
Moving from one level of addiction treatment to another can bring up a lot of questions: When is it safe to leave?
What happens next? Will therapy or medication continue? And what if the next step doesn’t feel right?

In general, a transition is a planned change in the amount or setting of support someone receives. It might mean
moving from medically supervised withdrawal care to residential treatment, or from residential to outpatient
services. The aim is to match support to a person’s current needs—not to follow a schedule just because a certain
number of days has passed.

Good transitions depend on more than choosing a program. They involve an individual assessment, planning for
withdrawal and other safety concerns, setting short-term and longer-term goals, and arranging follow-up for
mental health and substance use needs. This guide explains what the process often includes and offers questions
to ask when you’re making calls.

What “Levels of Care” Means
A level of care is the setting and intensity of treatment someone receives. The right level depends on factors such
as withdrawal risk, physical and mental health, substance use history, daily responsibilities, and the support
available at home. Common options include:

Medically supervised withdrawal care (medical support while the body clears a substance and withdrawal
symptoms are monitored). This may take place in a hospital or a specialized setting.

Residential treatment (living at a treatment facility while receiving structured care).

Partial hospitalization or intensive outpatient treatment (attending treatment for several hours on
scheduled days while living elsewhere). The names and schedules vary by provider.

Outpatient treatment (regular appointments while living at home or in another setting).

Ongoing recovery support (continued therapy, medication visits, peer groups, or other support after a
more intensive program ends).

These options are not a ladder everyone must climb in the same order. Some people need a higher level of medical
support at first; others may begin with outpatient care. Needs can also change, so a person may step up or down
in care as circumstances change.



Start With Assessment, Not a Schedule
A responsible transition usually begins with an assessment (a conversation and review of health, substance use,
safety, and support needs). A program should learn enough about the person before recommending a level of
care or promising a start date. A quick call can help with basic information, but it may not be enough to decide
what is medically appropriate.

An assessment may cover current and past substance use, withdrawal symptoms, medical conditions, medications,
previous treatment, mental health, housing, family or work responsibilities, and safety concerns. Depending on the
situation, the provider may ask for permission to speak with a current clinician or review records. The person
should be told what information is being requested and why.

Ask how the recommendation was made, what options were considered, and what would lead the team to change
the plan. If the proposed schedule comes before anyone has asked meaningful questions about health or
withdrawal, ask how the program checks whether that schedule is safe.

Withdrawal Risk and Safety Planning
Withdrawal is the body’s response when someone reduces or stops using a substance after developing physical
dependence. Its risks differ by substance, health history, and individual circumstances. Alcohol and some
medications can cause dangerous withdrawal. A person with a history of severe withdrawal, seizures, serious
medical problems, or other urgent concerns needs prompt clinical guidance rather than an assumption that they
can manage symptoms alone.

Planning may include a medical evaluation, a recommendation for supervised withdrawal care, or coordination with
a windstream.net clinician who can assess the situation. A treatment program should explain what kind of medical
oversight it can and cannot provide. If someone develops severe or rapidly worsening symptoms, seek emergency
medical help.

Withdrawal support is not the same as ongoing treatment for addiction. Once immediate medical needs are
addressed, the next step may be residential or outpatient care, medication treatment, counseling, or a
combination. The timing should be coordinated so the person knows where to go and whom to contact when one
service ends.

How a Transition Is Usually Planned
1. Review current needs. The person and care team discuss what has changed, what remains difficult, and what

medical or mental health needs require attention.

2. Agree on the next level of care. The team considers safety, treatment goals, daily life, and the support
available in the next setting. The person should have a chance to ask questions and raise concerns.

3. Arrange a direct connection. When possible, staff help schedule the next appointment, share records with
permission, and confirm practical details such as transportation and arrival time.

4. Plan for medications and ongoing services. The person should know what medication they are taking,
who will prescribe it, how to obtain refills, and when the next appointment is. Prescriptions and medication
decisions should be handled by qualified clinicians.

5. Check in after the move. A follow-up contact can help identify problems early—for example, an
appointment that fell through or a concern that was not addressed in the new setting.
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This kind of coordination is one part of continuity of care (keeping support connected as treatment changes). It
can reduce the chance that a person is left to figure out referrals, prescriptions, or next steps alone. The exact
process varies between providers, and not every program offers the same level of coordination, so it is reasonable
to ask what staff will actually do.

Residential to Outpatient: What May Change?
A residential to outpatient transition typically means moving from living at a treatment facility to attending
scheduled treatment while living in the community. It is a significant change in routine, not simply a graduation.
The person may have more freedom and responsibility, while also facing situations that were less present in
residential care—such as work, family stress, access to substances, or time alone.

Before the move, the care team and person can discuss how outpatient appointments will fit into daily life and
what supports will be available between visits. Practical planning may include transportation, childcare, work or
school, housing, and a plan for reaching help if a difficult situation comes up. A step-down plan should be specific
enough to use, not just a list of services someone could look into later.

Some people need more support than they expected after leaving residential care. Others may be ready for fewer
appointments. A change in level of care is not a test of character or proof of success or failure. It is a treatment
decision that can be reviewed if the plan is not working or needs change.

Short-Term and Long-Term Recovery Goals
Short-term goals often focus on immediate stability: getting through withdrawal safely, attending the next
appointment, taking medication as prescribed, or arranging a reliable place to stay. Longer-term goals may involve
mental health, relationships, work, physical health, and building routines that support recovery.

These goals should be personal and concrete. “Do better” is hard to measure. “Meet with a prescriber next week”
or “identify two people to call when I’m struggling” gives the person and care team something clear to review.
Goals can change; the point is to make the next steps useful in the person’s actual life.

Recovery support may include therapy medication peer support (counseling, prescribed medicines, and connection
with people who have lived experience). These supports can serve different purposes and may be used together.



Medication can help some people manage cravings or other symptoms, but it is not appropriate or preferred for
everyone. A clinician can explain options, benefits, risks, and follow-up needs without assuming there is one
approach for all.

Mental Health Screening and Follow-Up
Substance use and mental health concerns can occur together. Anxiety, depression, trauma-related symptoms,
sleep problems, and other concerns may affect treatment planning. Screening (asking questions to identify
concerns that may need a fuller evaluation) can help a care team decide whether a mental health assessment or
additional support is appropriate.

A screening is not the same as a diagnosis. If someone already has a therapist, psychiatrist, or primary care
clinician, coordinated follow-up may help prevent important information from getting lost during a transition. The
person’s permission is generally needed to share information, with some legal and safety-related exceptions. Ask
what will be shared, with whom, and how privacy is protected.

It is also useful to clarify who will handle each need after the move. For example: Who will prescribe or review
medication? Who should the person contact if mood symptoms worsen? Does the next provider offer mental
health care, or will it make a referral? Follow-up is especially important when a person’s symptoms, medications, or
safety needs are changing.

Questions to Ask Before a Transition
People often freeze on the phone, especially when they are worried. Keep this list nearby and choose the questions
that matter most:

What information do you need before recommending a level of care?

Who evaluates withdrawal risk, and what medical support is available?

What specific services are included at the next level of care?

How will therapy, medication, and peer support continue—or change?

Who will arrange the next appointment and share records, with permission?

What happens if the recommended program has no opening right away?

Who should I call if symptoms or safety concerns get worse?

How will mental health concerns be assessed and followed up?

What costs, insurance questions, transportation, or scheduling issues should we address?

Using Treatment Resources
For information about alcohol treatment and ways to find care, see the National Institute on Alcohol Abuse and
Alcoholism’s alcohol treatment resource. It can help people understand treatment options and prepare to seek
support. You can also review information from Aurora Recovery Center. When looking at any provider, confirm
current services, admission requirements, costs, and clinical capabilities directly with the organization; offerings can
change.

The Takeaway



Transitions between levels of care usually work best when they are planned around the person’s current needs—
not a preset timeline. A careful assessment, withdrawal safety planning, clear short- and long-term goals, and
follow-up for mental health concerns can make the next step more connected and practical.

Ask what the transition will look like in real terms: who is making the referral, what happens to medication and
therapy, when the next appointment is, and whom to contact if the plan falls apart. Those details are the difference
between being told to “continue care” and having a next step you can actually take.


