
Ohio’s approach to drug addiction treatment is built around a practical idea: people do not all need the same
level of care, and they rarely need the same level of care forever. A person in acute withdrawal may need medical
monitoring and a structured setting. The same person, weeks later, may need outpatient therapy, medication
support, peer connection, and a safe place to live while rebuilding routines. Someone else may never need
residential care but may do well with intensive outpatient services and medication-assisted treatment from the
start.

That is the logic behind Ohio’s community-based continuum of care for opioid and co-occurring drug addiction.
Under Ohio law, that continuum 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. The wording matters because it recognizes both clinical complexity and human
variation. Drug addiction is not treated well by a single door, a single program length, or a single philosophy
applied to every person.

For families trying to choose care, the continuum can feel like a maze. Detox, residential treatment, outpatient
treatment, recovery housing, peer support, medication-assisted treatment, dual diagnosis services, and therapy
models all sound important. The harder question is sequencing. What comes first? What can wait? What level of
care is enough, and when is a higher level of structure worth considering?

Ohio’s framework does not answer every individual question, but it does shape the field in important ways. It
gives treatment planning a ladder rather than a cliff. It also sets an expectation that drug addiction treatment
should be more than a short stay followed by good wishes.

The continuum is not a menu. It is a clinical pathway.
People often talk about treatment options as if they are items on a menu: detox or residential, outpatient or
medication, therapy or peer support. In practice, the better question is how those services fit together over time.

A person who has been using opioids daily, for example, may need detoxification first because withdrawal can be
physically difficult and destabilizing. Ambulatory detoxification may fit some people when they have enough
stability, support, and clinical appropriateness to remain outside a 24-hour setting. Sub-acute detoxification may
be more appropriate when symptoms, risk, or circumstances call for closer monitoring. Detox, however, is not the
same as treatment for addiction. It addresses the immediate physiology of stopping or reducing substance use.
The work of recovery usually begins before detox ends and continues afterward.

Residential services add structure, separation from immediate triggers, and daily therapeutic contact. For some
patients, that pause is essential. It can create enough distance from chaotic routines to begin medication-assisted
treatment, participate in therapy, stabilize sleep, address co-occurring mental health symptoms, and make a
realistic discharge plan. But residential care is not automatically the best choice for every person. Some patients
have jobs, caregiving duties, medical circumstances, or support systems that make outpatient treatment more
appropriate. Others may be clinically stable enough for intensive outpatient services, especially if medication,
therapy, and peer support are available.

Outpatient care, including both non-intensive and intensive outpatient services, becomes especially important
because recovery has to work where the person actually lives. The patient eventually returns to grocery stores,
family stress, paychecks, transportation problems, old contacts, court obligations, and loneliness on a Tuesday
night. Outpatient treatment helps translate insight into practice. It gives people a place to process relapse risks
while they are encountering them, not only after they have been removed from them.



Ohio’s continuum also explicitly includes recovery housing and peer support. Those pieces can be decisive. A
clinically strong treatment plan may falter if a patient leaves care and returns to an unsafe living situation. Peer
support can fill a gap that professional services cannot fully occupy: credible encouragement from someone who
knows the terrain personally. It is not a replacement for clinical care, but it often strengthens engagement,
especially when shame or mistrust makes formal treatment feel difficult.

Why Ohio’s legal framework matters to treatment decisions
Ohio law requiring a community-based continuum of care for opioid and co-occurring drug addiction does more
than describe services. It influences how counties, providers, hospitals, courts, families, and patients think about
access. The presence of a continuum means the system is expected to include several levels and types of help,
not only crisis intervention.

That matters because drug addiction often presents at the point of crisis. A person may seek help after an
overdose, an arrest, a family ultimatum, a job loss, or a frightening withdrawal episode. Crisis can open the door,
but crisis thinking can also narrow the conversation. The immediate urge is to find “a bed” or “a program.”
Sometimes that is exactly what is needed. Yet the continuum asks a broader question: what does this person
need now, and what will they need next?

The phrase “co-occurring drug addiction” is also important. Many people entering treatment have more than
substance use to address. Anxiety, depression, trauma symptoms, mood instability, grief, and long-standing
patterns of emotional dysregulation may complicate treatment. When these issues are ignored, relapse risk can
rise because substances may have served as a coping strategy, however damaging. When they are addressed
alongside addiction, treatment becomes more realistic.

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 of the first practical
filters. It does not tell you everything about a program’s culture, clinical quality, or fit, but it does establish that
the provider is operating within the state’s regulatory structure. In a field where families may be making urgent
decisions under stress, that baseline matters.

The treatment landscape can include reputable providers, uneven providers, and people who know how to use
the language of recovery without offering a clinically sound service. Asking about certification should not feel
rude. It is a normal due diligence question, much like asking whether a medical office is properly licensed.
Professional programs should be able to answer clearly.

Detox choices: necessary, but not sufficient
Detoxification often receives outsized attention because withdrawal is immediate. Families see the sweating,
nausea, agitation, sleeplessness, fear, and desperation. Patients feel trapped between the misery of stopping and
the consequences of continuing. Getting through withdrawal safely can be a turning point.

But one of the most common mistakes in addiction care is treating detox as if it completes the work. It does not.
A person may leave detox with substances out of their system but with the same cravings, stressors, relationships,
untreated mental health symptoms, and environmental risks they had before. In some cases, tolerance changes
after a period without use, which can make return to use particularly dangerous. The clinical value of detox
improves when it connects directly to the next level of care.

This is where Ohio’s continuum becomes practical. Detox should not be a dead end. It should create a bridge to
residential treatment, outpatient services, medication-assisted treatment, peer support, recovery housing, or



some combination of those services. The right bridge depends on the person’s history and current needs.

A patient with repeated relapses immediately after detox may need more structure. A patient with stable housing,
reliable transportation, strong family support, and high motivation may step into intensive outpatient care with
medication support. A patient with severe anxiety or trauma symptoms may need a program capable of treating
both addiction and mental health concerns. The decision should not be based on optimism alone. It should be
based on a careful look at what has happened before, what is happening now, and what risks are likely to appear
during the first days and weeks after withdrawal.

Medication-assisted treatment changes the conversation
Medication-assisted treatment is part of Ohio’s required continuum for opioid and co-occurring drug addiction.
Its inclusion reflects a major shift in how addiction treatment is understood. For opioid use disorder in particular,
medication can reduce cravings, support stability, and help patients stay engaged long enough to rebuild the rest
of their lives.

Some families still approach medication with hesitation. They may worry that medication is “replacing one
substance with another,” or they may have heard conflicting opinions from people in recovery. Those concerns
should be discussed respectfully, not dismissed. Recovery communities include multiple pathways, and people’s
experiences vary. At the same time, medication-assisted treatment is a recognized component of Ohio’s
continuum, and for many patients it is an important clinical tool.

The best treatment decisions avoid ideology. They look at the person in front of the clinician. Has the patient
overdosed? Have they tried abstinence-only care repeatedly and returned to use? Are cravings overwhelming?
Are there co-occurring mental health symptoms that destabilize early recovery? Is the patient able to attend
appointments and follow medication guidance? These questions help determine whether medication-assisted
treatment should be part of the plan and how it should be monitored.

Medication alone is rarely the whole answer. It works best as part of broader care that may include therapy, peer
support, family work, relapse prevention planning, and practical help with housing or routines. But for some
people, medication is the piece that makes the rest of treatment possible. Without it, they may not stay in care
long enough to benefit from counseling or community support.

The role of OARRS in safer prescribing and earlier intervention



Ohio’s OARRS system, the statewide electronic database for controlled-substance dispensing information, is
another important part of the treatment environment. It supports safe prescribing and helps connect people at
risk of substance use disorder to resources.

For patients, this can feel sensitive. Prescription histories are personal, and people with drug addiction often carry
shame about medical encounters. Some worry they will be judged, refused care, or labeled. Clinicians have a
responsibility to use information carefully, not punitively. A drug-monitoring system should support better
decisions, not replace clinical judgment or compassionate conversation.

In practical terms, OARRS can help prescribers see patterns that may affect safety. It can reduce the chance of
dangerous prescribing combinations and help identify when a patient may need a deeper conversation about
substance use. It can also create an opportunity to connect someone to treatment before the next crisis. That
early connection matters. Waiting until a person has lost housing, employment, family support, or physical health
narrows the options and raises the stakes.

The presence of OARRS also reminds patients and families that addiction treatment does not happen in isolation.
Primary care offices, emergency departments, pharmacies, psychiatrists, pain specialists, detox programs, and
outpatient providers may all touch the same person’s care. Better coordination can reduce harm. Poor
coordination can create gaps, duplication, or mixed messages.

Residential treatment in the Ohio continuum
Residential treatment can be especially helpful when a person needs distance from immediate access to
substances, a predictable daily schedule, and frequent clinical support. It may also help when home life is
unstable or when outpatient attendance has failed repeatedly. For patients with co-occurring mental health
needs, a residential setting can offer time to observe symptoms, adjust treatment planning, and build coping
skills in a structured environment.

Recreate Behavioral Health of Ohio, also referred to as Recreate Ohio, is one example of a provider operating in
this space. Its Ohio location is in Gahanna, just outside Columbus, and the organization states that it 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.

That combination is relevant because many people seeking help for drug addiction are not dealing with addiction
alone. A person may enter treatment saying, “I need to stop using,” while also describing panic attacks,
depression, trauma memories, relationship conflict, or emotional swings that have been present for years. If those
symptoms remain untreated, discharge planning becomes fragile. If they are addressed during care, the patient
has a better chance of understanding the relationship between emotional distress and substance use.

Recreate says treatment at its Ohio facility may include cognitive behavioral therapy, dialectical behavior therapy,
EMDR, medication-assisted treatment, individual therapy, group therapy, family therapy, and couples therapy.
Those modalities serve different purposes. Cognitive behavioral therapy often helps patients identify thought
patterns and behaviors that keep them stuck. Dialectical behavior therapy can be useful for emotion regulation,
distress tolerance, and interpersonal skills. EMDR is commonly associated with trauma-focused work when
clinically appropriate. Family and couples therapy can address the relational damage and communication
patterns that often surround addiction.

The word “may” is important. Not every service is appropriate for every person, and availability can depend on
assessment, staffing, clinical fit, and treatment planning. A good program does not throw every modality at every
patient. It chooses interventions based on diagnosis, readiness, risk, and goals.



Outpatient care is where recovery gets tested
Outpatient treatment does not always receive the same attention as residential care, but it is often where long-
term recovery takes shape. The person is no longer protected by the walls and schedule of a residential setting.
They are making decisions in real time, often while rebuilding trust, looking for work, returning to school,
managing medication, repairing family relationships, or navigating legal and financial problems.

Non-intensive outpatient services may fit someone who has achieved a degree of stability but still needs ongoing
therapy and monitoring. Intensive outpatient services provide more structure and contact while allowing the
person to live at home or in recovery housing. The distinction matters. Too little care too soon can leave a person
exposed. Too much care for too long can interfere with reintegration or create unnecessary dependence on the
treatment setting. The art is in matching intensity to risk.

Outpatient treatment also creates opportunities to adjust the plan. If cravings spike, medication may need review.
If family conflict becomes a trigger, family sessions may become more important. If loneliness is the danger zone,
peer support and recovery community involvement may need more emphasis. If the patient is missing sessions
because transportation is unreliable, the problem may be logistical rather than motivational.

Experienced clinicians learn not to confuse attendance with recovery or nonattendance with indifference. People
miss appointments for many reasons: shame after a lapse, lack of childcare, unstable housing, depression, work
schedules, fear of being discharged, or simple disorganization after years of chaotic living. Accountability matters,
but curiosity often uncovers the solvable problem.

Recovery housing and peer support fill the space between treatment
and daily life
Recovery housing is part of Ohio’s continuum for a reason. Housing instability can undermine even strong clinical
work. If a patient completes detox or residential treatment and returns to a home where substance use is active,
conflict is constant, or basic safety is uncertain, the recovery plan begins under strain.

Recovery housing can provide a sober living environment, structure, and connection while a person practices
daily responsibilities. It is not the same as residential treatment. It generally sits closer to ordinary life, which is
exactly its value. People can work, attend outpatient care, participate in peer support, and begin rebuilding
independence while living in an environment that supports recovery.

Peer support also deserves more than a passing mention. Professional training and lived experience offer
different kinds of authority. A peer supporter may notice hesitation that a patient hides from a clinician. They may
translate treatment language into practical recovery language. They may also model a future that feels believable.
For someone early in recovery, belief can be scarce. Seeing another person who has walked through addiction
and built stability can lower defensiveness and increase hope.

Ohio’s recognition of multiple pathways to recovery is equally important. Some people connect strongly with 12-
step communities. Others prefer different peer models, faith-based support, secular recovery groups, medication-
supported recovery, therapy-centered recovery, or a combination. A system that allows multiple pathways is
more likely to meet people where they are, rather than forcing them to perform a version of recovery that does
not fit.

Holistic supports can help, when they are not used as substitutes



Some treatment centers incorporate holistic supports alongside clinical care. Recreate says its Ohio facility may
provide yoga and mindfulness, art therapy, adventure therapy, equine therapy, Reiki, acupuncture, chiropractic
care, fitness and wellness activities, and nutrition education.

These services can be valuable when presented honestly. Addiction affects the body, emotions, relationships, and
daily rhythms. Many patients enter treatment exhausted, undernourished, tense, disconnected from their bodies,
and unsure how to tolerate quiet. Mindfulness practices may help someone notice cravings before acting on
them. Fitness and nutrition education can support sleep and energy. Art therapy may give shape to feelings that
are difficult to verbalize. Adventure or equine therapy may help some patients practice trust, patience, and
emotional regulation in a different context.

The trade-off is that holistic supports should not be allowed to blur the difference between complementary care
and core addiction treatment. Detoxification, medication-assisted treatment, psychotherapy, psychiatric or
mental health services when indicated, peer support, and discharge planning carry specific clinical weight. Yoga
may support recovery, but it is not a substitute for treating opioid use disorder. Nutrition education may help a
person feel stronger, but it does not replace a relapse prevention plan. The best programs are clear about this
distinction. They use holistic services to reinforce treatment, not to decorate a weak clinical model.

How families can think about level of care
Families often ask a version of the same question: “How bad does it have to be before residential treatment is
necessary?” The better question is broader: “What level of support gives this person a realistic chance of safety
and engagement right now?”

Severity matters, but so does pattern. A person who has overdosed, repeatedly returned to use after detox, or
cannot stop using despite serious consequences may need a higher level of care. A person with co-occurring
mental health symptoms may need a setting that can treat both conditions. A person with safe housing, strong
support, and readiness for change may do well in intensive outpatient treatment, especially with medication-
assisted treatment if appropriate. A person leaving residential care may still need outpatient treatment, peer
support, and possibly recovery housing.

A useful family conversation focuses less on promises and more on evidence. What happened after the last
attempt to stop? What triggers show up first? Does the person isolate, become irritable, stop sleeping, skip
medication, reconnect with old contacts, or minimize cravings? What has helped before, even briefly? What has
failed despite sincere effort?

There is no perfect placement. Every choice has trade-offs. Residential treatment offers structure but requires
stepping away from ordinary responsibilities. Outpatient care preserves daily life but exposes the person to
triggers sooner. Medication-assisted treatment can improve stability but requires monitoring and honest
communication. Recovery housing can provide support but may require adjustment to rules and shared living.
Peer support can be powerful but needs the right fit.

Good treatment planning does not pretend those trade-offs do not exist. It weighs them openly.

Questions worth asking before choosing a provider
When someone is ready for help, families may feel pressure to act immediately. Speed can matter, especially
when withdrawal, overdose risk, or unsafe behavior is present. Still, a few direct questions can prevent poor
placement and clarify whether a program fits the person’s needs.

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



2. Which levels of care are available, and how does the program decide where a patient starts?

3. How are co-occurring mental health concerns assessed and treated?

4. Is medication-assisted treatment available or coordinated when clinically appropriate?

5. What happens after detox or residential care ends?

Those questions are not adversarial. They are the foundation of informed consent. A provider that offers a
continuum should be able to explain how patients move through it. A provider that treats co-occurring
conditions should be able to describe how mental health care is integrated. A provider that uses medication-
assisted treatment should be able to discuss how medication fits within therapy, monitoring, and recovery
planning.

The answer to the final question may be the most revealing. If discharge planning sounds vague, the family
should pay attention. “They will go to meetings” may be part of a plan, but by itself it is thin. A stronger plan
considers outpatient appointments, medication continuity, peer support, housing, family involvement,
transportation, crisis contacts, and warning signs.

The Columbus and Gahanna context
Central Ohio matters in this discussion because access often depends on geography. Recreate Ohio’s location in
Gahanna, just outside Columbus, places it near a major population center. For some patients, proximity to
Columbus may make family involvement, outpatient step-down care, or transitions between levels of care more
feasible. For others, being close to home may be either helpful or risky, depending on whether home represents
support or triggers.

Location should not be treated as a minor detail. A program two hours away may provide useful separation, but
it may also complicate family therapy or outpatient continuity. A program close to home may ease transitions,
but it may not provide enough distance from people or places associated with use. The best choice depends on
the patient’s clinical needs and real-life circumstances, not on mileage alone.

Gahanna’s proximity to Columbus may be appealing for families looking for care in central Ohio, especially if they
want detox, residential or inpatient rehab, and outpatient treatment connected through one provider. A full
continuum of care can reduce the fragmentation that sometimes occurs when a patient completes one service
and then has to search for the next. Even then, families should ask how transitions work in practice. A continuum
is only as strong as the handoff between its parts.

Multiple pathways require honest matching
Ohio’s continuum recognizes multiple pathways to recovery. That phrase carries more clinical wisdom than it may
first appear to. People recover in different ways, and treatment engagement improves when the plan respects
motivation, culture, beliefs, trauma history, family structure, and prior experiences with care.

Some patients want a highly structured therapy environment. Others first need medication stabilization before
they can meaningfully participate in counseling. Some are open to family therapy. Others need individual work
before family sessions are safe or productive. Some find peer meetings immediately helpful. Others need
Additional resources several introductions before they feel comfortable. Some respond to mindfulness and body-
based practices. Others are skeptical until they experience concrete benefits.

Matching does not mean indulging avoidance. A patient may dislike structure but need it. A family may want
residential care when outpatient care is clinically appropriate. A patient may reject medication because of stigma,

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


even when it could reduce risk. Clinical judgment sometimes means recommending the uncomfortable option.
But forcing every person into the same mold tends to backfire.

The continuum works best when it is both firm and flexible: firm about safety, evidence-informed care, and
accountability, flexible about the pathway that helps the person stay engaged.

What a well-shaped treatment journey can look like
A typical care journey is not always linear, but it often has a recognizable rhythm. The person enters through
crisis or readiness. An assessment identifies withdrawal risk, substance use history, mental health concerns,
medical issues, living situation, and support. Detoxification may come first if needed. Residential care may follow
if structure and stabilization are necessary. Medication-assisted treatment may begin or continue. Therapy
addresses behavior patterns, trauma, emotion regulation, family strain, and relapse risk. Outpatient care supports
the return to daily responsibilities. Peer support and recovery housing may help sustain the gains.

There may be setbacks. A lapse does not automatically mean treatment failed, but it should trigger reassessment.
Was the level of care too low? Was medication missing or poorly matched? Did the discharge plan ignore
housing risk? Were mental health symptoms undertreated? Did the person disengage because the program was
a poor fit? These questions are more useful than blame.

Drug addiction treatment is often described in episodes, but recovery is lived in transitions. The transition from
detox to treatment. From residential care to outpatient care. From treatment housing to independent living. From
professional support to community support. Ohio’s continuum is designed to make those transitions possible,
but people still need thoughtful planning to move through them.

The real value of Ohio’s continuum
Ohio’s continuum of care shapes drug addiction treatment choices by widening the lens. It reminds patients,
families, and providers that addiction care includes more than one intervention and more than one moment of
willingness. It requires safe withdrawal support when needed, structured treatment when appropriate, outpatient
care that meets real life, medication-assisted treatment when clinically indicated, peer support, recovery housing,
and respect for multiple pathways.

For a person seeking help, this means there is no need to solve the entire future in one phone call. The
immediate task is to find the right first level of care and make sure it connects to the next. For a family, it means
asking practical questions and resisting the false comfort of one-size-fits-all answers. For providers, it means
building bridges rather than isolated programs.

Drug addiction narrows a person’s world. A strong continuum of care widens it again, step by step, with enough
structure to protect life and enough flexibility to support a recovery that the person can actually live.


