Ohio’s approach to drug addiction treatment sits at the intersection of clinical care, community responsibility,
and prescribing oversight. It is not built around one doorway or one method. Under state law, Ohio requires a
community-based continuum of care for opioid and co-occurring drug addiction, and that wording matters. A
continuum recognizes that addiction rarely follows a neat path. People may need detoxification first, or they may
need outpatient treatment while holding a job. Some need residential care. Some need medication-assisted
treatment. Some need recovery housing, peer support, family therapy, or a mental health setting that can address

trauma, depression, anxiety, or other co-occurring concerns.

Safe prescribing belongs in the same conversation. Ohio's statewide drug-monitoring system, OARRS, gives
prescribers and pharmacists access to controlled-substance dispensing information. It is designed to support
safer prescribing decisions and to help connect people at risk of substance use disorder with resources. Used

well, it is not simply a compliance tool. It is part of the broader safety net.

For families, clinicians, and people seeking help, the Ohio landscape can feel dense at first. Terms such as
ambulatory detoxification, intensive outpatient services, medication-assisted treatment, residential care, recovery
housing, and certified providers all carry specific meaning. Yet the practical question is often simple: where does a

person fit right now, and how can the system help without delay, judgment, or guesswork?

Ohio’s continuum of care is more than a phrase

The phrase “continuum of care” can sound administrative, but in addiction treatment it describes a real clinical
need. Drug addiction can involve physical dependence, behavioral patterns, mental health symptoms, family
strain, legal pressure, employment instability, and medical risk. A single appointment rarely addresses all of that.
A short stay in detox may stabilize withdrawal, but it does not automatically create recovery. Outpatient therapy
may help a person develop coping skills, but it may not be enough if the home environment remains unstable.
Peer support can be powerful, but it does not replace clinical treatment when a person needs medication or
structured care.

Ohio law identifies a community-based continuum for opioid and co-occurring drug addiction that includes
ambulatory and sub-acute detoxification, non-intensive and intensive outpatient services, medication-assisted
treatment, peer support, residential services, recovery housing, and multiple pathways to recovery. That structure
reflects a practical truth clinicians see often: the right level of care depends on timing, severity, safety, motivation,

supports, and co-occurring conditions.

A person who is medically stable and has transportation, housing, and family support may do well in outpatient
treatment. Another person may have tried outpatient care several times but continued using substances in a
high-risk environment. That person may need residential treatment, at least for a period, to create enough
distance from triggers and enough structure to begin therapeutic work. Someone else may need medication-
assisted treatment because cravings and withdrawal keep overwhelming every plan they make. None of those

paths is morally superior. They are clinical matches to different needs.

The value of a continuum is that it creates room for movement. Recovery is rarely linear. A person might begin
with detox, move into residential treatment, step down to intensive outpatient care, continue with non-intensive
outpatient services, live in recovery housing, and stay connected to peer support. Another person might enter
through a prescriber’'s concern after an OARRS check, receive a referral, and begin outpatient services before a
crisis escalates. The point is not that everyone uses every service. The point is that the system should have

multiple doors, and those doors should connect.



Detoxification: stabilizing the body before deeper work begins

Detoxification is often misunderstood. Families sometimes hope detox alone will “fix" drug addiction, while
people entering care may fear it because they associate it with pain, shame, or loss of control. In clinical terms,
detoxification is about stabilization. It addresses withdrawal and immediate physical needs so that a person can

safely take the next step.

Ohio’s continuum includes ambulatory and sub-acute detoxification. The distinction is important. Ambulatory
detoxification generally suggests a setting where a person can receive withdrawal support without being in a
highly intensive inpatient environment, while sub-acute detoxification indicates a more structured level of
support than a simple office visit. The proper setting depends on the person’s condition and the provider's

assessment.

The trade-off is familiar in treatment planning. Too little structure can leave a person exposed to withdrawal
symptoms, cravings, and rapid return to use. Too much restriction can create unnecessary disruption if the person
could safely be treated in a less intensive setting. Good assessment matters here. So does honesty. People often
minimize their use because they are embarrassed, afraid of consequences, or unsure whether they are “bad
enough” to need help. Families may do the opposite and push for the most restrictive setting because they are

scared. A careful provider has to sort through both impulses.

Detox is also a critical moment for engagement. A person in withdrawal may say yes to anything simply to feel
better, then leave once the worst symptoms pass. Strong programs use that window to build trust and connect
the person to the next level of care. A warm handoff into residential treatment, outpatient services, medication-
assisted treatment, peer support, or recovery housing can make a major difference. Without that connection,

detox becomes a revolving door rather than a bridge.

Outpatient treatment and the discipline of daily life

Outpatient treatment often carries less drama than residential care, but it requires a particular kind of discipline.
People remain in their homes and communities. They still encounter the same stressors, relationships,

workplaces, neighborhoods, and routines that shaped their substance use. That can be a strength or a liability.

Ohio’s continuum includes both non-intensive and intensive outpatient services. Non-intensive outpatient care
may fit people who need regular therapy and support but do not require a highly structured weekly schedule.
Intensive outpatient services provide more frequent contact and greater structure, often serving people who
need more than standard outpatient care but do not require residential treatment, or those stepping down from

a higher level of care.

The strength of outpatient treatment is real-world practice. A person learns skills on Tuesday and may need them
on Wednesday when an argument, craving, or paycheck creates risk. Therapy is not sealed off from life. It is
tested immediately. That can accelerate growth for some people. It can also expose gaps quickly. Missed
appointments, continued use, unsafe housing, or worsening mental health symptoms may signal that the level of

care is not enough.

Outpatient treatment also works best when it is not treated as “light” care. Skilled outpatient clinicians do serious
work. They help patients examine patterns, build coping strategies, repair relationships when appropriate, and
address co-occurring mental health concerns. They may coordinate with medication-assisted treatment, peer
support, family services, and other supports. The setting may be less restrictive, but the clinical work can be

demanding.



Medication-assisted treatment and the importance of fit

Medication-assisted treatment is part of Ohio’s required continuum for opioid and co-occurring drug addiction.
Its inclusion is important because medication can reduce the biological pressure that keeps many people trapped
in cycles of withdrawal and relapse. Addiction is not only a matter of choices or insight. For many people,

cravings and withdrawal symptoms can overpower sincere intentions, family promises, and fear of consequences.

Medication-assisted treatment is not a shortcut around recovery work. It is a treatment component. When paired
with appropriate counseling, support, monitoring, and planning, it can help people stabilize enough to
participate in therapy, maintain routines, and reduce high-risk behavior. It may be offered in different settings

depending on the provider and the person’s needs.

There are also legitimate clinical conversations about fit. Some patients do well with medication as part of a
longer treatment plan. Others may need careful adjustments, more structure, or additional behavioral health
support. Some may have co-occurring mental health symptoms that need direct care at the same time. The
professional task is not to force a single philosophy onto every patient. It is to evaluate risk, response, adherence,

stability, and goals.

This is where stigma can interfere. People may hear that medication-assisted treatment is “not real recovery,”
while others may be told that medication is the only responsible option. Both extremes flatten the patient's
reality. Ohio’s recognition of multiple pathways to recovery leaves room for individualized treatment. The best

programs tend to combine medical judgment with respect for the person'’s history, preferences, and safety.

Residential services, recovery housing, and the need for structure

Residential treatment offers something outpatient care cannot: separation from the immediate environment. For
some people, that separation is not a luxury. It is the first quiet space they have had in months or years. In
residential care, daily routines, therapy, peer interaction, and staff support create a container for early recovery

work.

Ohio’s continuum includes residential services and recovery housing, which are related but not identical.
Residential services are treatment services. Recovery housing offers a supportive living environment for people
pursuing recovery. A person may need residential treatment first, then recovery housing as a step toward more
independent living. Another person may not need residential care but may still benefit from a recovery-oriented

home setting if their current housing places them at risk.

Structure has trade-offs. Residential treatment can interrupt work, school, parenting routines, and family
obligations. That disruption is sometimes necessary, but it should not be ignored. A person with stable housing
and lower clinical severity may do better in outpatient care because they can maintain daily responsibilities while
receiving treatment. A person with severe instability may need residential care precisely because daily life has

become unsafe or unmanageable.

The key is matching intensity to need. Too little structure can fail a person who needs containment. Too much

structure can create dependency or avoidable hardship. Good treatment planning respects both sides.

Certification and why it matters to families

Ohio treatment providers that deliver substance use disorder treatment must be certified by the Ohio

Department of Mental Health and Addiction Services under state law. For families comparing options,



certification is more than a bureaucratic detail. It is one way the state sets expectations for providers that offer

addiction treatment services.

Families often shop for treatment during crisis. They search quickly, call whatever number appears first, and try to
interpret polished websites while someone they love may be withdrawing, using, or refusing help. In that
pressure, it is easy to focus on amenities, promises, or location and miss the basics. Certification does not answer

every question about quality, fit, or outcomes, but it belongs near the top of any screening conversation.

A practical call to a treatment provider should include direct questions about what services are offered, what level
of care is being recommended, how assessment works, whether medication-assisted treatment is available when
clinically appropriate, how co-occurring mental health symptoms are handled, and what happens after discharge.
The strongest answers tend to be specific rather than grand. A credible provider can explain how a person moves
from one level of care to another, what family involvement may look like, and how relapse risk is managed

without shaming the patient.
A concise family checklist can help keep the conversation grounded:

e Confirm that the provider is certified to deliver substance use disorder treatment in Ohio.

* Ask which levels of care are available, such as detox, residential treatment, outpatient care, and medication-

assisted treatment.
® Ask how co-occurring mental health needs are assessed and treated.
e C(Clarify what discharge planning and continuing support look like.

* Request plain-language explanations of cost, admission timing, and clinical recommendations.

That kind of checklist cannot replace clinical judgment, but it can slow down panic. It gives families a way to

compare programs on substance, not just presentation.

OARRS and the safer prescribing side of the system

Ohio’s OARRS system is the statewide electronic database for controlled-substance dispensing information. It
supports safe prescribing by giving authorized users a clearer view of controlled-substance histories. For
prescribers and pharmacists, that information can identify patterns that require caution, conversation, or

intervention.

A drug-monitoring system can be mischaracterized as purely punitive, but its intended value is broader. It helps
clinicians prescribe more safely and can help connect people at risk of substance use disorder to resources. That
distinction is important. If a patient’s medication history raises concern, the response should not automatically be
abandonment. The better response is careful assessment, documentation, communication, and referral when

needed.

Safe prescribing requires judgment. A clinician may see controlled-substance dispensing information that
suggests risk, but the next step depends on context. There may be legitimate medical explanations. There may be
fragmented care, overlapping prescriptions, escalating use, or signs that the patient needs evaluation for drug

addiction treatment. The database provides information. The clinician still must interpret it responsibly.

Used poorly, monitoring can damage trust. Patients who feel accused may disappear, seek medication elsewhere,
or avoid care altogether. Used well, OARRS can support a difficult but necessary conversation: “I'm seeing a
pattern that worries me, and | want to talk about safety.” That tone matters. It leaves room for honesty. It frames

the issue as health risk, not character failure.



Safe prescribing also belongs to community prevention. When controlled substances are prescribed without
adequate oversight, risk can spread beyond the original patient. When prescribing is cautious, coordinated, and
informed, it reduces avoidable harm while preserving access for people with legitimate medical needs. That

balance is not always simple. It is, however, central to responsible healthcare.

When prescribing concern becomes a treatment opportunity

One of the most important moments in addiction care happens before a person identifies as needing treatment.
A prescriber, pharmacist, family member, employer, or court may see a pattern first. The patient may feel
defensive or confused. They may say the medication is necessary, that the provider misunderstood, or that they
can stop anytime. Sometimes they are right that the situation is more complicated than it looks. Sometimes the

concern is the first visible sign of a deeper problem.

OARRS can support that early detection role, but the human response determines whether the moment becomes
useful. A blunt cutoff without support may increase risk. A vague warning may change nothing. A structured

conversation, paired with a referral to certified treatment resources, can open a path.

There is a clinical art to this transition. The provider has to be clear enough to protect safety and compassionate
enough to keep the patient engaged. For example, if controlled-substance dispensing information suggests
overlapping prescriptions or escalating use, the prescriber may need to reassess the treatment plan. If the patient
appears at risk for substance use disorder, the provider can connect them with treatment options within Ohio's
continuum. That could mean outpatient assessment, medication-assisted treatment, peer support, detoxification,

or a higher level of care depending on the situation.

The most effective conversations avoid false certainty. They do not begin with “You are an addict” based solely on
a database report. They begin with observable concern and move toward assessment. That protects the
therapeutic relationship and respects the complexity of pain, mental health, substance use, and medical

treatment.

Co-occurring drug addiction and mental health needs

Ohio’s statutory language includes opioid and co-occurring drug addiction, and that phrase points toward the
layered nature of many cases. Substance use often appears alongside mental health symptoms. Sometimes the
mental health issue came first. Sometimes substance use worsened it. Often the two become intertwined enough

that separating cause and effect matters less than treating both.

A person may use substances to quiet panic, blunt trauma memories, sleep, manage depression, or feel socially
functional. Over time, the substance can intensify the very symptoms it was meant to soothe. When treatment
focuses only on stopping use without addressing the mental health drivers underneath, the person may feel
exposed and overwhelmed. When treatment focuses only on mood or trauma while ignoring active substance

use, progress can stall because the nervous system remains unstable.

This is why a full continuum matters. Detox may stabilize withdrawal. Residential treatment may provide safety
and intensity. Outpatient therapy may help integrate recovery into daily life. Medication-assisted treatment may
reduce cravings and withdrawal risk. Peer support may reduce isolation. Recovery housing may provide a safer

living setting. No single service carries the whole burden.

The same principle applies to therapy methods. Some Ohio providers may offer multiple therapeutic approaches,
including cognitive behavioral therapy, dialectical behavior therapy, EMDR, medication-assisted treatment,

individual therapy, group therapy, family therapy, and couples therapy. The value lies not in offering a long menu



for its own sake, but in matching methods to needs. CBT may help a person identify thought patterns and
behavior loops. DBT may support emotion regulation and distress tolerance. EMDR may be relevant when trauma
symptoms are part of the clinical picture. Family or couples therapy may help repair communication and

boundaries when relationships are part of the recovery environment.

Holistic supports can also play a role when used responsibly. Yoga, mindfulness, art therapy, adventure therapy,
equine therapy, Reiki, acupuncture, chiropractic care, fitness and wellness activities, and nutrition education may
support engagement, stress regulation, and overall wellbeing. They should not be presented as substitutes for
evidence-informed addiction treatment, but they can help some people participate more fully in care. A person
who cannot yet describe feelings in a therapy group may find expression through art therapy. Someone whose
body has been under chronic stress may benefit from mindfulness or fitness routines as part of a broader plan.

The clinical question is always whether the support serves treatment goals.

A look at Recreate Behavioral Health of Ohio in the broader system

Within Ohio’s treatment landscape, Recreate Behavioral Health Network identifies its Ohio location as Recreate
Behavioral Health of Ohio, also referred to as Recreate Ohio, in Gahanna, just outside Columbus. The organization
says the location offers detox, residential or inpatient rehab, and outpatient treatment. It also describes the Ohio
facility as providing a full continuum of care and offering primary mental health services in a residential treatment
setting.

Those details matter for people comparing treatment options because location, level of care, and mental health
capacity often shape access. Gahanna's proximity to Columbus may be relevant for families in central Ohio,
although the right treatment decision should involve more than geography. A nearby program may make family
participation or step-down planning easier. A more distant program may create helpful separation from a high-

risk environment. Both scenarios can be clinically reasonable depending on the person.

Recreate says treatment at the Ohio facility may include CBT, DBT, EMDR, medication-assisted treatment,
individual therapy, group therapy, family therapy, and couples therapy. The facility also says it may provide
holistic supports such as yoga and mindfulness, art therapy, adventure therapy, equine therapy, Reiki,

acupuncture, chiropractic care, fitness and wellness activities, and nutrition education.

For a prospective patient or family member, the phrase “may include” should prompt a practical follow-up
conversation. Not every service is necessarily appropriate for every person, and availability can depend on
assessment, staffing, scheduling, clinical need, and program structure. A good admissions discussion should
clarify what is Click for source actually recommended for the individual, not simply what appears in a list of

possible offerings.

This is a useful way to evaluate any provider, not only one program. Ask how services are selected. Ask what
happens if a person starts in detox and needs residential care. Ask how outpatient treatment is arranged after a
residential stay. Ask how medication-assisted treatment is integrated when appropriate. Ask how primary mental
health services interact with substance use disorder treatment. The answers reveal whether “continuum” is a real
operational model or just a marketing phrase.

Multiple pathways does not mean anything goes

Ohio’s continuum includes multiple pathways to recovery. That concept is both humane and clinically realistic.
People recover in different ways. Some rely heavily on medication-assisted treatment. Some find peer support

central. Some need residential care first. Some engage through outpatient therapy while rebuilding work and


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

family routines. Some benefit from spiritual, community, wellness, or family-based supports alongside formal

treatment.

Multiple pathways, however, should not be confused with a lack of standards. Treatment providers must be
certified when delivering substance use disorder treatment in Ohio. Safe prescribing relies on systems such as
OARRS. Clinical assessment still matters. Detox should lead somewhere. Residential treatment should plan for
discharge. Outpatient care should monitor risk and progress. Peer support should complement, not replace,

necessary clinical care when medical or psychiatric needs are present.

The phrase is best understood as flexibility within a responsible framework. It gives clinicians room to
individualize care and gives patients room to engage without being forced into a single identity or model. At the

same time, it preserves the need for competence, safety, documentation, and continuity.

That balance becomes especially important when a person has had prior treatment episodes. A family may say,
“Residential did not work,” when the real issue was no step-down plan. A patient may say, “Outpatient failed,”
when the level of care was too low for their risk at the time. A provider may recommend medication-assisted
treatment after repeated relapse, not because other efforts were worthless, but because the biological

component needs stronger support. Looking at the whole continuum helps avoid simplistic judgments.

Practical questions before choosing a level of care

Choosing drug addiction treatment is not only about finding an open bed or the nearest appointment. Access
matters, especially during crisis, but fit matters too. A rushed placement that does not match the person’s needs
can lead to early dropout, frustration, and renewed danger. A delayed placement while searching for a perfect

program can also be risky. Families and clinicians often have to make the best available decision with incomplete

information.

A brief set of questions can guide that decision without turning it into a checklist exercise:

® Does the person need detoxification before they can safely participate in treatment?

* |s the home environment stable enough for outpatient care, or is residential treatment needed?
* Would medication-assisted treatment help address withdrawal, cravings, or relapse risk?

* Are mental health symptoms significant enough to require integrated attention?

* What support will exist after the first phase of care ends?



These questions are not a substitute for assessment by a qualified provider. They do, however, point toward the
central issues: safety, structure, medical need, mental health need, and continuity. They also help families move
away from shame-based debates. The issue is not whether someone “deserves” residential care or “should be
able” to handle outpatient treatment. The issue is what level of support gives the person a realistic chance to

stabilize and keep moving.

The human work behind the systems

Systems matter because addiction care involves risk. Certification, OARRS, mandated continuums, and defined
levels of care create structure around complicated human situations. Yet systems only work when people use
them well. A database does not have a difficult conversation for a prescriber. A continuum does not automatically

coordinate a handoff. A certified program still has to earn trust in the room, session by session, day by day.

People entering treatment often arrive with mixed feelings. They may want help and resent needing it. They may
fear withdrawal, judgment, lost employment, family disappointment, or legal consequences. They may have been
promised help before and felt abandoned. Families carry their own exhaustion. They may sound angry when they

are terrified. They may ask for guarantees that no ethical provider can give.

Professional addiction treatment requires tolerance for that tension. It requires clear boundaries without
contempt, compassion without naivety, and optimism without false promises. It also requires practical
coordination. If a patient leaves detox with no next appointment, risk rises. If a residential discharge plan ignores
housing, the gains of treatment may erode quickly. If outpatient care does not address mental health symptomes,
the person may return to substance use as a coping strategy. If prescribing concerns are handled punitively, the

patient may vanish from care.

Ohio’s model, at least in its required components, recognizes these realities. It names the services that need to
exist across a community-based continuum. It requires certification for substance use disorder treatment
providers. It maintains a statewide controlled-substance monitoring system to support safer prescribing and
resource connection. Those are not small pieces. They form the framework within which recovery support can

become more coordinated and less dependent on luck.

What “at a glance” should leave you with

Ohio’s drug addiction treatment and safe prescribing systems are best understood as connected parts of one
public health response. Treatment addresses people already struggling with substance use. Safe prescribing helps
reduce risk, identify concerning patterns, and create opportunities for earlier intervention. The continuum of care

gives patients more than one way to enter and more than one way to continue.

For someone seeking help, the most important move is to obtain an appropriate assessment from a certified
provider and to be honest about substance use, withdrawal, mental health symptoms, living situation, and prior
treatment experiences. For families, the task is to ask practical questions and support continuity rather than
looking for a single dramatic fix. For prescribers and pharmacists, OARRS can support safer decisions, but the

information should be paired with clinical judgment and a pathway to care when risk appears.

Drug addiction treatment works best when it is neither casual nor rigid. Ohio's system reflects that middle
ground. It allows for detox, outpatient services, medication-assisted treatment, peer support, residential services,
recovery housing, mental health care, and multiple pathways to recovery. The challenge is making those
components connect for the person sitting in front of the provider, the parent calling in fear, or the patient

whose medication history has raised a warning sign.



That is where policy becomes practice. The law can require a continuum. A database can display dispensing
information. A provider can offer levels of care. Recovery begins to take shape when those pieces are used with

skill, timing, and respect for the person’s full situation.



