Drug addiction treatment works best when the level of care matches the person’s immediate needs, medical risks,
mental health symptoms, home environment, and readiness for change. In Ohio, that matching process matters
because substance use disorders do not look the same from one person to the next. One person may need
medically supervised withdrawal support before they can participate in therapy. Another may be physically stable
but unable to stay sober without the structure of residential treatment. Someone else may be ready to continue

working, parenting, or attending school while receiving intensive outpatient care several days a week.

Ohio recognizes this reality in its approach to addiction services. State law calls for a community-based
continuum of care for opioid and co-occurring drug addiction, including detoxification services, outpatient care,
medication-assisted treatment, peer support, residential services, recovery housing, and multiple pathways to
recovery. That phrase, continuum of care, is more than policy language. In practice, it means treatment should
not be a single doorway with only one option behind it. It should be a connected system where people can move

into more support when risk increases and step down as stability improves.

For families trying to make sense of drug addiction treatment, the terminology can feel overwhelming. Detox,
inpatient rehab, residential treatment, intensive outpatient, medication-assisted treatment, recovery housing,
peer support, co-occurring care, aftercare - each term carries meaning, and each can play a different role.
Understanding these levels of care can help people ask better questions, avoid common mismatches, and enter

treatment with realistic expectations.

Why levels of care matter in drug addiction treatment

A level of care is the intensity and type of treatment a person receives. It reflects how much clinical structure,

supervision, medical support, and therapeutic contact may be needed at a given point in recovery.

The level of care is not a judgment about someone’s character or motivation. Needing residential treatment does
not mean a person has failed. Needing outpatient care does not mean the addiction is minor. The right setting
depends on risk and functioning. A person who has stopped using opioids after years of daily use may need
detoxification because withdrawal can be physically and emotionally destabilizing. A person with repeated
relapse after brief outpatient attempts may need a more structured setting, at least temporarily. A person with
strong family support, stable housing, and no acute withdrawal symptoms may do well in outpatient treatment if

the program is clinically appropriate.

In professional addiction treatment, one of the most important questions is not simply, “Does this person need
help?” The answer is usually clear by the time treatment is being discussed. The harder and more useful question

is, "What kind of help, at what intensity, right now?”

That question changes over time. A patient may begin in detox, transition to residential care, continue in
outpatient treatment, use medication-assisted treatment throughout, and participate in peer support and
recovery housing after discharge. Another person may begin directly in intensive outpatient care, then step down

to non-intensive outpatient services. A continuum allows treatment to adjust as the person stabilizes.

Ohio’s continuum of care for addiction and co-occurring conditions

Ohio’s behavioral health system includes a broad range of services for opioid and co-occurring drug addiction.
The continuum includes ambulatory detoxification, sub-acute detoxification, non-intensive outpatient services,
intensive outpatient services, medication-assisted treatment, peer support, residential services, recovery housing,

and multiple pathways to recovery.



That range is important because drug addiction often intersects with mental health conditions, medical needs,
legal stress, family strain, unemployment, trauma histories, and unstable housing. A narrow treatment model
misses too much. Someone may stop using substances for a short period, only to return to the same stressors
with no support for anxiety, depression, grief, or trauma. Another person may attend therapy but continue
struggling because cravings remain intense and no medication support has been considered. A third person may

complete residential treatment but leave without a safe place to live, putting early recovery at risk.

The Ohio model acknowledges that treatment is not only about stopping drug use for a few days. It is about

building enough medical, psychological, social, and practical stability for recovery to take hold.

Ohio also requires substance use disorder treatment providers to be certified by the Ohio Department of Mental
Health and Addiction Services under state law. For patients and families, certification is one practical marker to
ask about when evaluating a program. It does not answer every question about fit or quality, but it does establish

that the provider is operating within the state’s regulatory framework for these services.

Detoxification: the first clinical decision for many people

Detoxification is often misunderstood. It is not the same as full addiction treatment, but it can be a critical
beginning. Detox focuses on helping the body clear substances while managing withdrawal symptoms and
related risks. For some drugs and some patterns of use, withdrawal can be uncomfortable but not medically
dangerous. For others, withdrawal can be more serious, especially when alcohol, benzodiazepines, opioids,

multiple substances, or underlying medical conditions are involved.

Ohio’s continuum includes both ambulatory and sub-acute detoxification. Ambulatory detox generally means
withdrawal management in a less restrictive setting, often for people who can remain medically safe outside a 24-

hour inpatient environment. Sub-acute detox provides a higher level of structure for people who need closer

monitoring but may not require hospital-level medical care.

The clinical decision is not based only on the substance used. It also depends on how much the person has been
using, how long they have been using, prior withdrawal history, current medications, mental health symptoms,
physical health, pregnancy status when relevant, and whether the person has a safe environment. A person
withdrawing at home while surrounded by drug access, conflict, or isolation may face a different risk profile than

someone with steady support and no severe withdrawal history.

Good detox care should prepare the person for what comes next. The days after detox can be high risk because

tolerance may change and cravings may return quickly. If detox ends without a clear transition into ongoing drug



addiction treatment, the person may be medically stabilized but still clinically vulnerable. Families sometimes feel
relieved when a loved one “gets through detox,” and that relief is understandable. But detox is the opening

chapter, not the whole book.

Residential and inpatient treatment: structure when daily life is too
unstable

Residential treatment, sometimes discussed alongside inpatient rehab, provides a structured living environment
where treatment is built into the day. This level of care may be appropriate when outpatient services are not
enough to interrupt the pattern of use, when the home environment is unsafe or unsupportive, or when co-

occurring mental health symptoms require sustained clinical attention in a controlled setting.

In a residential setting, the benefit is not only that drugs are not readily available. The deeper value comes from
removing the person from the immediate pressures and routines that have kept addiction active. Time is
organized around assessment, therapy, group work, recovery planning, medication needs when appropriate, and
the daily practice of new coping skills. For some people, the first week of residential treatment is the first time in

months or years that sleep, meals, medication, and emotional regulation begin to stabilize.

The trade-off is that residential care requires leaving everyday responsibilities for a period of time. Work, school,
child care, caregiving duties, and financial concerns may complicate the decision. Those barriers are real. Still,
when addiction has become medically dangerous or life-disrupting, delaying a higher level of care can create
greater costs over time. A short-term disruption for treatment may prevent repeated crises, emergency Vvisits,

legal consequences, or worsening health.

Recreate Behavioral Health Network identifies its Ohio location, Recreate Behavioral Health of Ohio, also referred
to as Recreate Ohio, as being in Gahanna, just outside Columbus. The organization states that the Ohio facility
offers detox, residential or inpatient rehab, and outpatient treatment, describing it as a full continuum of care. It
also states that the facility provides primary mental health services in a residential treatment setting. For people
in central Ohio or those considering treatment near Columbus, that combination of addiction and mental health

services may be relevant when co-occurring symptoms are part of the picture.

Outpatient treatment: staying connected to life while receiving care

Outpatient treatment allows a person to live outside the treatment facility while attending scheduled services. It
can be a starting point for someone who is clinically stable, or it can be a step-down level of care after detox or
residential treatment. Ohio’s continuum includes both non-intensive outpatient services and intensive outpatient

services, which differ mainly in frequency, structure, and clinical intensity.

Non-intensive outpatient treatment may work well for people who need regular counseling and relapse-
prevention support but do not require multiple sessions each week. This level often fits people with stable
housing, reliable transportation, manageable cravings, and a lower immediate risk of return to use. It may also

support long-term recovery after a more intensive episode of care.

Intensive outpatient treatment, often called IOP, provides more structure while still allowing the person to sleep
at home. It can be especially useful for people who need frequent clinical contact but do not require 24-hour
residential care. IOP often becomes the bridge between residential treatment and ordinary life. That bridge
matters. Leaving residential care and returning immediately to the same environment without enough support
can be jarring. Intensive outpatient care can help the person test new skills in real conditions, then bring
problems back into treatment while they are still fresh.



The challenge with outpatient care is exposure. The person is still living in the community, still encountering
stress, and sometimes still near people or places connected to drug use. That does not make outpatient care
weak. It simply means the plan must be honest. If someone says they can attend outpatient sessions but
continues spending evenings with the same using circle, the level of care may be too low or the recovery plan

may need more structure.

Medication-assisted treatment: reducing risk and supporting stability

Medication-assisted treatment, often abbreviated MAT, is part of Ohio’s continuum for opioid and co-occurring
drug addiction. The term refers to the use of approved medications, along with counseling and behavioral
supports, to treat substance use disorders. For opioid addiction in particular, medication can reduce cravings,

support stabilization, and lower the risk of return to use when used as part of a comprehensive plan.

MAT is sometimes misunderstood as replacing one substance with another. That view does not reflect how
evidence-based addiction medicine works. When prescribed and monitored appropriately, medication can help
normalize functioning, reduce compulsive drug-seeking, and give therapy a better chance to work. A person
overwhelmed by cravings or repeated withdrawal cycles may struggle to engage in counseling, family repair,

employment, or parenting. Medication can create enough stability for those tasks to become realistic.

Medication is not the right fit for every person in every situation, and the specific plan should be determined by
qualified clinicians. But it should be discussed without stigma. A recovery plan that refuses medication on
principle may leave some patients under-treated. At the same time, medication alone is rarely enough. The
strongest approach usually connects medication management with therapy, recovery planning, peer support, and

attention to mental health.

Ohio’s OARRS system, the statewide electronic database for controlled-substance dispensing information, also
plays a role in the broader safety environment. It supports safe prescribing and can help connect people at risk of
substance use disorder to resources. For clinicians, prescription monitoring can provide important context. For

patients, it is part of a system intended to reduce harm and improve awareness around controlled medications.

Treating mental health and addiction together

Co-occurring conditions are common in real-world addiction treatment. People may arrive with depression,
anxiety, trauma symptoms, mood instability, grief, or long-standing emotional pain that has never been treated
directly. Sometimes the mental health symptoms came first and substances became a way to cope. Sometimes

addiction worsened or triggered psychiatric symptoms. Often the timeline is tangled.

Ohio’s continuum specifically addresses co-occurring drug addiction, which matters because treating substance
use while ignoring mental health can lead to fragile progress. A person may learn relapse-prevention skills but
remain haunted by panic attacks. Another may stop using stimulants but crash into untreated depression.
Someone with trauma symptoms may stay sober briefly, then relapse when memories, nightmares, or

relationship conflict intensify.

Integrated care does not mean every problem can be solved at once. It means the treatment team sees the whole
person and coordinates care rather than treating addiction and mental health as unrelated. Recreate states that
treatment at its Ohio facility may include CBT, DBT, EMDR, medication-assisted treatment, individual therapy,
group therapy, family therapy, and couples therapy. Those modalities can serve different purposes. Cognitive
behavioral therapy may help patients identify the thoughts and behaviors that keep addiction active. Dialectical

behavior therapy can support emotion regulation and distress tolerance. EMDR is often associated with trauma-



focused treatment when clinically appropriate. Family and couples therapy can address patterns at home that

may either support or strain recovery.

No therapy model works by name alone. The skill of the clinician, timing of the intervention, patient readiness,
and fit all matter. A person in acute withdrawal may not be ready for deep trauma processing. A patient newly
stabilized in residential care may first need sleep, nutrition, safety, and basic coping tools. Experienced programs
sequence care carefully, because pushing too hard too early can overwhelm someone, while waiting too long can

leave core issues untouched.

Peer support and recovery housing: the practical side of recovery

Professional treatment is essential, but recovery also depends on community, routine, and daily reinforcement.
Ohio’s continuum includes peer support and recovery housing, both of which address the lived reality of early

recovery.

Peer support connects people with others who understand recovery from personal experience and appropriate
training. The value is different from therapy. A peer supporter may help someone navigate appointments, talk
through cravings, find recovery meetings or community supports, and believe that a sober life is possible. For a
person who feels ashamed or disconnected, speaking with someone who has walked a similar road can reduce

isolation.

Recovery housing provides a substance-free living environment for people who need more stability than their
current home can offer. This can be especially important after residential treatment or during outpatient care. If a
person completes treatment and returns to an apartment where roommates are using drugs, the relapse risk may
rise immediately. Recovery housing is not a substitute for clinical treatment, but it can make clinical treatment

more effective by giving the person a safer base.

The best recovery plans tend to combine formal care with practical supports. Therapy may teach coping skills, but
someone still needs a plan for Friday night, transportation to appointments, a safe place to sleep, and people to

call when cravings hit. Recovery is built in those ordinary hours.

What families should ask before choosing a level of care

Families often search for treatment during a crisis. The person may have overdosed, disappeared for days, lost a
job, been arrested, or admitted they cannot stop. Under pressure, it is tempting to choose the first available bed
or the nearest appointment. Access matters, and urgency is real, but a few focused questions can prevent a poor
fit.

1. Is the provider certified to deliver substance use disorder treatment in Ohio?

2. Does the program offer or coordinate detoxification if withdrawal risk is present?

3. How does the provider assess whether residential, intensive outpatient, or non-intensive outpatient care is

appropriate?
4. Can the program address co-occurring mental health symptoms, not just drug use?

5. What support is available after the first phase of treatment ends?

These questions are not meant to turn families into clinicians. They are meant to clarify whether the program
thinks in terms of a continuum. A good provider should be able to explain why a recommended level of care fits
the person’s situation. The answer should be specific enough to make sense. “This is what we offer” is not the

same as “This is what you need.”



A realistic look at stepping up and stepping down

Treatment does not always move in a straight line. A person may begin outpatient care and then need residential
treatment because cravings, use, or psychiatric symptoms intensify. That is called stepping up. Another person
may complete residential care and move into intensive outpatient treatment, then non-intensive outpatient care,

then ongoing recovery support. That is stepping down.

Neither direction should be treated as failure. Stepping up can be a wise clinical adjustment. Stepping down can
be a sign of progress, but it still requires planning. The transition from a highly structured setting to ordinary life
is one of the most delicate points in treatment. People often feel confident when they leave residential care
because they have been sleeping better, eating regularly, and participating in therapy. Then they return to bills,
family conflict, job pressure, court dates, loneliness, or the neighborhood where they used to buy drugs.

Confidence can fade quickly if supports are thin.

A thoughtful step-down plan looks at the first week after discharge in concrete terms. Where will the person
sleep? Who knows they are coming home? What appointments are already scheduled? Is medication
management arranged if medication-assisted treatment is part of the plan? What happens if cravings spike at 9
p.m.? If the home environment is not safe, is recovery housing being considered? These details may seem

mundane, but they often determine whether treatment gains survive contact with daily life.

The role of family without making family responsible for recovery

Family members can be powerful supports, but they cannot recover for another person. That distinction protects
everyone. Loved ones can help with transportation, encouragement, child care logistics, appointment reminders,
and emotional support. They can also participate in family therapy when appropriate. But they should not be

expected to monitor every move, police sobriety, or absorb repeated harm without boundaries.

Addiction changes family systems. Trust erodes. Communication becomes tense. Some relatives become
hypervigilant, checking phones, tracking locations, or searching bedrooms. Others detach completely because
they are exhausted. Neither response is unusual. Family therapy can help relatives talk about harm, safety,

expectations, and boundaries in a structured setting.

When family members ask what they should do, the answer often begins with clarity. Support treatment. Do not
support ongoing drug use. Learn the difference between helping and rescuing. Keep communication direct.
Follow through on boundaries that are tied to safety. Seek support for yourself, especially if the addiction has

dominated the household for years.

Holistic supports and why they should not replace clinical care

Some treatment programs include holistic or wellness-based supports alongside clinical services. Recreate states
that its Ohio facility may provide supports such as yoga and mindfulness, art therapy, adventure therapy, equine
therapy, Reiki, acupuncture, chiropractic care, fitness and wellness activities, and nutrition education. These
services may help some patients reconnect with their bodies, reduce stress, build confidence, or experience

healthy routines that do not revolve around substances.

The key word is alongside. Holistic supports can enrich treatment, but they should not replace withdrawal
management, therapy, medication-assisted treatment when indicated, mental health care, or relapse-prevention
planning. A person with opioid addiction and severe cravings needs more than yoga. A person with trauma
symptoms may benefit from mindfulness, but may also need trauma-informed therapy. A person whose nutrition

and sleep have been poor may benefit from wellness activities, but clinical stabilization still matters.



The best use of holistic services is practical and individualized. Some patients calm down through movement.
Some express feelings more honestly through art than through direct conversation at first. Some feel grounded
by structured fitness. Others may not connect with certain offerings, and that is fine. Recovery allows multiple

pathways, and not every pathway has to look identical.

Common mismatches in treatment level

One of the most common mistakes is choosing a level of care based on convenience alone. Outpatient treatment
may be easier to schedule, but if someone is using daily, living in chaos, and unable to make it to appointments,
outpatient care may not be enough. Another mistake is assuming residential treatment automatically solves the
problem. Residential care can create stabilization, but without step-down services, peer support, recovery

housing when needed, and ongoing treatment, the gains may erode.

A third mismatch happens when mental health is minimized. If a person’s drug use is tightly connected to panic,
trauma, depression, or unstable relationships, addiction counseling alone may not provide enough support. Co-

occurring care is not a luxury. For many people, it is central to recovery.

There is also the opposite concern: keeping someone in a higher level of care longer than clinically needed can
create unnecessary disruption and cost. The goal is not maximum restriction. The goal is appropriate support.

Good treatment balances safety, autonomy, clinical need, and real-life functioning.

How to think about “multiple pathways to recovery”

Ohio’s continuum includes multiple pathways to recovery, an important phrase because people recover in
different ways. Some use medication-assisted treatment. Some lean heavily on peer support. Some benefit from
residential treatment followed by outpatient therapy. Some need recovery housing to separate from a high-risk

environment. Some engage deeply in family therapy. Many combine several supports over time.

Multiple pathways does not mean every option is equally appropriate at every moment. It means treatment
planning should respect individual needs while staying clinically grounded. A person with high withdrawal risk
should not be told that willpower is enough. A person with severe depression should not be handed only a
meeting schedule. A person doing well in outpatient care should not be forced into residential treatment simply

because that is the most intensive service available.

Recovery becomes more durable when people have options that match their stage of change, health needs,
culture, values, and support system. The best plans are specific without being rigid. They create structure, then

adjust as the person grows.

A practical path through the Ohio treatment continuum

For someone seeking drug addiction treatment in Ohio, the first step is usually an assessment by a qualified
provider. That assessment should look at substance use history, withdrawal risk, mental health symptoms,
medical issues, safety concerns, prior treatment episodes, medications, living situation, family support, legal

issues when relevant, and recovery goals.

From there, the provider may recommend detoxification, residential treatment, intensive outpatient care, non-
intensive outpatient care, medication-assisted treatment, peer support, recovery housing, or a combination. The
recommendation should be revisited as treatment progresses. If the person stabilizes, stepping down may be

appropriate. If risk rises, stepping up may be necessary.



The most effective treatment plans tend to share a few traits: they are individualized, they address both addiction
and mental health, they include a plan for transitions, and they connect clinical care with real-world supports.
They also avoid shame. Addiction already thrives in secrecy and isolation. Treatment should bring structure,
honesty, and skilled support to a problem that has often become unmanageable.

Drug addiction treatment is not a single event. It is a process of stabilization, skill-building, repair, and continued
support.  Ohio's  continuum  of care gives patients and families language for that
https://www.recreateohio.com/addiction/ process. Understanding the levels of care can make the search less
confusing and help people choose treatment that fits the moment they are actually in, not the moment everyone

wishes they were in.


https://www.recreateohio.com/addiction/

