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AND THE DATA SAYS?



Hamilton County  
(Greater Cincinnati area)

ÅOpiate diagnoses on admission 
have increased 51% between 
2005 and 2009

ÅThe demand for detoxification 
services for all opiates has 
increased from 15% to 49% of 
admissions over the past 6 years



Claims data for Hamilton County 
between 2005 and 2008

ï84.6% white

ï50.2% male

ïMean age 33.5

ïMost frequent age 24



Talbert House Data
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Talbert House ïCourt Treatment
Opiate admissions 2010

Program Total 
clients

Opioid 
diagnosis

%

Turning Point 138 43 31%

ADAPT Outpatient 480 166 35%

ADAPT for Men 175 67 38%

ADAPT for Women 101 43 43%

Totals 894 319 36%
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TALENT

ñNever tell people how to do things. 
Tell them what to do & they will 
surprise you with their ingenuity.ò

General George S. Patton



Get the right people in the right seat on 
the bus

ïDevine Assessment 

ÅCompetency Factors for Clinical Service Providers

ïListening

ïCustomer/Client Focus

ïInterpersonal Effectiveness

ïTime Management

ïTask Management

ïSelf -Discipline

ïSelf -Sufficiency

ïInfluence

ïOpenness to Learning

www.devinegroup.com



ÅCustomized Report on each 
applicant

ïNormed with a pool of successful 
employees for each position 

ïOverall Success Potential

ÅHighly Recommended

ÅRecommended

ÅRecommend with caution

ÅDo not recommend



GROW OUR OWN APPROACH

ÅEnhanced relationships with Colleges 
and Universities

ÅEmphasis on the quality of the student 
internship experience

ÅDesignate entry level training positions 
at all programs

ÅOpportunities for advancement with 
existing employees
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TRAINING

ÅAgency commitment ïInstitute for 
Training & Development (ITD)

ÅMinimum 30 hours annually for all 
employees

Å1st week ïnew employee 
orientation

ÅSite based orientation

ÅBuddy system ïnew clinicians 
receive a coach/mentor



Training snapshot

ÅMedication Assisted Treatment trainings 
and lunch & learns

ÅCognitive Behavioral Treatment 
Overview

ÅCognitive Behavioral Treatment ïSkill 
Development
ïUse of sanctions and rewards

ïRole Playing ïhelping clients develop skills

ïFacilitating corrective thinking groups

ÅMotivational Interviewing
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Best Practice Approaches

ÅSelecting an evidence based model

ÅMeasuring Fidelity

ÅGeneral Treatment Interventions

ÅRetention

ÅCurricula



Evidence - Based Practice:

A practice that has been shown to 
work through use of scientific 
research.

Cognitive Behavioral Treatment:

The model Talbert House has 
adopted and embraces in most of 
our treatment settings 



Å Cognitive behavioral strategies use cognitive techniques to 
alter thought processes that contribute to substance abuse or 
crime. This is important because research has shown that 
many individuals use ñlogical fallaciesò to cope with daily 
situations (McMullin, 1990; Samenow, 1989). 

Å These ñthinking errorsò have been adapted over the past 20 
years by several different individuals and often serve as 
treatment targets for cognitive behavioral approaches. 
Cognitive behavioral approaches also use behavioral 
strategies to teach clients new skills for resisting substance 
abuse and crime. 

Å Examples of this include role -playing and the practicing of 
new skills in real - life situations. Cognitive behavioral 
approaches have received a great deal of empirical support for 
addressing substance abuse and/or criminality in adult males 
and females as well as adolescents.

(e.g., Bonta, 1995; BOTEC Analysis Corporation, 2002; 
Carroll, 1998; Dennis, Titus, Diamond, Donaldson, Godley, Tims, 
Webb, Kaminer, Babor, Roebuck, Godley, Hamilton, Liddle, and 
Scott, 2002; Dowden and Andrews, 1999; Millson, Weekes, and 
Lightfoot, 1995; Stevens and Morral, 2003; Tucker, Cosio, and 
Meshreki, 2003; Zlotnick, 2002).

Efficacy of Cognitive Behavioral 
Approaches



Fidelity definition: The extent to which an 
intervention is delivered as designed

ÅBrand of cognitive behavior treatment  didnôt 
matter but quality of implementation did ï
Landenberger and Lipsey (2005)

ÅFidelity is related to successful outcomes (i.e., 
reductions in recidivism, relapse, and mental health 
instability)

ÅPoor fidelity can lead to no positive treatment effect 
or even inflict harm

ÅFidelity can be measured and monitored

ÅFidelity cannot be assumed

Key points about FIDELITY



Fidelity Measures

ÅIntegrated into our continuous quality 
improvement process
ïPercentage of group notes containing 

documentation of a role -play
ïPercentage of groups observed where staff 

modeled the skill prior to having clients 
engage in a role play
ïPercentage of AOD assessments for 

designated week of month documenting 
clients' stage of change
ïPercentage of successful completers 

receiving prescribed dosage based upon 
risk -need assessment



GROUP OBSERVATION FORM
Name of the group: Date Observed Name of Program  
Name of Facilitator(s): Number of group members: 
If juvenile is there a wide range of ages: Yes No
Observer may want to tally the number of positive reinforcers/statements and corrections: + -

1.   Group began on time?
2.   Group leader brought the group to order?
3.   Evidence that a treatment manual was used during the session?
4.   Group leader was knowledgeable of the material that was to be presented?
5.   Group Leader provided clear example, illustrations, definitions, etc?
6.   Group leader used audio/visual techniques?
7.   Group leader encouraged participation?
8.   Group leader rewarded prosocial behaviors and statements?
9.   Group leader used appropriate corrections for antisocial behaviors and statements?
10. Group leader was able to recognize antisocial behaviors or statements?
11. Group leader redirected, in an appropriate manner, antisocial behavior or statements?
12. Group leader was an appropriate model for the program participants?
13. Group leader began by reviewing last lesson/homework?
14. Group norms established and posted?

15. Rate the pacing of the group.
0 1 2 3
No pacing of group    Poor, or almost no pacing     Some pacing occurs, but inconsistent      Good consistent pacing

16. Rate the level of group participation.
0 1 2 3
No participation     Almost no participation           Some participation, but inconsistent         Consistent participation

17. Rate the use of redirection by the group leader.
0 1 2 3
Not used            Poor or almost never used    Some used, but inconsistent     Consistent and used well

18. Rate ability of group leader to adapt group to meet the individual learning differences of the group.
0 1 2 3
Not used            Poor or almost never used    Some used, but inconsistent      Consistent and used well

19. Does leader use good teaching techniques (open - ended questions, reframes questions, gives examples).
0 1 2 3
Not used            Poor or almost never used Some used, but inconsistent      Consistent and used well

20. Group contained at least 1 role - play.
Yes No

21. Did the staff model the skill prior to having clients engage in the role - play?  
Yes No

22. Did the role - play(s) contain practice of correctives?
Yes No

23. Role - play(s) required observers to identify skill steps and report back to the group.
Yes No

24. Group facilitator demonstrated appropriate use of behavioral reinforcers.
Yes No



Treatment Components
SAMHSA ïTIP 43 Medication Assisted Treatment for 

Opioid Addiction

ÅEducation & Specialty Groups
ïPsycho -education

ïRelapse prevention

ïCraving Management

ïCognitive behavioral

ÅIndividual Counseling

ÅGroup Counseling

ÅCase Management

ÅPeer Support Groups



Retention Realities

ÅLength of retention is one of the most 
important indicators of treatment outcomes

ÅRetention is affected by motivation or 
readiness for treatment

ÅSimplify the entry process
ÅAttend to clientsô financial needs
ÅReduce attendance burden ïindividualized 

dosage
ÅProvide useful treatment services as early as 

possible
ÅEnhance staff -client interactions
ÅImprove staff knowledge and attitudes about 

medication assisted treatment



Applying Retention Practices

ÅImprove administrative processes & 
cChallenge internal 
policies/procedures

ÅUse of sanctions and rewards

ÅUtilizing motivational interviewing 
concepts

ÅUse of pre - treatment, orientation 
groups



Improve administrative processes

ÅImplement performance improvement 
indicators that challenge
ïReduction in anti -social thinking thru a 

pre/post test

ï75% of clients will complete outpatient 
treatment

ïClient satisfaction 3.0 on a 4.0 scale 

ÅEvaluate policies and procedures that 
might be counterproductive
ïContinued substance abuse

ïNon compliance with rules



Rewards & Sanctions

Rewards

ï Reward tickets to purchase passes, external 12 
step meetings

ï Additional privileges including the ability to attend 
external events such as sporting events and other 
community sponsored pro social activities.

ï Chores that allow for more freedom/movement 
within the facility.

ï Recommendation for mentoring/sponsorship of 
new clients.

ï Use of food and other tangible items as rewards 
within the structured client reward program



Sanctions

ï Progressive discipline process for rule violations

ï Placement into the Corrective Thinking Jeopardy 
Track ïthis consists of additional time in program, 
completion of thought logs and a wide variety of 
treatment plan assignments

ï Increasing the frequency of status hearings before 
Judge

ï Case conference/intervention with the Probation 
Officer/Case Manager and client

ï Special request of client to face the entire clinical 
treatment team in a conference setting

ï Therapeutic incarceration for a brief period of time



Measuring Motivation

ÅCircumstances, Motivation and 
Readiness scale (CMRS)
ÅOpens dialogue between counselor and 

client to explore treatment barriers
ÅIs an 18 question self -administered 

instrument, designed to predict 
retention in treatment and consists of 
four factors that assess:
ïexternal pressure to enter treatment
ïexternal pressure to leave treatment
ïmotivation to change
ïreadiness for treatment 



Using Motivation

ÅMatching intervention to the stage 
of change

ÅNot pushing the client to action 
before theyôre ready



CURRICULA



Thinking for a Change
Integrated Cognitive Behavior Change Program

National Institute of Corrections, U.S. Department of Justice.

ÅThinking for a Change is comprised 
of 22 lessons

ÅThe curriculum uses as its core, a 
problem solving program 
embellished by both cognitive 
restructuring and social skills 
interventions



Thinking for a Change 
sample lesson plans

ÅOur Thinking Controls How We Act

ÅRecognizing the Thinking that Leads to 
Trouble

ÅFinding New Thinking

ÅPreparing for a Stressful Conversation

ÅResponding to Anger

ÅIntroduction to Problem Solving

ÅChoices and Consequences



Strategies for Self - Improvement and Change
Pathways to Responsible Living

Sage Publications

ÅProvides a standardized, structured and 
well defined approach to the substance 
abusing offender

ÅDesigned to deliver a long - term 
intensive, cognitive behavioral oriented 
treatment program to adult substance 
abusing offenders

ÅConsists of 50 sessions within 12 
modules



SSIC Curriculum
sample lesson plans

ÅUnderstanding and engaging the 
change process
ÅUnderstanding alcohol and other drug 

addiction
ÅLearning communication tools and skills
ÅIdentifying high risk situations
ÅManaging and changing negative 

thoughts
ÅHandling feelings ïanger management
ÅStrengthening relapse prevention skills
ÅAssertiveness skills development


