore-
Langton and AJ Rush, personal communication). The 
latter measure, the 5-Item Short Drug Monitor (SDM) 
was developed for a Substance Abuse and Mental Health 
Services Administration-funded change package encour-
aging MBC for AUD and other SUD as an extension of 
Screening, Brief Intervention, and Referral to Treatment 
by combining with the SDM [56]. The SDM adapted 4 
PROMIS substance use items (questions 2–5), added a 
global measure of distress (question 1), and asked about 
the past 2  weeks with response choices for all items of: 
Never, Rarely, Sometimes, Often, or Almost Always (see 
Table  1). While items were generally liked by the 2017 
NIDA CCTN task force, investigators in the MI-CARE 
trial of collaborative care for OUD and depression [57] 

preferred the PROMIS 7-item short form [47], discussed 
further below, given its demonstrated psychometric 
validity.

The US National Institute on Drug Abuse National 
Drug Abuse Treatment Clinical Trials Network recently 
produced the opioid use disorder core outcomes set 
(OUD-COS, version 1) in an e-Delphi consensus study 
that is anticipated to make NIDA CTN studies more 
comparable and facilitate linkage among studies, as well 
as align with other reporting standards [58]. The OUD-
COS was finalized with five measures: Patient global 
impression of improvement; Non-fatal opioid overdose, 
Illicit/non-medical drug toxicology; Duration of treat-
ment; and Fatal opioid poisoning.

None of the measures discussed above have yet been 
demonstrated to have value in either the personalized 
adjustment of medication dosing or as an easily used 
metric to determine effectiveness.

Methods
The NIDA CCTN in 2022 convened a small workgroup 
to discuss measures aimed at improving the quality of 
treatment delivery with MBC methods for patients with 
OUD. The workgroup invited 10 clinicians and experts 
who were active in the use of MBC and/or development 
of treatment outcome measures relevant to SUD, some of 
whom had previously participated in the 2017 task force 
on MBC [16].

Members of the MBC workgroup were identified by the 
NIDA CCTN leaders and the invited workgroup hosts 
from NIDA CTN investigators who had expressed inter-
est and had previous relevant experience. Background 
and areas of expertise of members of the workgroup are 
summarized below. Also see the section on Authors’ 
details for current affiliations.

A. John Rush, MD, is a Professor Emeritus and adjunct 
professor of psychiatry with clinical experience in sub-
stance use disorders treatment (esp. heroin treatment) 
and conducts research on innovative treatments for 
mood disorders including medication combinations, 

Table 1 5‑Item Short Drug Monitor

Permission to include the Short Drug Monitor [56] was obtained from the 
National Council for Mental Wellbeing

How often in the past two weeks …

1. Were you bothered by how your drug use impacted your health, 
relationships, goals or life?

2. Did you spend a lot of time using drugs?

3. Were drugs the only thing you could think about?

4. Did you disappoint yourself or others due to drug use?

5. Did you feel your drug use was out of control?
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somatic treatments, psychotherapy, measurement-based 
care, disease management protocols and clinical practice 
guidelines. He has been an advisor to the NIDA CTN for 
20 years and was host of this MBC workgroup.

Robert E. Gore-Langton, PhD, is a physiologist by 
training and Senior Project Leader at a clinical research 
organization. Recent research has focused on maternal/
child health including as principal investigator/director 
of data coordinating centers sponsored by NICHD from 
2004 to 2019. Support for the NIDA CTN since 2010 
includes common data elements, clinical decision sup-
port tools for SUD and OUD, a clinical quality measure 
for tobacco, alcohol and drug use, and was co-host of this 
MBC workgroup.

Gavin Bart, MD, PhD, is an internal medicine/addic-
tion medicine specialist, OTP director, and  office-based 
addiction treatment provider, and conducts research with 
expertise in MOUD pharmacology and clinical trials for 
the treatment of OUD.

Katharine A Bradley, MD, MPH is a general intern-
ist who practiced primary care for over 20  years and is 
now a Senior Investigator who has conducted research 
aimed at improving care for alcohol and other substance 
use disorders in routine medical settings over 30  years. 
Her team has validated numerous practical measures to 
support routine medical care of patients with alcohol and 
other substance use and conducted pragmatic effective-
ness and implementation trials of collaborative care for 
AUD and OUD, some using MBC.

Cynthia Campbell, PhD, MPH, is an addiction health 
services researcher conducting research on risks of OUD 
and how to improve its treatment within health care sys-
tems. Her work includes a focus on EHR-based SUD and 
OUD measures, and on methods using EHR data to study 
OUD.

James R. McKay, PhD, is a professor of psychology in 
psychiatry and the Director of a Center of Excellence 
in Substance Addiction Treatment and Education. His 
research has focused on developing and evaluating con-
tinuing care treatments for substance use disorders, 
remote delivery of SUD care via telemedicine and apps, 
measurement-based care, and adaptive treatments.

David W. Oslin, MD, is a professor of psychiatry and 
Vice Chair for Veterans Health at a Veterans Affairs 
Medical Center. His research portfolio includes studies 
aimed to improve access to behavioral health care, imple-
menting measurement-based mental health care, and the 
study of pharmacogenetics of addiction and depression 
treatment. He is an expert in clinical trials methodology.

Andrew J. Saxon, MD, is a clinical addiction psy-
chiatrist with more than three decades of experience 
including research involving pharmacotherapies and 
psychotherapies for alcohol, tobacco, and opioid use 

disorders. His work includes co-occurrence of substance 
use disorders and posttraumatic stress disorder, phenom-
enology and epidemiology of cannabis use, and treatment 
of substance use in primary care.

T. John Winhusen, PhD, has been a continuously 
funded NIDA investigator for 25 years with much of his 
research involving the conduct of clinical trials evaluat-
ing medication and psychosocial interventions in “real 
world” clinical settings. His research has focused on 
the treatment of stimulant use disorders and opioid use 
disorder.

Li-Tzy Wu, RN, ScD, MA, is a professor of psychiatry 
and behavioral sciences with research on measurement 
and nosology, validation of substance use disorder diag-
noses, assessment and tool validation, collaborative care 
models of medication treatment for opioid use disorders, 
epidemiology of opioid and other drug use disorders, and 
research methods. She is Co-Principal Investigator of the 
TAPS Tool (The tobacco, alcohol, prescription medica-
tions, and other substance tool).

Landhing Moran, PhD, is a health scientist administra-
tor at the Center for the Clinical Trials Network at NIDA, 
providing direction and scientific oversight for several 
CTN projects. She has been an investigator on clinical 
trials and longitudinal observational studies on substance 
use and OUD treatment, examining environmental influ-
ences and using ecological momentary assessment, as 
well as in pre-clinical research on HIV-associated neuro-
cognitive disorders.

Betty Tai, PhD, is the founding leader of NIDA’s first 
and largest clinical research enterprise, the NIDA CTN. 
Its mission is to bridge the gap between research and 
practice by rapidly translating SUD science into evi-
dence-based SUD patient care. Under her leadership the 
CTN has completed over a hundred trials and produced 
over 650 publications. The CTN has been recognized, 
nationally and internationally for its important contribu-
tions to the improvement of SUD patient care.

The workgroup was charged with using consensus to 
recommend to the NIDA Clinical Trials Network (NIDA 
CTN) one or more either off-the-shelf or potentially 
newly developed measures to address two major and 
related clinical tasks: (1) to reliably identify the optimal 
dose of medications for the treatment of OUD for each 
patient; (2) to estimate the effectiveness of a treatment 
once implemented, in a more granular fashion than the 
binary categories of early or sustained remission or no 
remission found in DSM-5 [25, 26].

The rationale for this charge was a recognition of high 
treatment dropout rates in patients with OUD receiv-
ing medications [59, 60]. Perhaps a more rapid, timely, 
personalized dosing would help retain patients by mini-
mizing the discomfort of medication initiation. Further, 
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a more granular assessment of outcome could enhance 
precision in clinical decision making so that timely revi-
sions in the types of treatment could be made to either 
enhance effectiveness or retention. A universally used 
scaled outcome measure could assist research recogni-
tion of partially effective treatments that if sequenced or 
combined might lead to an effective intervention pack-
age. In addition, a universally used treatment outcome 
metric would help promote cross clinician, program 
and research study comparisons, analogous to glycated 
hemoglobin (HbA1c) for diabetes [61] or the Patient 
Health Questionnaire or other measures for depression 
[62].

Four virtual meetings were held on June 24, July 20, and 
August 5 and 31, 2022. Most but not all invited work-
group members attended all four virtual meetings. The 
format of each meeting consisted of a slide presentation 
introducing discussion topics, a summary of the pre-
ceding meeting and decisions, followed by open discus-
sion. Summary notes of each workgroup meeting were 
prepared by an independent medical writer provided 
by the NIDA CCTN and reviewed/edited by the work-
group leadership prior to distribution to all workgroup 
members. Any concerns or suggestions from members 
were discussed when raised and/or during the next meet-
ings. All decisions were made through open discussion, 
distribution of workgroup notes, and multiple rounds of 
review by all investigators to achieve this resulting paper. 
Implementation of consensus decisions was by all work-
group members (i.e., all authors) giving explicit approval 
for the decisions made and the wording in this paper.

To accomplish the task set by NIDA within a rela-
tively short timeline it was necessary to begin with two 
main limitations on the work to be performed. First, the 
workgroup focused discussions on a more immediate 
but limited interpretation of MBC for OUD, consist-
ing of introducing personalized dosing of U.S. Food and 
Drug Administration (FDA)-approved medications for 
OUD and determining effectiveness of these treatments 
on clinical outcomes. Second, workgroup discussions of 
measures for MBC were based on domains and widely 
accepted principles that were considered essential in the 
short or intermediate term and did not include other 
additional aspects that may be important in the long-
term outcome of patients, such as relapse prevention or 
quality of life (QoL).

Discussion
Sharpen the focus
Our discussions revealed the need to clarify and focus 
our efforts to achieve consensus. The following summa-
rizes the questions raised, decisions made and the sup-
porting rationale.

Which aspects of measurement‑based care (MBC)?
Many people view MBC as entailing the regular use of 
simple clinical ratings and ordinary laboratory tests to 
accomplish a variety of clinical tasks including selecting 
a treatment, personalizing treatment dosing, minimiz-
ing side effects, and making timely changes in treatment 
in the face of inadequate response [63]. Typically, MBC 
methods are applied at the clinician-patient interface, 
but other stakeholders (e.g., administrators) may also use 
the same measures to manage program resource alloca-
tion. Researchers and regulators also want measures to 
assess the safety and efficacy of treatments and quality of 
care. For purposes of brief MBC in primary care or spe-
cialty care, in this workgroup we focused on measures 
to enhance dosage optimization and timely revision in 
treatments when outcome is suboptimal.

We found that we needed to clarify the conceptual dis-
tinctions between MBC approaches typically defined by 
and designed for various clinical tasks as noted above: 
treatment sequences—sometimes called algorithms—
and disease management protocols.

Treatment algorithms define the principles, ration-
ale, and evidence for which treatment to initiate and 
which to follow depending on therapeutic and adverse 
effects achieved with the prior treatment steps [64]. The 
algorithm may recommend one or a range of reason-
able treatment options at each step. The combination of 
measurement of outcomes at each step and a systematic 
organization of the steps is associated with better out-
comes and less expensive care in depression [64, 65] and 
other conditions such as panic disorder, generalized anxi-
ety disorder, bipolar disorder, etc. [11, 14].

Disease management protocols are population-based 
efforts that have a broad set of components designed to 
improve chronic disease outcomes. They often recom-
mend procedures to screen for, establish the history, 
and define a differential diagnosis. These protocols also 
typically recommend treatment options, ways to person-
alize treatment titration or delivery, recommend treat-
ment algorithms, specify multi-dimensional approaches 
to enhancing symptom reduction, relapse prevention, 
functional restoration, and minimization of side-effect 
burden, as well as addressing issues of adherence and 
lifestyle changes. Disease management protocols often 
involve multiple treatment team members.

Our discussions led us to provide a context for MBC 
as shown in Fig. 1. However, MBC is only one ingredient 
within a complex array of factors that affect outcomes.

In addition to the host of parameters that affect treat-
ment outcomes, Fig.  2 shows the range of important 
treatment outcomes of interest. Consensus formed 
around the idea of measuring those outcomes that were 
specific to OUD and that were clinically most relevant 
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to assessing the effectiveness of the treatment and its 
rapid and comfortable dosing obtained at the patient-
clinician interface in primary care or specialty care. We 
reached this consensus for two reasons. First, the effec-
tiveness of MBC has been most robustly demonstrated 
when it has been used to adjust medication doses and to 
assess symptomatic treatment outcomes, for example in 

mental health arenas such as depression [11–13]. Second, 
other measures are likely needed to accomplish different 
clinical tasks or to assess whether other outcomes were 
achieved, such as predicting relapse.

Phases of treatment
There was a consensus to recognize that roughly speak-
ing the phases of OUD treatment approximate those 
outlined by Rush and Thase [66] for the patient-centered 
delivery of medications for depression (see Table  2). 

Fig. 1 Factors affecting treatment outcomes. Adapted with permission from the American Journal of Psychiatry, Volume 175, Issue 12, “Improving 
Depression Outcome by Patient‑Centered Medical Management,” A. John Rush and Michael E. Thase, p. 1188. (Copyright © 2018) [66]. American 
Psychiatric Association. All Rights Reserved

Fig. 2 Core OUD signs and symptoms. Permission to adapt this 
figure [67] was obtained under the terms of the Creative Commons 
CC BY license

Table 2 Patient‑Centered Treatment Phases

Adapted with permission from the American Journal of Psychiatry, Volume 
175, Issue 12, “Improving Depression Outcome by Patient-Centered Medical 
Management,” A. John Rush and Michael E. Thase, p. 1189 (Copyright © 2018) 
[66]. American Psychiatric Association. All Rights Reserved

Engagement & Retention • Establish collaboration
• Align expectations
• Agree on goals & metrics

Adherence • Develop realistic expectations

Symptom control • Shared decision making
• Tailor treatment (MBC)

Functional restoration • Redress relationships, work

Relapse amelioration • Resilience training; Stress management
• Prodromal symptoms management
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The measure being considered for medication dose per-
sonalization would typically be used early in treatment, 
whereas the measure to assess overall treatment outcome 
would be used somewhat later.

Which disorders: OUD or SUD?
While we initially aimed at SUD, we found that an ini-
tial focus on medication treatment for OUD would likely 
be more productive because the types of treatment 
being dose adjusted will vary across different SUDs and 
because of greater availability of FDA-approved medica-
tions for OUD.

Core symptoms or associated symptoms?
We discussed whether to focus on DSM-5 core symptoms 
of OUD or to also include symptoms of commonly asso-
ciated conditions, such as pain, sleep, anxiety, depres-
sion, etc. The focus on core OUD symptoms was chosen 
because the other conditions are likely more useful in tai-
loring other aspects of OUD care (e.g., counseling) and 
are often already measured in well-validated brief meas-
ures in primary care and specialty settings.

By focusing on core DSM-5 symptoms of OUD, we 
avoid the inadvertent measurement of associated symp-
toms that occur in the context of concurrent SUDs. We 
recognize that polysubstance use that involves misuse of 
other substances is common in those with OUD, which 
can adversely affect patient outcomes and undermine 
the sustained impact of OUD medications, even if opioid 
use is initially reduced by properly dosed medications for 
OUD. Given that broad assessment of these other fac-
tors is not compatible with a brief MBC measure, we urge 
providers to inquire about factors that may be undermin-
ing outcomes in situations where a medication dose that 
was working well is suddenly not preventing opioid use.

In support of using DSM-5 criteria for OUD to assess 
treatment outcomes, recovery subgroups from buprenor-
phine treatment at long-term follow-up assessment have 
been aligned with DSM-5 OUD severity criteria (past 
3  months) and OUD outcomes [68]. Also, a systematic 
review and meta-analysis suggests the use of a measure 
of craving, one of the diagnostic criteria of DSM-5, to 
estimate risk of drug use or relapse for assessment and 
treatment [69]. Further investigation of DSM-5 core 
symptoms for assessment and treatment is still needed.

Which interventions?
We chose to focus initially on medication treatment 
because it can be provided in primary care and specialty 
care settings. Further, because pharmacological interven-
tions need to be initiated and adjusted in ways that are 
distinct from psychosocial interventions, rather than 
attempting to develop scales that would be suitable for 

both types of interventions, a focus on psychopharma-
cological intervention seemed a feasible first step. Never-
theless, a measure of core symptoms, if agreed to, should 
be as useful in assessing the effects of psychosocial, medi-
cation and even device-based interventions on OUD.

Which clinical settings?
The intention was to identify measures that would help 
clinicians rapidly and accurately personalize the doses 
of OUD medications when initiating medications and 
assess treatment outcome suitable for use in both pri-
mary and specialty care settings by clinicians, patients, 
and families. In OTP settings where treatment adjust-
ments are protocolized MBC may allow for better tailor-
ing of dose adjustments to larger increments in dose at 
different frequencies depending on the individual patient.

We agreed that if more extensive/longer measures of 
outcomes were needed, say in specialized care settings, 
they could be added to the core outcome measure. A 
single measure facilitates patient management and com-
munication among clinicians and across settings (e.g., 
programs that have expert primary care clinicians initiate 
medications and then hand them off to primary care pro-
viders when the patient is stable, or for “hub and spoke” 
OUD treatment systems [70]), as well as the compilation 
of programmatic outcomes by administrators. Such a 
universally agreed to measure could be part of the core 
outcome package for research studies of OUD treat-
ments, facilitating the transfer of knowledge between 
researchers and clinicians.

Who would be using these measures?
We chose to focus primarily on measures for routine 
clinical care, as opposed to the research users because 
researchers could and often need to include longer or 
additional measures not easily administered in routine 
care. Patient self-report measures of substance use symp-
toms and brief screens for SUD have demonstrated valid-
ity in primary care even when results are documented 
in the EHR [23, 29, 30, 71]. Our concern was optimiz-
ing doses and obtaining accurate, practical, and timely 
assessment of treatment outcome, rather than achiev-
ing a complete understanding of all the obstacles to and 
opportunities for patient improvement.

Two measures or one?
We initially hoped to have a single measure that could 
be used for personalization of medication induction and 
dosing and as a reasonably precise measurement of over-
all OUD treatment effectiveness. During our discussions 
we realized that measures to accomplish these two clini-
cal tasks (personalized medication dosing; assessment of 
treatment effectiveness) might both overlap in terms of 
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some signs and symptoms and not overlap in terms of 
others.

Dose adjustments (which occur within 1–3  weeks of 
initiating medication) precede the assessment of over-
all treatment effectiveness. Treatment effectiveness may 
not be fully known for weeks to months. That is, these 
two tasks may be completed at different times. Secondly, 
parameters that best inform dose adjustment, may or 
may not be elements that are most useful in assessing 
treatment effectiveness. That is, both when to measure 
and what to measure to bring precision to each clini-
cal task are likely to be distinct. This conclusion initially 
supported the notion of developing two metrics, one for 
each task.

What are the desirable features of a treatment outcome 
measure?
There was a consensus that having both self-report (for 
use in the clinic) and clinician-completed versions (for 
research and regulatory approval) of any measure would 
be very useful and that crosswalks should be created 
between such instruments. Self-reports can promote 
patient and family participation in treatment and can be 
used outside the treatment site (e.g., by smart phone). 
Clinician ratings may bring greater between-patient reli-
ability. In addition, clinician ratings can be compared 
with self-reports, especially if the items are identical. 
We recognize that the accuracy of both self-reports and 
clinician ratings (both of which typically rely on patient 
reporting) is highly influenced by patient recollection and 
forthrightness.

There was a consensus that both dose adjustment and 
outcome measures must be brief—preferably 5–6 and no 
more than 9 items to facilitate ease of use and portabil-
ity to smart phones. A global (i.e., brief, complete) rating 
such as the widely used pain scale or the Clinical Global 
Impression of Severity measure [72] may suffice in many 
instances.

Is measurement‑based care for OUD more effective 
than treatment as usual?
Logically, more precise measurement to personalize 
medication doses or to establish treatment effective-
ness, might bring greater precision to clinical decision-
making in the acute management of patients with OUD 
and greater consistency in their care amongst practices 
and clinicians. This in turn could improve outcomes (e.g., 
greater engagement and retention in treatment, lower 
amounts, and less frequent opioid use, better daily func-
tion and QoL, less frequent severe or prolonged relapses, 
etc.). However, there is yet no randomized controlled 
trial evidence that MBC approaches when applied to 
OUD medication management are more effective than 

treatment as usual. There is evidence from a meta-anal-
ysis that higher buprenorphine dose is associated with 
improved retention in buprenorphine maintenance treat-
ment [73]. There was consensus that if these measures 
could be agreed to, the impact of MBC in OUD patients 
must be assessed to determine whether there is any 
advantage to this approach in patients with OUD given 
opioid agonists or other treatments.

Domains for dose adjustment and assessment 
of effectiveness
This section details our discussion about the elements/
parameters or domains that seem to be essential to 
accomplishing each task: (1) OUD medication dose 
adjustment for each patient (personalized dosing) and (2) 
assessment of acute treatment effectiveness on the core 
signs and symptoms of OUD.

Medication dose adjustment
MBC when applied to dose personalization requires 
that both side-effect burden and the therapeutic effect 
be assessed to identify the optimal cost benefit balance 
for each patient. Personalized dosing may be required 
because some medications need to be given at higher 
doses to some patients and at lower doses to others due 
to pharmacokinetic and pharmacodynamic variability 
across patients and differing tolerance because of previ-
ous drug usage.

The following five parameters were considered suf-
ficient measures for medication dose adjustment: with-
drawal symptoms, opioid use, magnitude (severity and 
duration) of the subjective effects when opioids are 
used, craving, and side effects. The consensus was for a 
brief rating of the 4 OUD-specific parameters (either by 
a few separate items or a global overall assessment) to 
adjust dosing, and a global assessment or verbal question 
for side effects. In addition, adherence to the prescribed 
medication must be checked at each patient-clinician 
interaction, potentially informing switching to a different 
medication or formulation (e.g., methadone, long-acting 
buprenorphine, etc.). It is expected that the psychoso-
cial consequences such as failed role obligations, opioid 
use despite social problems, and the discontinuation of 
important activities may NOT change as substantially/
meaningfully during this initiation period of 1–3  weeks 
[74, 75] as during the ensuing weeks to months.

Assessment of treatment effectiveness
Given the prior work done by Marsden and colleagues 
[16] (“Marsden measure”) and Bradley and colleagues 
[47], and the usual approaches to assessing treatment 
outcomes in other psychiatric and general medical 
conditions, we focused our initial discussions on the 
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criterion signs and symptoms that define OUD based 
on DSM-5-TR [26]. Table  3 synopsizes the Marsden 
measure [16] which recommended 5 conceptually sepa-
rate domains that were adapted from the 11 DSM-5-TR 
criteria for OUD [26].

The first four domains (A–D) of the Marsden measure 
[16] are specific to OUD because opioids are specified 
in the individual question items, although should be 
generalizable to similar addicting drugs: the frequency 
type and amount of use of an opioid (A); the physiolog-
ical manifestations of tolerance or dose reduction of an 
opioid (B); the subjective experiences in terms of desire, 
control, and urges/craving for these kinds of substances 
(C); and the use of opioids in dangerous circumstances 
(D). We recognize that domain D, while specific to opi-
oids, will be variably applicable to patients depending 
on their type of use and social circumstance.

Domain E of the Marsden measure [16] about nega-
tive social consequences, broadly includes daily func-
tion and QoL and is not specific to OUD. Negative 
social consequences are applicable to any SUD and 
indeed, most other neuropsychiatric and many gen-
eral medical conditions. Further, negative social con-
sequences can be caused by other concomitant SUDs 
and general medical and psychiatric conditions (e.g., 
chronic depression, pain, sleep wake disorders, etc.). 
An additional reason for separating the measurement 
of core OUD symptoms (Domains A–C) and func-
tion/QoL (Domain E) is that the latter is very likely to 
improve after the signs and the symptoms (A–C) of 
OUD are brought under some degree of control for a 
meaningful period, as suggested by some studies [74, 
75].

Separating the assessment of function and QoL (nega-
tive social consequences), as in the Marsden measure, 
would allow for the use of any of a host of brief, psycho-
metrically sound scales that are widely accepted assess-
ments of function and quality of life, though less often 
applied to SUDs or OUD to date. The workgroup con-
sensus was that measurement of function and quality of 
life (which would include negative social consequences) 
separately from the core OUD signs and symptoms per se 
would have some major advantages.

Bradley and colleagues’ preliminary work for the More 
Individualized Care: Assessment and Recovery Through 
Engagement (MI-CARE) trial [76] illustrates the applica-
tion of these principles in their adaptation of the PROMIS 
Item Bank v1.0—Short form 7a substance use measure 
[44, 47] and a psychometrically validated substance use 
symptom checklist [30]. The OUM was adapted from the 
substance use PROMIS measure by substituting “opioids” 
for “drugs.” The baseline timeframe was 3 months but the 
time frame for follow-up was the past 2 weeks to support 
measurement-based care [47]. Seven items of the OUM 
are each rated on a 0–4-point scale using the PROMIS 
response options (“never” to “almost always”; see Table 4) 
yielding a total score of 0–28. This scale assesses a range 
of outcomes. Six of the seven items assess the signs and 
symptoms of OUD, while only one assesses the effect of 
the OUD on interpersonal relations. Some items (e.g., 
“I have an opioid problem”) may need to be revised or 
potentially deleted if not responsive to change. This 
measure is expected to reflect the overall severity of the 
OUD [44] and initial results in a sample of 49 primary 
care patients made it appear feasible with variability in 
responses [47].

Summary and next steps
Medication dose personalization
A consensus was developed indicating that a brief rat-
ing—either a global rating or a few separate questions 
that assess the severity of withdrawal symptoms, craving, 

Table 3 Domains adapted from DSM‑5 Substance Use Disorder 
Criteria

Permission to adapt this table [16] was obtained under license from John Wiley 
and Sons

Domain Metric

A. Use • Frequency, types and amount used

B. Physiological • Need for higher doses
• Withdrawal

C. Cognitive/Behavioral • Use more often, or longer 
than intended
• ailed quit attempts
• Time spent obtaining, using, 
recovering
• Urges (bothersome), craving

D. Health Risks • Use in hazardous situation
• Use with medical damage knowl‑
edge

E. Negative Social Consequences • Failed role obligations
• Use despite social problems
• Discontinue important activities

Table 4 PROMIS‑based Opioid Use Monitor (OUM)

Thinking about the past 2 weeks, please select the one best answer for each 
question. This table was adapted from PROMIS [44, 47] under Public Domain

1. I felt that my opioid use was out of control SCALE

2. My desire to use opioids seemed overpowering 0 = Never

3. Opioids were the only thing I could think about 1 = Rarely

4. My opioid use caused problems with people close 
to me

2 = Sometimes

5. I have an opioid problem 3 = Often

6. I craved opioids 4 = Almost always

7. I spent a lot of time using opioids
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amounts of opioids used, and subjective response to use 
of opioids during treatment and a single item global rat-
ing of side effects are sufficient to adjust the dose of ago-
nists to each patient.

Whether the use of such a 4-element tool or a global 
rating to personalize dose adjustment of agonists in 
the treatment of OUD produces better retention, good 
patient or clinician satisfaction, and/or different “final” 
doses deserves study as compared to treatment as usual 
without any measures.

While no specific brief measure incorporating all four 
of these elements was identified or recommended, as an 
example the PROMIS-based 7-item OUM used in the 
MI-CARE trial described above to assess symptom sever-
ity and support MBC includes questions pertaining to 
each of the recommended dose-personalization elements 
except for withdrawal [47]. Further, the OUM includes 3 
craving questions, which are used as a separate craving 
score (0–12) in the registry of the trial. The usefulness 
of the OUM craving questions suggests that an off-the-
shelf craving tool could also be considered for the dose 
adjustment portion of MBC but would require research 
to determine if it is sufficient. The possibility of adapting 
an existing tool or developing a new tool with the recom-
mended elements for medication dose personalization 
should be considered.

Assessment of therapeutic effects
There was consensus that core signs and symptoms of 
OUD based on some of the 5 DSM-5 domains in the 
Marsden measure [16], should be the basis for assessing 
treatment outcome. A select list (e.g., 5–7 items) of these 
core symptoms and signs rated over the prior 1–2 weeks 
and used after a clinically reasonable period on a treat-
ment (e.g., 1–2  months) would determine the effect of 
the treatment on the condition (OUD), such that a clini-
cal decision could be informed by the outcomes obtained 
(e.g., whether to change the treatment, augment it, etc.).

Domains A and B (see Table  3) of the five DSM-5 
domains from the Marsden measure [16] also pertain 
to dose adjustment. Further, the OUM, discussed above 
for dosing adjustment, is also appropriate for assessing 
treatment outcomes, so it is possible that adaptations of 
a single measure could serve both functions, although 
maybe not optimally, or that there be two separate opti-
mal measures.

Other considerations and next steps
There was consensus that measurement of function and 
quality of life (including negative social consequences) 
should proceed independently with brief validated meas-
ures that are widely used in mental health and general 

medical conditions. The performance of these measures 
in patients with OUD deserves study.

There was agreement that if more than one outcome 
measure was recommended or developed, these meas-
ures should be assessed and when possible, crosswalks 
established between them in terms of total severity. 
Each measure should be assessed in different popula-
tions and age groups, but we should avoid tailoring dif-
ferent instruments to different sociodemographic or 
clinical subgroups. Nevertheless, care should be taken 
in the measure development and validation processes to 
consider and assess potential disparities in measure per-
formance in different patient subgroups such as race, eth-
nicity, age, chronicity, culture and lived experience.

Next steps could be to select and adapt or develop de 
novo brief measures for OUD treatment medication 
dose personalization and treatment effectiveness assess-
ment along the lines previously discussed that include 
the consensus recommended domains and the signs and 
symptoms of OUD. Whether the use of these measures in 
clinical care of patients with OUD produces better out-
comes (e.g., retention, less drug use, better symptom con-
trol, better QoL and daily function or better prognosis) as 
compared to treatment as usual without measurements 
deserves investigation. None of the existing measures 
could be fully recommended to accomplish these aims 
for OUD because of lack of clinical evidence, absence of 
certain essential (i.e., recommended) domains, and/or 
excessive length and complexity. However, the PROMIS-
based measure currently in use for OUD (i.e., the OUM) 
[47] could be considered for adaptation. Alternatively, a 
brief measure for dose personalization could be devel-
oped de novo, or the evaluation of the clinical impact 
by a single-question global scale that encompasses the 4 
suggested parameters could determine whether MBC has 
clinical utility in arriving at the personalized dose in an 
expeditious fashion. Once the measures to personalize 
dosing and assess treatment effectiveness are developed 
or agreed to by experts, patient acceptability and psycho-
metric studies are also needed.

Disclaimer
The views and opinions expressed in this manuscript 
are those of the authors only and do not necessarily rep-
resent the views, official policy, or position of the US 
Department of Health and Human Services or any of its 
affiliated institutes or agencies.

Abbreviations
AHCPR  Agency for Health Care Policy and Research
AMNet  The Addiction Medicine Practice‑Based Research Network
AUD  Alcohol use disorder
BAM  Brief addiction monitor
CDE  Common data element



Page 12 of 15Rush et al. Addiction Science & Clinical Practice           (2024) 19:14 

DSM‑5  The Diagnostic and Statistical Manual of Mental Disorders, fifth 
edition

DSM‑5‑TR  DSM‑5 text revision
EHR  Electronic health record
FDA  U.S. Food and Drug Administration
HbA1C  Glycated hemoglobin
KP  Kaiser Permanente
MBC  Measurement‑based care
MI‑CARE  More Individualized Care: Assessment and Recovery Through 

Engagement trial
MOUD  Medications for opioid use disorder
NICHD  Eunice Kennedy Shriver National Institute of Child Health and 

Human Development
NIDA CTN  NIDA’s National Drug Abuse Treatment Clinical Trials Network
NIDA CCTN  NIDA’s Center for the Clinical Trials Network
OPT  Opioid treatment program
OUD  Opioid use disorder
OUM  Opioid use monitor
PROMIS  Patient‑Reported Outcomes Measurement Information System
QoL  Quality of life
SAMHSA  Substance Abuse and Mental Health Services Administration
SDM  Short drug monitor
SPARC   Sustained Patient‑Centered Alcohol‑Related Care trial
SUD  Substance use disorder
TLFB  Timeline follow‑back
TOP  Treatment outcomes profiles

Acknowledgements
The authors wish to thank Drs. Yih‑Ing Hser (Department of Psychiatry and 
Behavioral Sciences, UCLA Integrated Substance Abuse Programs) and Kath‑
erine Watkins (RAND Corporation) of the Greater Southern California Node of 
the NIDA Clinical Trials Network for their comments on an early draft.

Author contributions
All authors contributed to the workgroup discussions and reviewed and 
provided feedback on workgroup summary notes, a final report, and this 
article. AJR and REGL hosted the workgroup and prepared this article with the 
input from workgroup members. BT and LM represented the NIDA CCTN and 
sought additional feedback from NIDA CTN investigators. All authors read and 
approved the final manuscript.

Funding
This workgroup was supported by the National Institute on Drug Abuse 
(NIDA), Center for the Clinical Trials Network (CCTN). REGL was supported by 
contracts 75N9501900013 and 7595022D00017 to Emmes.

Availability of data and materials
Data sharing is not applicable to this article as no datasets were generated or 
analyzed during the current study.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
A. John Rush has received consulting fees from Compass Inc., Curbstone Con‑
sultant LLC, Emmes Company, Evecxia Therapeutics, Inc., Holmusk Technolo‑
gies, Inc., ICON, PLC, Johnson and Johnson (Janssen), Liva‑Nova, MindStreet, 
Inc., Neurocrine Biosciences Inc., Otsuka‑US; speaking fees from Liva‑Nova, 
Johnson and Johnson (Janssen); and royalties from Wolters Kluwer Health, 
Guilford Press and the University of Texas Southwestern Medical Center, Dallas, 
TX (for the Inventory of Depressive Symptoms and its derivatives). He is also 
named co‑inventor on two patents: U.S. Patent No. 7795033: Methods to 
Predict the Outcome of Treatment with Antidepressant Medication, Inventors: 
McMahon FJ, Laje G, Manji H, Rush AJ, Paddock S, Wilson AS; and U.S. Patent 
No. 7906283: Methods to Identify Patients at Risk of Developing Adverse 

Events During Treatment with Antidepressant Medication, Inventors: McMa‑
hon FJ, Laje G, Manji H, Rush AJ, Paddock S. Robert E. Gore‑Langton receives 
salary from the Emmes Company for work performed on a contract with the 
National Institute on Drug Abuse (NIDA). Gavin Bart has received honoraria 
from the American Academy of Addiction Psychiatry for participating in the 
SAMHSA‑funded Providers Clinical Support System‑Exchange. He has also 
received payment from the University of Missouri to provide content expertise 
to a US State Department‑funded international addiction workforce capacity 
building effort. Katharine Bradley led the technical panel and co‑authored the 
Short Drug Monitor measure. Cynthia Campbell has received support man‑
aged through her institution from the Industry PMR Consortium, a consortium 
of companies working together to conduct post marketing studies required 
by the Food and Drug Administration that assesses risks related to opioid 
analgesic use. James McKay has received royalties from UpToDate, Inc. David 
W. Oslin has received grant funding from Janssen Pharmaceuticals and Myriad 
Genetics. Andrew J. Saxon has received travel support from Alkermes, Inc., 
honorarium from Indivior, Inc., and royalties from UpToDate, Inc. T. John Win‑
husen has no conflicts of interest. Li‑Tzy Wu has no conflicts of interest. Betty 
Tai has no disclosures. Landhing M. Moran has no disclosures.

Author details
1 Duke‑NUS Medical School, The National University of Singapore, Duke 
University School of Medicine, Singapore, Singapore. 2 The Emmes Company, 
Rockville, MD, USA. 3 School of Medicine & Division of Medicine at Hen‑
nepin Healthcare, University of Minnesota, Minneapolis, MN, USA. 4 Kaiser 
Permanente Washington Health Research Institute, Seattle, WA, USA. 5 Kaiser 
Permanente Northern California Division of Research, Oakland, CA, USA. 6 Penn 
Center on the Continuum of Care in the Addictions, Philadelphia VA Center 
of Excellence in Substance Addiction Treatment and Education, University 
of Pennsylvania, Philadelphia, PA, USA. 7 University of Psychiatry, VISN 4 Mental 
Illness, Research, Education and Clinical Center Crescenz VA Medical Center, 
Stephen A. Cohen Military Family Clinic at the Perelman School of Medicine, 
Philadelphia, PA, USA. 8 University of Washington and Center of Excellence 
in Substance Addiction Treatment and Education at the VA Puget Sound 
Health Care System, Seattle, WA, USA. 9 Addiction Sciences, University of Cin‑
cinnati College of Medicine, Cincinnati, OH, USA. 10 Duke University School 
of Medicine, Durham, NC, USA. 11 Center for Clinical Trials Network, National 
Institute on Drug Abuse, Bethesda, MD, USA. 12 Center for Clinical Trials Net‑
work, National Institute on Drug Abuse, National Institutes of Health, 11601 
Landsdown Street (3WF), Bethesda, MD 20892, USA. 

Received: 29 August 2023   Accepted: 13 February 2024

References
 1. Klimas J, Hamilton MA, Gorfinkel L, Adam A, Cullen W, Wood E. Retention 

in opioid agonist treatment: a rapid review and meta‑analysis compar‑
ing observational studies and randomized controlled trials. Syst Rev. 
2021;10(1):216. https:// doi. org/ 10. 1186/ s13643‑ 021‑ 01764‑9.

 2. O’Connor AM, Cousins G, Durand L, Barry J, Boland F. Retention of 
patients in opioid substitution treatment: a systematic review. PLoS ONE. 
2020;15(5): e0232086. https:// doi. org/ 10. 1371/ journ al. pone. 02320 86.

 3. Spetz J, Hailer L, Gay C, Tierney M, Schmidt L, Phoenix B, et al. Changes in 
US Clinician Waivers to Prescribe Buprenorphine Management for Opioid 
Use Disorder During the COVID‑19 Pandemic and After Relaxation of 
Training Requirements. JAMA Netw Open. 2022;5(5): e225996. https:// doi. 
org/ 10. 1001/ jaman etwor kopen. 2022. 5996.

 4. Phillips LS, Branch WT, Cook CB, Doyle JP, El‑Kebbi IM, Gallina DL, et al. 
Clinical inertia. Ann Intern Med. 2001;135(9):825–34. https:// doi. org/ 10. 
7326/ 0003‑ 4819‑ 135‑9‑ 20011 1060‑ 00012.

 5. AHCPR Clinical Practice Guideline No 5. Depression in Primary Care. Vol‑
ume 1: Detection and Diagnosis; Volume 2: Treatment of Major Depres‑
sion. Rockville, MD: U.S. Department of Health and Human Services, 
Agency for Health Care Policy and Research (AHCPR); 1993. Report No.: 
AHCPR Publication no. 93‑0550 & 93–0551. https:// www. ncbi. nlm. nih. 
gov/ books/ NBK52 201/; https:// www. ncbi. nlm. nih. gov/ books/ NBK52 234/.

 6. Katon W, Robinson P, Von Korff M, Lin E, Bush T, Ludman E, et al. A multi‑
faceted intervention to improve treatment of depression in primary care. 

https://doi.org/10.1186/s13643-021-01764-9
https://doi.org/10.1371/journal.pone.0232086
https://doi.org/10.1001/jamanetworkopen.2022.5996
https://doi.org/10.1001/jamanetworkopen.2022.5996
https://doi.org/10.7326/0003-4819-135-9-200111060-00012
https://doi.org/10.7326/0003-4819-135-9-200111060-00012
https://www.ncbi.nlm.nih.gov/books/NBK52201/
https://www.ncbi.nlm.nih.gov/books/NBK52201/
https://www.ncbi.nlm.nih.gov/books/NBK52234/


Page 13 of 15Rush et al. Addiction Science & Clinical Practice           (2024) 19:14  

Arch Gen Psychiatry. 1996;53(10):924–32. https:// doi. org/ 10. 1001/ archp 
syc. 1996. 01830 10007 2009.

 7. Rush AJ, Fava M, Wisniewski SR, Lavori PW, Trivedi MH, Sackeim HA, et al. 
Sequenced treatment alternatives to relieve depression (STAR*D): ration‑
ale and design. Control Clin Trials. 2004;25(1):119–42. https:// doi. org/ 10. 
1016/ s0197‑ 2456(03) 00112‑0.

 8. Rush AJ, Rago WV, Crismon ML, Toprac MG, Shon SP, Suppes T, et al. 
Medication treatment for the severely and persistently mentally ill: The 
Texas Medication Algorithm Project. J Clin Psychiatry. 1999;60(5):284–91. 
https:// doi. org/ 10. 4088/ jcp. v60n0 503.

 9. Trivedi MH, Rush AJ, Wisniewski SR, Nierenberg AA, Warden D, Ritz L, 
et al. Evaluation of outcomes with citalopram for depression using 
measurement‑based care in STAR*D: implications for clinical practice. Am 
J Psychiatry. 2006;163(1):28–40. https:// doi. org/ 10. 1176/ appi. ajp. 163.1. 28.

 10. Trivedi MH, Rush AJ, Gaynes BN, Stewart JW, Wisniewski SR, Warden D, 
et al. Maximizing the adequacy of medication treatment in controlled 
trials and clinical practice: STAR(*)D measurement‑based care. Neuropsy‑
chopharmacology. 2007;32(12):2479–89. https:// doi. org/ 10. 1038/ sj. npp. 
13013 90.

 11. Fortney JC, Unutzer J, Wrenn G, Pyne JM, Smith GR, Schoenbaum M, et al. 
A tipping point for measurement‑based care. Focus. 2018;16(3):341–50. 
https:// doi. org/ 10. 1176/ appi. focus. 16303.

 12. Guo T, Xiang YT, Xiao L, Hu CQ, Chiu HF, Ungvari GS, et al. Measurement‑
based care versus standard care for major depression: a randomized 
controlled trial with blind raters. Am J Psychiatry. 2015;172(10):1004–13. 
https:// doi. org/ 10. 1176/ appi. ajp. 2015. 14050 652.

 13. Rush AJ. Isn’t it about time to employ measurement‑based care in prac‑
tice? Am J Psychiatry. 2015;172(10):934–6. https:// doi. org/ 10. 1176/ appi. 
ajp. 2015. 15070 928.

 14. Scott K, Lewis CC. Using measurement‑based care to enhance any 
treatment. Cogn Behav Pract. 2015;22(1):49–59. https:// doi. org/ 10. 1016/j. 
cbpra. 2014. 01. 010.

 15. Martin‑Cook K, Palmer L, Thornton L, Rush AJ, Tamminga CA, Ibrahim 
HM. Setting measurement‑based care in motion: practical lessons in the 
implementation and integration of measurement‑based care in psychia‑
try clinical practice. Neuropsychiatr Dis Treat. 2021;17:1621–31. https:// 
doi. org/ 10. 2147/ NDT. S3086 15.

 16. Marsden J, Tai B, Ali R, Hu L, Rush AJ, Volkow N. Measurement‑based care 
using DSM‑5 for opioid use disorder: can we make opioid medication 
treatment more effective? Addiction. 2019;114(8):1346–53. https:// doi. 
org/ 10. 1111/ add. 14546.

 17. Scott K, Guigayoma J, Palinkas LA, Beaudoin FL, Clark MA, Becker SJ. 
The measurement‑based care to opioid treatment programs project 
(MBC2OTP): a study protocol using rapid assessment procedure informed 
clinical ethnography. Addict Sci Clin Pract. 2022;17(1):44. https:// doi. org/ 
10. 1186/ s13722‑ 022‑ 00327‑0.

 18. Clarke DE, Ibrahim A, Doty B, Patel S, Gibson D, Pagano A, et al. Addiction 
Medicine Practice‑Based Research Network (AMNet): assessment tools 
and quality measures. Subst Abuse Rehabil. 2021;12:27–39. https:// doi. 
org/ 10. 2147/ SAR. S3059 72.

 19. Sobell LC, Sobell MB. Timeline follow‑back—a technique for assessing 
self‑reported alcohol consumption. In: Litten RZ, Allen JP, editors. Measur‑
ing alcohol consumption—psychosocial and biochemical methods. 
Totowa: Humana Press; 1992. p. 41–72.

 20. Zhu Y, Evans EA, Mooney LJ, Saxon AJ, Kelleghan A, Yoo C, et al. Correlates 
of long‑term opioid abstinence after randomization to methadone versus 
buprenorphine/naloxone in a multi‑site trial. J Neuroimmune Pharmacol. 
2018;13(4):488–97. https:// doi. org/ 10. 1007/ s11481‑ 018‑ 9801‑x.

 21. McCann NC, McMahan VM, Smith R, Majeski A, Johns SL, Kosakowski S, 
et al. Feasibility and acceptability of a timeline follow‑back method to 
assess opioid use, non‑fatal overdose, and substance use disorder treat‑
ment. Addict Behav. 2024;148:107873. https:// doi. org/ 10. 1016/j. addbeh. 
2023. 107873.

 22. Ohtani Y, Ueno F, Kimura M, Matsushita S, Mimura M, Uchida H. Highly 
endorsed screening and assessment scales for alcohol problems: a sys‑
tematic review. Neuropsychopharmacol Rep. 2023;43(4):470–81. https:// 
doi. org/ 10. 1002/ npr2. 12363.

 23. Hallgren KA, Matson TE, Oliver M, Witkiewitz K, Bobb JF, Lee AK, et al. 
Practical assessment of alcohol use disorder in routine primary care: 
performance of an alcohol symptom checklist. J Gen Intern Med. 
2022;37(8):1885–93. https:// doi. org/ 10. 1007/ s11606‑ 021‑ 07038‑3.

 24. Rush AJ, First MB, Blacker D. Handbook of psychiatric measures. 2nd ed. 
Washington: American Psychiatric Association Publishing; 2008.

 25. American Psychiatric Association. Diagnostic and statistical manual of 
mental disorders (DSM‑5). 5th ed. Arlington, VA: American Psychiatric 
Association Publishing; 2013.

 26. American Psychiatric Association. Diagnostic and statistical manual of 
mental disorders (DSM‑5‑TR). 5th ed. Arlington: American Psychiatric 
Association Publishing; 2022.

 27. World Health Organization. The ICD‑10 classification of mental and 
behavioural disorders: Clinical descriptions and diagnostic guidelines, 
10th revision. World Health Organization, 1992. https:// apps. who. int/ iris/ 
handle/ 10665/ 37958. Accessed 30 June 2023.

 28. Sanger N, Panesar B, Rosic T, Dennis B, D’Elia A, Hillmer A, et al. The future 
of precision medicine in opioid use disorder: inclusion of patient‑
important outcomes in clinical trials. Braz J Psychiatry. 2021;43(2):138–46. 
https:// doi. org/ 10. 1590/ 1516‑ 4446‑ 2019‑ 0734.

 29. Hallgren KA, Matson TE, Oliver M, Caldeiro RM, Kivlahan DR, Bradley KA. 
Practical assessment of DSM‑5 alcohol use disorder criteria in routine 
care: High test‑retest reliability of an Alcohol Symptom Checklist. Alcohol 
Clin Exp Res. 2022;46(3):458–67. https:// doi. org/ 10. 1111/ acer. 14778.

 30. Matson TE, Hallgren KA, Lapham GT, Oliver M, Wang X, Williams EC, et al. 
Psychometric performance of a substance use symptom checklist to 
help clinicians assess substance use disorder in primary care. JAMA Netw 
Open. 2023;6(5): e2316283. https:// doi. org/ 10. 1001/ jaman etwor kopen. 
2023. 16283.

 31. Richards JE, Bobb JF, Lee AK, Lapham GT, Williams EC, Glass JE, et al. Inte‑
gration of screening, assessment, and treatment for cannabis and other 
drug use disorders in primary care: an evaluation in three pilot sites. Drug 
Alcohol Depend. 2019;201:134–41. https:// doi. org/ 10. 1016/j. druga lcdep. 
2019. 04. 015.

 32. Sayre M, Lapham GT, Lee AK, Oliver M, Bobb JF, Caldeiro RM, et al. 
Routine assessment of symptoms of substance use disorders in primary 
care: prevalence and severity of reported symptoms. J Gen Intern Med. 
2020;35(4):1111–9. https:// doi. org/ 10. 1007/ s11606‑ 020‑ 05650‑3.

 33. Yeung K, Richards J, Goemer E, Lozano P, Lapham G, Williams E, et al. 
Costs of using evidence‑based implementation strategies for behav‑
ioral health integration in a large primary care system. Health Serv Res. 
2020;55(6):913–23. https:// doi. org/ 10. 1111/ 1475‑ 6773. 13592.

 34. Hallgren KA, Matson TE, Oliver M, Wang X, Williams ED, Bradley KA. 
Test‑retest reliability of DSM‑5 substance use symptom checklists used 
in primary care and mental health care settings. Drug Alcohol Depend. 
2024 (in press).

 35. Simon CB, McCabe CJ, Matson TE, Oliver M, Bradley KA, Hallgren KA. 
High test‑retest reliability of the Alcohol Use Disorders Identification 
Test‑Consumption (AUDIT‑C) questionnaire completed by primary care 
patients in routine care. Alcohol Clin Exp Res. 2023. https:// doi. org/ 10. 
1111/ acer. 15245.

 36. Glass JE, Bobb JF, Lee AK, Richards JE, Lapham GT, Ludman E, et al. Study 
protocol: a cluster‑randomized trial implementing Sustained Patient‑cen‑
tered Alcohol‑related Care (SPARC trial). Implement Sci. 2018;13(1):108. 
https:// doi. org/ 10. 1186/ s13012‑ 018‑ 0795‑9.

 37. Lee AK, Bobb JF, Richards JE, Achtmeyer CE, Ludman E, Oliver M, et al. 
Integrating alcohol‑related prevention and treatment into primary 
care: a cluster randomized implementation trial. JAMA Intern Med. 
2023;183(4):319–28. https:// doi. org/ 10. 1001/ jamai ntern med. 2022. 7083.

 38. Dawson DA, Grant BF. Should symptom frequency be factored into scalar 
measures of alcohol use disorder severity? Addiction. 2010;105(9):1568–
79. https:// doi. org/ 10. 1111/j. 1360‑ 0443. 2010. 02994.x.

 39. Dawson DA, Saha TD, Grant BF. A multidimensional assessment of the 
validity and utility of alcohol use disorder severity as determined by 
item response theory models. Drug Alcohol Depend. 2010;107(1):31–8. 
https:// doi. org/ 10. 1016/j. druga lcdep. 2009. 08. 019.

 40. Boness CL, Lane SP, Sher KJ. Not all alcohol use disorder criteria are 
equally severe: toward severity grading of individual criteria in college 
drinkers. Psychol Addict Behav. 2019;33(1):35–49. https:// doi. org/ 10. 1037/ 
adb00 00443.

 41. Lane SP, Sher KJ. Limits of current approaches to diagnosis severity 
based on criterion counts: an example with DSM‑5 alcohol use disorder. 
Clin Psychol Sci. 2015;3(6):819–35. https:// doi. org/ 10. 1177/ 21677 02614 
553026.

https://doi.org/10.1001/archpsyc.1996.01830100072009
https://doi.org/10.1001/archpsyc.1996.01830100072009
https://doi.org/10.1016/s0197-2456(03)00112-0
https://doi.org/10.1016/s0197-2456(03)00112-0
https://doi.org/10.4088/jcp.v60n0503
https://doi.org/10.1176/appi.ajp.163.1.28
https://doi.org/10.1038/sj.npp.1301390
https://doi.org/10.1038/sj.npp.1301390
https://doi.org/10.1176/appi.focus.16303
https://doi.org/10.1176/appi.ajp.2015.14050652
https://doi.org/10.1176/appi.ajp.2015.15070928
https://doi.org/10.1176/appi.ajp.2015.15070928
https://doi.org/10.1016/j.cbpra.2014.01.010
https://doi.org/10.1016/j.cbpra.2014.01.010
https://doi.org/10.2147/NDT.S308615
https://doi.org/10.2147/NDT.S308615
https://doi.org/10.1111/add.14546
https://doi.org/10.1111/add.14546
https://doi.org/10.1186/s13722-022-00327-0
https://doi.org/10.1186/s13722-022-00327-0
https://doi.org/10.2147/SAR.S305972
https://doi.org/10.2147/SAR.S305972
https://doi.org/10.1007/s11481-018-9801-x
https://doi.org/10.1016/j.addbeh.2023.107873
https://doi.org/10.1016/j.addbeh.2023.107873
https://doi.org/10.1002/npr2.12363
https://doi.org/10.1002/npr2.12363
https://doi.org/10.1007/s11606-021-07038-3
https://apps.who.int/iris/handle/10665/37958
https://apps.who.int/iris/handle/10665/37958
https://doi.org/10.1590/1516-4446-2019-0734
https://doi.org/10.1111/acer.14778
https://doi.org/10.1001/jamanetworkopen.2023.16283
https://doi.org/10.1001/jamanetworkopen.2023.16283
https://doi.org/10.1016/j.drugalcdep.2019.04.015
https://doi.org/10.1016/j.drugalcdep.2019.04.015
https://doi.org/10.1007/s11606-020-05650-3
https://doi.org/10.1111/1475-6773.13592
https://doi.org/10.1111/acer.15245
https://doi.org/10.1111/acer.15245
https://doi.org/10.1186/s13012-018-0795-9
https://doi.org/10.1001/jamainternmed.2022.7083
https://doi.org/10.1111/j.1360-0443.2010.02994.x
https://doi.org/10.1016/j.drugalcdep.2009.08.019
https://doi.org/10.1037/adb0000443
https://doi.org/10.1037/adb0000443
https://doi.org/10.1177/2167702614553026
https://doi.org/10.1177/2167702614553026


Page 14 of 15Rush et al. Addiction Science & Clinical Practice           (2024) 19:14 

 42. Lane SP, Steinley D, Sher KJ. Meta‑analysis of DSM alcohol use disorder 
criteria severities: structural consistency is only “skin deep.” Psychol Med. 
2016;46(8):1769–84. https:// doi. org/ 10. 1017/ S0033 29171 60004 04.

 43. Miller AP, Kuo SI, Johnson EC, Tillman R, Brislin SJ, Dick DM, et al. Diag‑
nostic criteria for mild or moderate to severe alcohol use identifying 
individuals at high risk of progression from disorder. JAMA Netw Open. 
2023;6(10): e2337192. https:// doi. org/ 10. 1001/ jaman etwor kopen. 2023. 
37192.

 44. Pilkonis PA, Yu L, Dodds NE, Johnston KL, Lawrence SM, Hilton TF, et al. 
Item banks for substance use from the Patient‑Reported Outcomes 
Measurement Information System (PROMIS(®)): Severity of use and posi‑
tive appeal of use [Erratum in: Drug Alcohol Depend. 2016 Feb 1;159:285‑
6]. Drug Alcohol Depend. 2015;156:184–92. https:// doi. org/ 10. 1016/j. 
druga lcdep. 2015. 09. 008.

 45. HealthMeasures.net. PROMIS Short Form v1.0—Severity of Substance Use 
(Past 30 days) 7a. https:// www. healt hmeas ures. net/ index. php? option= 
com_ instr ument s& view= measu re& id= 826& Itemid= 992. Accessed 12 
Sept 2022.

 46. Pilkonis PA, Yu L, Dodds NE, Johnston KL, Lawrence SM, Hilton TF, et al. An 
Item bank for abuse of prescription pain medication from the patient‑
reported outcomes measurement information system (PROMIS(®)). Pain 
Med. 2017;18(8):1516–27. https:// doi. org/ 10. 1093/ pm/ pnw233.

 47. Justice Fuoco M, Andersen M, Hallgren K, DeBar L, Bradley K. Two meas‑
ures for assessing severity and monitoring opioid use disorder symptoms 
over time: Results from The MI‑CARE Pilot Interview Study [Abstract from 
the 2022 Health Care Systems Research Network (HCSRN) Annual Confer‑
ence]. J Patient Cent Res Rev. 2022;9(3):213–4. https:// doi. org/ 10. 17294/ 
2330‑ 0698. 1997.

 48. Van Horn DHA, Goodman J, Lynch KG, Bonn‑Miller MO, Thomas T, Del Re 
AC, et al. The predictive validity of the progress assessment, a clinician 
administered instrument for use in measurement‑based care for sub‑
stance use disorders. Psychiatry Res. 2020;292: 113282. https:// doi. org/ 10. 
1016/j. psych res. 2020. 113282.

 49. Cacciola JS, Alterman AI, Dephilippis D, Drapkin ML, Valadez C Jr, Fala NC, 
et al. Development and initial evaluation of the Brief Addiction Monitor 
(BAM). J Subst Abuse Treat. 2013;44(3):256–63. https:// doi. org/ 10. 1016/j. 
jsat. 2012. 07. 013.

 50. Brief Addiction Monitor (BAM) with Info Sheet. Washington, DC: VISN2 
Center for Integrated Healthcare, Mental Illness Research Education 
Clinical Centers‑Centers of Excellence, Veterans Health Administration, 
U.S. Department of Veterans Affairs; 2017. https:// www. mirecc. va. gov/ 
cih‑ visn2/ Docum ents/ Clini cal/ BAM_ with_ Info_ Sheet. pdf; https:// www. 
mirecc. va. gov/ cih‑ visn2/ Docum ents/ Clini cal/ BAM_ 2017. pdf. Accessed 30 
Sept 2022.

 51. Blanchard BE, Lynch KG, Malte CA, Hawkins EJ, DePhilippis D, Oslin DW, 
et al. Towards shortening the Brief Addiction Monitor‑Revised (BAM‑R). 
Drug Alcohol Depend Rep. 2023;8: 100183. https:// doi. org/ 10. 1016/j. dadr. 
2023. 100183.

 52. Marsden J, Farrell M, Bradbury C, Dale‑Perera A, Eastwood B, Roxburgh 
M, et al. Development of the treatment outcomes profile. Addiction. 
2008;103(9):1450–60. https:// doi. org/ 10. 1111/j. 1360‑ 0443. 2008. 02284.x.

 53. Lintzeris N, Monds LA, Rivas G, Leung S, Withall A, Draper B. The Austral‑
ian Treatment Outcomes Profile instrument as a clinical tool for older 
alcohol and other drug clients: a validation study. Drug Alcohol Rev. 
2016;35(6):673–7. https:// doi. org/ 10. 1111/ dar. 12393.

 54. Ling W, Farabee D, Liepa D, Wu LT. The Treatment Effectiveness Assess‑
ment (TEA): an efficient, patient‑centered instrument for evaluating pro‑
gress in recovery from addiction. Subst Abuse Rehabil. 2012;3(1):129–36. 
https:// doi. org/ 10. 2147/ SAR. S38902.

 55. Ling W, Farabee D, Nadipelli VR, Perrochet B, TEA Development Group. An 
updated version of the treatment effectiveness assessment (TEA) [Letter]. 
Subst Abuse Rehabil. 2020;11:21–2. https:// doi. org/ 10. 2147/ SAR. S2395 07.

 56. National Council for Behavioral Health. Implementing care for alcohol 
and other drug use in medical settings—an extension of the screening, 
brief intervention, and referral to treatment (SBIRT). SBIRT Change Guide 
1.0. Washington DC: National Council for Behavioral Health; 2018. https:// 
www. thena tiona lcoun cil. org/ wp‑ conte nt/ uploa ds/ 2021/ 04/ Imple menti 
ng_ Care_ for_ Alcoh ol_ and_ Other_ Drug_ Use_ In_ Medic al_ Setti ngs_‑_ 
An_ Exten sion_ of_ SBIRT. pdf. Accessed 13 Feb 2023.

 57. DeBar LL, Bushey MA, Kroenke K, Bobb JF, Schoenbaum M, Thompson 
EE, et al. A patient‑centered nurse‑supported primary care‑based 

collaborative care program to treat opioid use disorder and depres‑
sion: design and protocol for the MI‑CARE randomized controlled trial. 
Contemp Clin Trials. 2023;127:107124. https:// doi. org/ 10. 1016/j. cct. 2023. 
107124.

 58. Karnik NS, Marsden J, McCluskey C, Boley RA, Bradley KA, Campbell 
CI, et al. The opioid use disorder core outcomes set (OUD‑COS) for 
treatment research: findings from a Delphi consensus study. Addiction. 
2022;117(9):2438–47. https:// doi. org/ 10. 1111/ add. 15875.

 59. Guerrero E, Amaro H, Kong Y, Khachikian T, Marsh JC. Gender dispari‑
ties in opioid treatment progress in methadone versus counseling. 
Subst Abuse Treat Prev Policy. 2021;16(1):52. https:// doi. org/ 10. 1186/ 
s13011‑ 021‑ 00389‑4.

 60. Ker S, Hsu J, Balani A, Mukherjee SS, Rush AJ, Khan M, et al. Factors 
that affect patient attrition in buprenorphine treatment for opioid use 
disorder: a retrospective real‑world study using electronic health records. 
Neuropsychiatr Dis Treat. 2021;17:3229–44. https:// doi. org/ 10. 2147/ NDT. 
S3314 42.

 61. Florkowski C. HbA1c as a diagnostic test for diabetes mellitus ‑ reviewing 
the evidence. Clin Biochem Rev. 2013;34(2):75–83.

 62. O’Connor E, Rossom RC, Henninger M, Groom HC, Burda BU, Hender‑
son JT, et al. Screening for depression in adults: an updated systematic 
evidence review for the U.S. Preventive Services Task Force. Rockville, 
MD: Agency for Healthcare Research and Quality, U.S. Dept of Health and 
Human Services; 2016 Jan. Report No.: 14‑05208‑EF‑1. https:// www. ncbi. 
nlm. nih. gov/ books/ NBK34 9027/. Accessed 30 June 2023.

 63. Lewis CC, Boyd M, Puspitasari A, Navarro E, Howard J, Kassab H, et al. 
Implementing measurement‑based care in behavioral health: a review. 
JAMA Psychiat. 2019;76(3):324–35. https:// doi. org/ 10. 1001/ jamap sychi 
atry. 2018. 3329.

 64. Bauer M, Rush AJ, Ricken R, Pilhatsch M, Adli M. Algorithms for treatment 
of major depressive disorder: efficacy and cost‑effectiveness. Pharma‑
copsychiatry. 2019;52(3):117–25. https:// doi. org/ 10. 1055/a‑ 0643‑ 4830.

 65. Adli M, Wiethoff K, Baghai TC, Fisher R, Seemuller F, Laakmann G, et al. 
How effective is algorithm‑guided treatment for depressed inpatients? 
Results from the randomized controlled multicenter german algorithm 
project 3 trial. Int J Neuropsychopharmacol. 2017;20(9):721–30. https:// 
doi. org/ 10. 1093/ ijnp/ pyx043.

 66. Rush AJ, Thase ME. Improving depression outcome by patient‑centered 
medical management. Am J Psychiatry. 2018;175(12):1187–98. https:// 
doi. org/ 10. 1176/ appi. ajp. 2018. 18040 398.

 67. Rush AJ, Sackeim HA, Conway CR, Bunker MT, Hollon SD, Demyttenaere 
K, et al. Clinical research challenges posed by difficult‑to‑treat depression. 
Psychol Med. 2022;52(3):419–32. https:// doi. org/ 10. 1017/ S0033 29172 
10049 43.

 68. Craft WH, Shin H, Tegge AN, Keith DR, Athamneh LN, Stein JS, et al. Long‑
term recovery from opioid use disorder: recovery subgroups, transition 
states and their association with substance use, treatment and quality of 
life. Addiction. 2023;118(5):890–900. https:// doi. org/ 10. 1111/ add. 16115.

 69. Vafaie N, Kober H. Association of drug cues and craving with drug use 
and relapse: a systematic review and meta‑analysis. JAMA Psychiat. 
2022;79(7):641–50. https:// doi. org/ 10. 1001/ jamap sychi atry. 2022. 1240.

 70. Korthuis PT, McCarty D, Weimer M, Bougatsos C, Blazina I, Zakher B, et al. 
Primary care‑based models for the treatment of opioid use disorder: a 
scoping review. Ann Intern Med. 2017;166(4):268–78. https:// doi. org/ 10. 
7326/ M16‑ 2149.

 71. Matson TE, Lapham GT, Bobb JF, Oliver M, Hallgren KA, Williams EC, et al. 
Validity of the single‑item screen‑cannabis (SIS‑C) for cannabis use dis‑
order screening in routine care. JAMA Netw Open. 2022;5(11): e2239772. 
https:// doi. org/ 10. 1001/ jaman etwor kopen. 2022. 39772.

 72. Guy W. Clinical Global Impressions (CGI). In: ECDEU Assessment Manual 
for Psychopharmacology. Rockville, MD: U.S. Dept of Health, Education, 
and Welfare; National Institute of Mental Health; Psychopharmacology 
Research Branch; Division of Extramural Research Programs; 1976. p. 
218–22.

 73. Fareed A, Vayalapalli S, Casarella J, Drexler K. Effect of buprenorphine dose 
on treatment outcome. J Addict Dis. 2012;31(1):8–18. https:// doi. org/ 10. 
1080/ 10550 887. 2011. 642758.

 74. Ling W, Nadipelli VR, Solem CT, Ronquest NA, Yeh YC, Learned SM, et al. 
Effects of monthly buprenorphine extended‑release injections on 
patient‑centered outcomes: a long‑term study. J Subst Abuse Treat. 
2020;110:1–8. https:// doi. org/ 10. 1016/j. jsat. 2019. 11. 004.

https://doi.org/10.1017/S0033291716000404
https://doi.org/10.1001/jamanetworkopen.2023.37192
https://doi.org/10.1001/jamanetworkopen.2023.37192
https://doi.org/10.1016/j.drugalcdep.2015.09.008
https://doi.org/10.1016/j.drugalcdep.2015.09.008
https://www.healthmeasures.net/index.php?option=com_instruments&view=measure&id=826&Itemid=992
https://www.healthmeasures.net/index.php?option=com_instruments&view=measure&id=826&Itemid=992
https://doi.org/10.1093/pm/pnw233
https://doi.org/10.17294/2330-0698.1997
https://doi.org/10.17294/2330-0698.1997
https://doi.org/10.1016/j.psychres.2020.113282
https://doi.org/10.1016/j.psychres.2020.113282
https://doi.org/10.1016/j.jsat.2012.07.013
https://doi.org/10.1016/j.jsat.2012.07.013
https://www.mirecc.va.gov/cih-visn2/Documents/Clinical/BAM_with_Info_Sheet.pdf
https://www.mirecc.va.gov/cih-visn2/Documents/Clinical/BAM_with_Info_Sheet.pdf
https://www.mirecc.va.gov/cih-visn2/Documents/Clinical/BAM_2017.pdf
https://www.mirecc.va.gov/cih-visn2/Documents/Clinical/BAM_2017.pdf
https://doi.org/10.1016/j.dadr.2023.100183
https://doi.org/10.1016/j.dadr.2023.100183
https://doi.org/10.1111/j.1360-0443.2008.02284.x
https://doi.org/10.1111/dar.12393
https://doi.org/10.2147/SAR.S38902
https://doi.org/10.2147/SAR.S239507
https://www.thenationalcouncil.org/wp-content/uploads/2021/04/Implementing_Care_for_Alcohol_and_Other_Drug_Use_In_Medical_Settings_-_An_Extension_of_SBIRT.pdf
https://www.thenationalcouncil.org/wp-content/uploads/2021/04/Implementing_Care_for_Alcohol_and_Other_Drug_Use_In_Medical_Settings_-_An_Extension_of_SBIRT.pdf
https://www.thenationalcouncil.org/wp-content/uploads/2021/04/Implementing_Care_for_Alcohol_and_Other_Drug_Use_In_Medical_Settings_-_An_Extension_of_SBIRT.pdf
https://www.thenationalcouncil.org/wp-content/uploads/2021/04/Implementing_Care_for_Alcohol_and_Other_Drug_Use_In_Medical_Settings_-_An_Extension_of_SBIRT.pdf
https://doi.org/10.1016/j.cct.2023.107124
https://doi.org/10.1016/j.cct.2023.107124
https://doi.org/10.1111/add.15875
https://doi.org/10.1186/s13011-021-00389-4
https://doi.org/10.1186/s13011-021-00389-4
https://doi.org/10.2147/NDT.S331442
https://doi.org/10.2147/NDT.S331442
https://www.ncbi.nlm.nih.gov/books/NBK349027/
https://www.ncbi.nlm.nih.gov/books/NBK349027/
https://doi.org/10.1001/jamapsychiatry.2018.3329
https://doi.org/10.1001/jamapsychiatry.2018.3329
https://doi.org/10.1055/a-0643-4830
https://doi.org/10.1093/ijnp/pyx043
https://doi.org/10.1093/ijnp/pyx043
https://doi.org/10.1176/appi.ajp.2018.18040398
https://doi.org/10.1176/appi.ajp.2018.18040398
https://doi.org/10.1017/S0033291721004943
https://doi.org/10.1017/S0033291721004943
https://doi.org/10.1111/add.16115
https://doi.org/10.1001/jamapsychiatry.2022.1240
https://doi.org/10.7326/M16-2149
https://doi.org/10.7326/M16-2149
https://doi.org/10.1001/jamanetworkopen.2022.39772
https://doi.org/10.1080/10550887.2011.642758
https://doi.org/10.1080/10550887.2011.642758
https://doi.org/10.1016/j.jsat.2019.11.004


Page 15 of 15Rush et al. Addiction Science & Clinical Practice           (2024) 19:14  

 75. Schuckit MA. Treatment of opioid‑use disorders. N Engl J Med. 
2016;375(4):357–68. https:// doi. org/ 10. 1056/ NEJMr a1604 339.

 76. Clinicaltrials.gov. More individualized care: assessment and recov‑
ery through engagement (MI‑CARE) [ClinicalTrials.gov Identifier: 
NCT05122676]. https:// clini caltr ials. gov/ ct2/ show/ NCT05 122676. 
Accessed 12 Dec 2022.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

https://doi.org/10.1056/NEJMra1604339
https://clinicaltrials.gov/ct2/show/NCT05122676

	Tools to implement measurement-based care (MBC) in the treatment of opioid use disorder (OUD): toward a consensus
	Abstract 
	Background 
	Methods 
	Discussion 

	Background
	The problem
	Previous efforts

	Methods
	Discussion
	Sharpen the focus
	Which aspects of measurement-based care (MBC)?
	Phases of treatment
	Which disorders: OUD or SUD?
	Core symptoms or associated symptoms?
	Which interventions?
	Which clinical settings?
	Who would be using these measures?
	Two measures or one?
	What are the desirable features of a treatment outcome measure?
	Is measurement-based care for OUD more effective than treatment as usual?

	Domains for dose adjustment and assessment of effectiveness
	Medication dose adjustment
	Assessment of treatment effectiveness

	Summary and next steps
	Medication dose personalization
	Assessment of therapeutic effects
	Other considerations and next steps


	Disclaimer
	Acknowledgements
	References


