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Agenda

• Purpose of today’s training

• Overview of TRUST manual and training plan

• Chapter 1: Psychostimulant use disorder (PSUD)

• Treatment approaches

• Chapter 2: Therapist Orientation



TRUST:  

Treatment for Individuals who Use Stimulants 

An Integrated Behavioral Model



TRUST:  The Components
TRUST is an integrated, evidence-based, multi-component program for the 
treatment of individuals with psychostimulant use disorder.  The contents of this 
program include the following strategies: 

 1. Motivational incentives (based on contingency management research)

 2. Elements of cognitive behavioral therapy 

 3. Elements of the community reinforcement approach

 4. Motivational interviewing skills

 5. Physical exercise 

 6. Self-help (12-Step; Moderation management)  program participation 
encouraged.

In addition, an appendix will include a set of other EBPs to augment the core 
program at the discretion of each organization.     



TRUST:  The Components (#2)

• Orientation and engagement session.  An individual session with new 

patients that allows a therapist to listen and learn about the patient’s 

situation and to provide them with an overview of the treatment model.

• Use of Motivational Interviewing.  A manner of interacting with patients to 

promote a positive relationship. 

• Incentive program.  A program of incentives (gift cards, etc.) designed by 

each program to address issues including treatment attendance and 

psychostimulant-free drug screens.

•  Four (4) Drug Cessation Group (DCG) sessions to provide information, 

support and encouragement to help people reduce/stop their use of 

psychostimulants. Use of MI, CBT and CRA techniques.



TRUST:  The Components (#3)

• A weekly Recovery Skills Group (RSG) session for 12 weeks, that provides 

information/support/encouragement (CBT and CRA) to promote recovery 

from psychostimulant use and improved functioning.

• A weekly Individual Coaching Session (ICS) for 12 weeks that allows for 

individualization of treatment, together with promotion on new behaviors 

including physical exercise.

• A weekly Continuing Care Group beyond the 12 week program that patients 

are encouraged to attend for an extended period (at least 12 months) as part 

of a support system. 



TRUST:  The Priorities
• 1. Establish a positive, compassionate, respectful, nonjudgemental relationship 

with individuals who use psychostimulants to promote their engagement and 
retention in treatment. Individuals in treatment die from overdose and other 
causes at lower rates than those who are not in treatment.

• 2. Provide incentives to promote participation (retention) in treatment.  Retention 
is the single most important measure of treatment benefit.  All treatment benefits 
(eg. reduced drug use and criminal involvement, improved employment and 
other measures of functioning) are directly associated with treatment retention.

 

• 3. Provide respectful evidence-based guidance/information/support to individuals 
who use psychostimulants that can help them make changes in their lives that 
will promote a reduction/discontinuation of psychostimulant use. 



TRUST Training Program

• Individual program meeting with administrative and clinical staff

• Two hour overview of stimulant use and its impact

• 4 - Two-hour TRUST Zoom training sessions

• Monthly one-hour Zoom implementation sessions for 6 months

• A minimal amount of data requested - number of patients, retention 
in treatment and UA data (If possible) collected and submitted 
weekly.

• A survey questionnaire will be conducted with therapist/trainees after 
the in-person training.



Chapter 1

Background

9



10

Clinical Challenges:
 Treating Individuals with 

Psychostimulant Use Disorder 

• Overdose death, specific to the lethality of currently available 

methamphetamine. 

• Limited understanding of psychostimulant addiction.

• Ambivalence about the need to stop psychostimulant use.

• Impulsivity/poor judgement

• Cognitive impairment and poor memory 
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Clinical Challenges: 
Treating Individuals with 

Psychostimulant Use Disorder  #2

• Anhedonia

• Paranoia

• Hypersexuality

• Violence and psychosis

• Powerful Pavlovian trigger-craving response

• Elevated rates of psychiatric co-morbidity

• Very difficult to engage in outpatient treatment

• Poor retention in outpatient treatment
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Special Treatment Considerations

• People who inject.

• People who use psychostimulants  daily or in very high doses.

• Women (high rates of physical/sexual abuse)

• Homeless, chronically mentally ill and/or individuals with high 

levels of psychiatric symptoms at admission.

• Men who have sex with men (MSM).

• People who use psychostimulants who are under the age of 21.

• Individuals receiving medication treatment for OUD.
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Harm Reduction Strategies 

• Information about medical and psychiatric effects of meth

• Overdose education (fentanyl)

• Syringe exchanges

• Naloxone (for opioid overdose)

• Quiet rooms and wash up/shower rooms

• Condoms/safe sex education

• Topical antibiotic creams and ointments for injection sites

• Water (dehydration)

• Toothpaste/toothbrush



Psychostimulant Use Disorder Treatment:  

Medications

• No FDA approved medications for treating psychostimulant 

use disorder.

• Some evidence: mirtazapine, bupropion, topiramate, modafinil, 

sustained release mixed amphetamine salts, disulfiram and 

naltrexone/buprenorphine for targeting cocaine use.

• Mirtazapine, bupropion, naltrexone, topiramate and sustained-

release methylphenidate for targeting psychostimulant use.



Behavioral Approaches

• Mainstay of psychostimulant use disorder treatment

• Studies treating individuals who use cocaine or MA show the 

treatment response using the same intervention is 

comparable.

• The following slides will review behavioral approaches 

beginning with the interventions demonstrating the most 

substantial evidence, followed by interventions with less 

evidence, and finally, interventions with some supportive 

evidence. 



Contingency Management/Motivational Incentives:

What the Evidence Shows

• Systematic reviews of treatment for psychostimulant use disorder 

including two Cochrane Reviews, World Health Organization review, 

a meta-analysis by De Crescenzo et al (2018) and two systematic 

reviews (Farrell et al, 2019 and AshRani et al, 2020) recognized: 

• Contingency management/Motivational incentives has the 

strongest evidence of support for the treatment of individuals 

with psychostimulant use disorder. 



What is 

contingency management?

• aka-Motivational Incentives

• Applies principles of positive reinforcement for performance of 

desired behaviors.

• Involves the contingent delivery of an incentive for behaviors 

such as attendance, drug-negative urine specimens or 

documented completion of homework assignments.

• Incentives can include desired items such as privileges or 

vouchers. 
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Current Status of Treatment Approaches for 
Psychostimulant Use Disorder

• Contingency management unanimously (5 systematic reviews 

and meta-analyses) found to have the most robust evidence of 

effectiveness.

• Other approaches with lesser but evidence of support: Cognitive 

Behavioral Therapy (CBT) and Community Reinforcement 

Approach (CRA).

• Approach with evidence for treatment of a broad variety of SUD:  

Motivational Interviewing (MI).

• Approach with recent studies showing benefit to individuals with 

methamphetamine use disorder:  Physical Exercise (PE). (e.g. 

Rawson et al, 2015).



Cognitive Behavioral Therapy

• CBT is a form of “talk therapy” based on principles of social 

learning theory.

– Used to teach, encourage and support individuals in reducing or 

stopping their harmful drug use.

– Emphasizes skill development aimed at reducing drug use and 

sustaining abstinence.

– Addresses negative thought patterns and helps to develop coping 

strategies to prevent drug use.



Community Reinforcement Approach

• CRA is a combination of behavioral strategies that address the 

role of the environmental contingencies in encouraging or 

discouraging drug use and attempts to rearrange these 

contingencies to support a non-drug using lifestyle.



Motivational Interviewing

• MI aims to help individuals resolve their ambivalence 

regarding specific aspects of their life.

• In a recent randomized clinical trial, MI demonstrated positive 

benefit with decreased MA use and lower cravings in 

participants receiving MI regardless of intensity.

• Intensive MI lasting 9 weeks was found to be impactful for 

women with MA disorder and alcohol use. 
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Exercise Summary

• For individuals in the first 100 days of recovery from 

psychostimulants, exercise:

• Improves physical conditioning

• Reduces weight gain

• Improves cardiovascular functioning (increases heart rate 

variability)

• Reduces symptoms of anxiety and depression

• Reduces craving

• Enhances recovery of dopamine system (D2/D3 receptors)

• Reduces use of methamphetamine post discharge (except 

in very heavy users)



Chapter 2

Therapist Orientation



Agenda: Chapter 2

• TRUST Protocol Components

– Therapist Orientation

– Recruitment

– The incentive program

– Motivational Interviewing

– Cognitive behavioral therapy and community reinforcement 

approach

– Physical exercise

– Continuing care

– Retention in treatment-an overarching priority



Therapist Orientation

• This manual presents a framework and content for how to use 

evidence-based practices to address the treatment needs of 

patients with psychostimulant use disorder.

• This 12-week protocol with ongoing continuing care can be 

used as a stand-alone program, or integrated into an existing 

program to address psychostimulant use disorder.



The Incentive Program

• Contingency Management (CM) aka Motivational Incentives is 

a technique to reward patients for accomplishing tasks that 

support recovery.

• CM has the greatest evidence of effectiveness for 

psychostimulant use disorder treatment.



Contingency Management

A behavioral technique employing the systematic delivery of positive 
reinforcement for desired behaviors incompatible with drug use.  In 
the treatment of stimulant use disorder, vouchers or giftcards can be 
“earned” for submission of cocaine/methamphetamine-free urine 
samples or for completion of other target behaviors.



The Four Essential “Ingredients” of CM

1. Clearly define a single behavior

2. Frequently measure behavior

3. Provide tangible incentives 

immediately after behavior is 

observed

4. Withhold incentive when behavior 

is not observed while maintaining 

supportive attitude
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CM Uses Positive Reinforcement Delivered Per an 

Evidence-based Protocol

• CM offers a non-drug reinforcer in 
exchange for evidence of drug abstinence

• Small rewards can be effective, but over 
time the reinforcer must be large enough 
to compete with the reinforcing effect of 
the substance

• Two types of evidence-based protocol
– “Voucher model” (continuous reinforcement)

– “Prize model” (variable reinforcement) aka 
“fishbowl”  
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Systematic Reviews and Meta-analyses



PLOS Medicine | December 26, 2018



Meta-analysis Findings

Network meta-analysis was used to analyze 50 
clinical studies (6,943 participants) on 12 different 
psychosocial interventions for cocaine and/or 
amphetamine addiction.

The combination of contingency management and 
community reinforcement approach, was the most 
efficacious and most acceptable treatment both in 
the short and long term.



Meta-analysis Findings

Network meta-analysis was used to analyze 50 
clinical studies (6,943 participants) on 12 different 
psychosocial interventions for cocaine and/or 
amphetamine addiction.

The combination of contingency management and 
community reinforcement approach, was the most 
efficacious and most acceptable treatment both in 
the short and long term.



Non-pharmacological interventions for 

methamphetamine use disorder: a systematic review 
AshaRani, PV, et al. Drug and Alcohol Dependence, 2020

• 44 Studies reviewed.

• Conclusions:  While Contingency Management (CM) 
interventions showed the strongest evidence favoring the 
outcomes assessed, tailored CBT alone or with CM was also 
effective in the target population. 



Contingency Management for Patients  Receiving 

Medication for Opioid Use Disorder: A Systematic Review 

and Meta-analysis.  JAMA (Bolivar, et al.2021)

These results provide evidence supporting the use of 

contingency management in addressing key clinical 

problems among patients receiving MOUD, including the 

ongoing epidemic of comorbid psychomotor stimulant 

misuse.



All Incentive Programs are NOT CM

• Coffee/donuts provided at meetings

• Certificate and party given at “graduation” 

• Incentive “programs” using small, low cost incentives

• Random drawing for all clients given monthly (no defined criteria for 
being entered in the drawing) 

Use of positive reinforcement throughout treatment all treatment activities 
is highly recommended.  However, all “incentive programs” are not 
contingency management   
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Use of a Protocol Based on Sound 
Empirical Principles 

A protocol should include:

– An adequate level of reinforcement

– An adequate duration

– Fraud prevention “guardrails”

– A well-designed training and implementation plan

– Adaptations for specific populations and settings 

– Fidelity monitoring and feedback
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Use a Positive Approach

• Reframe the use of UDTs 
(rewards vs. punishment)

• Stay encouraging by focusing on next 
opportunity to earn a recovery incentive

• Emphasize the lack of punishment/
negative consequences 

• Gets clients excited about treatment – 
they have something to look forward to

• Helps build the therapeutic alliance
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Using SAMHSA Funds to Implement 

Evidence-Based CM Services

• To advance the provision of evidence-
based CM services that promote 
reduced use/non-use from 
cocaine/methamphetamine or cannabis; 
or, encourage treatment attendance or 
medication adherence. Per this Advisory, 
SAMHSA now allows recipients of  SOR 
or TOR grants with SAMHSA-approved 
CM activities in treating SUDs, to 
provide a CM reinforcement program of 
up to $750 per patient, per year, subject 
to the requirements and safeguards set 
forth in this document.

https://library.samhsa.gov/sites/default/files/contingency-management-advisory-pep24-06-001.pdf 

https://library.samhsa.gov/sites/default/files/contingency-management-advisory-pep24-06-001.pdf


Financing CM

Strategies for Financing CM

– Use of SAMHSA SOR and TOR Funds

– Use of Opioid Settlement Funds

– Use of State/Private Grant Funds

– 1115 Waiver to CMS to Allow use of Medicaid funds.

– Foundations



Some CM Protocol Questions

• Type of CM model used (voucher or prize CM)

• Duration of the CM treatment

• Target behavior  (e.g., negative urinalysis, attendance)

• Urinalysis target (stimulants only, polysubstance)

• Frequency of visits

• Reinforcer magnitude 

• Use of escalation, reset, and recovery to promote extended periods of 

abstinence?

• Use of CM in combination with other behavioral treatments
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Three Major Challenges to Using CM

• Where does the funding for incentives come from?

• Staff resistance to the idea of incentives

• Patients should not have to be “paid” or “bribed” to do the 

right thing.

• Recovery is the reward.

• Motivation needs to come from within, etc…………



TRUST Incentive Program

• To be developed by each organization to address the needs of their 

patients.

• Should be simple

• The target behavior should be psychostimulant free drug screens.  

Use of point of care drug screens allow for immediate results and 

reinforcement.

• Can involve direct delivery of gift cards.
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Incentives-Breakout Session

• What are your thoughts on incentives?

• How might you go about implementing an incentive program 

within your facility?

• What are the challenges you may face?

• What are the resources you may utilize to make this happen?



Motivational Interviewing

• MI is an essential approach to interacting with patients to 

promote engagement and to address ambivalence.

• The spirit of MI - compassion, evoking, acceptance and 

empathy are fundamental to the success of treatment.

• People entering treatment are often confused, depressed, 

embarrassed and ashamed, and maybe defensive.  Patients  

must be treated with respect, compassion and dignity.



CBT and CRA

• Cognitive Behavioral Therapy and Community Reinforcement 

Approach are both “talk therapies” intended to teach, 

encourage and reinforce recovery related behaviors.  Patients 

are able to gain a better understanding of the interplay 

between their thoughts, behaviors and emotions, and how this 

triad impacts their recovery from psychostimulants.

• CBT - conditioned cues or triggers and the triggering process

• CRA - educate and encourage patients to develop non-drug 

related behaviors



Physical Exercise

• Evidence shows the positive benefits of exercise on mental 

health, particularly anxiety and depression.

• Exercise can improve cognitive functioning, and reduce 

symptoms of anhedonia.

• What do you do to motivate yourself to exercise?

• How can you encourage your patients to exercise?



Continuing Care

• Chronic conditions require chronic care

• This 12-week treatment episode is only the beginning of the 

process to discontinue substance use, develop pro-social 

behaviors and a healthy life-style.

• Other EBPs can be added to TRUST and a list of these can be 

found in the appendix of the TRUST manual.



UCLA Integrated Substance Abuse Programs

Recruitment



Recruitment requires active outreach

• Many treatment programs that are funded with government 

funds view their role in the community as a place where 

people who show up and request treatment can receive 

treatment.

• They do not traditionally view that part of their job is to “recruit” 

or attract patients.

• Commercial treatment programs that accept private insurance 

or patient payment have very active programs of 

recruitment/advertising/marketing/etc.
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Recruitment of individuals into SUD 

treatment requires active outreach.

• At a time when many communities have major public health 

crises associated with stimulant use, to have empty treatment 

programs suggests that active recruitment efforts are needed.

• “Build it and they will come” ……….NOT

• The more things you do, the more people you will attract into 

treatment.

• If your first strategy doesn’t work, try something else.
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Historic referral sources for many programs

Criminal justice system

Probation, parole, drug court, judges, prison, diversion

Child welfare services

Other treatment programs

Previous patients

Healthcare system has traditionally been a very minimal referral 

source.  
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SBIRT: Screening, Brief Intervention 

and Referral to Treatment
• There is substantial research evidence that in medical 

settings, screening for drug and alcohol use can effectively 

identify a significant number of individuals with problem use.

• There is also significant evidence that for those with 

mild/moderate drug and alcohol problem use, brief 

interventions can be highly effective.

• There are no systematic data on the usefulness of referral 

to treatment.  In those studies where there are some data, 

R to T does not appear to be useful.
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Referral, should work, but often doesn’t

• In one study in California, a network of FQHCs referred over 

464 individuals to a SUD treatment program.  Referral 

consisted of giving a verbal recommendation and a business 

card.

– 32 individuals called for appointments

– 12 people showed up for appointments

– 7 people entered treatment

– 5 were retained for 30 days
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Referrals: A necessary, but insufficient strategy

• Strategies to enhance treatment admission for individuals 

referred.

– “Warm handoff” is a novel approach to care transitions 

in which health care providers directly link patients 

with substance abuse problems with specialists, using 

face-to-face or phone transfer.

– Locating a treatment program staff person in the 
medical setting or ED.
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Additional strategies to enhance 

treatment admissions

• Learning collaboratives where representatives from diverse 

health agencies meet monthly/quarterly to discuss treatment 

promotion activities and establish warm hand off 

arrangements, co-location of staff, transportation agreements, 

etc.

• Podcasts or community TV program appearances

• Community open house events

– Monthly dinners or light snacks for people in the community with a 
speaker or video

– Lectures/presentations at community groups, community colleges, 
churches

57



Other recruitment strategies:

21st Century
• On-line resources

– Website and explore google optimization

– Facebook

– Twitter

– And lots of other stuff that this 70-something has no 

idea about

• What the hell is Tik Tok? And could it be used?

58



A final comment on recruitment

• Many SUD treatment agencies were established as a 

ally/partner to the criminal justice system.  This led to a set of 

assumptions that the only people who enter treatment are 

those forced/pressured with possible legal sanctions if they 

don’t attend.

• To shift to being part of the healthcare system, requires 

viewing the people who walk in the door as valued 

“consumers/customers”.  Because they are not forced into 

treatment, they need to be attracted into treatment.  
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UCLA Integrated Substance Abuse Programs

What are your thoughts on enhancing 

recruitment?



Retention

• The overarching priority of treatment should be retention.

• The founders of AA and decades of research show that the 

longer a person remains involved the recovery process the less 

likely they are to use drugs, engage in criminal activities and are 

a better able to function in society.

• Bottom line: People involved in treatment/recovery activities, die 

at a lower rate than those not involved in treatment/recovery 

activities.



Promoting Retention

• Positive, supportive, safe, trusting environment

• Non-judgmental MI interactional style

• Positive incentives

• Transportation

• Childcare

• Flexible hours

• Telephone/text outreach

• Care Coordination



What works for you to promote retention?

Which of the items listed on the previous 

slide could you implement to increase 

retention in your clinic?



Questions?
rrawson@mednet.ucla.edu

alhasson@ucla.edu
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