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Disclosures

• Nothing to disclose



Objectives

• Explore addiction treatment from a historical perspective
• Understand the different levels of care available for addiction 

treatment
• Describe the evidence that supports the effectiveness of 

residential, intensive outpatient, and sober housing



Collapse of Addiction Care

• Harrison Anti-Narcotic Act of 1914
– Made physicians and pharmacists gatekeepers of opiates and cocaine

• 18th Amendment to the US Constitution in 1919
– Established Prohibition
– Declared the production, transport, and sale of intoxicating liquors 

illegal

• Supreme Court’s 1919 interpretation in Webb vs. the US
– For a physician to maintain an addict on his or her customary dose is 

not in “good faith” medical practice under the Harrison Act and 
therefore an indictable offense

• Volstead Act of 1919
– Provided for the federal enforcement of Prohibition



A New Hope

• 21st Amendment to the US Constitution in 1933
– Repealed the 18th Amendment, ending Prohibition

• Alcoholics Anonymous founded in 1935 when Bill Wilson 
chooses to help Dr. Bob rather than drink in a hotel bar

• Big Book of AA published in 1939
– “We of Alcoholics Anonymous, are more than one hundred men and 

women who have recovered from a seemingly hopeless state of mind 
and body”

• National Committee for Education on Alcoholism in 1944
– Advocated for hospitals to medically provide detoxification
– Encouraged communities to establish post-hospital care



Minnesota Model

• Developed in the 1950s in Minnesota
– Community-based residential model by Pioneer House, Hazelden, and 

Willmar State Hospital
– Twelve-Step Facilitation essentially manualized adaptation of model 

for individual outpatient therapy

• Goal of abstinence from all drugs of abuse and alcohol
• Standardized, relatively fixed length of stay (often 4 weeks)
• Education about disease model of addiction
• Group therapy
• Staff often in recovery as well
• Often goal of orienting to 12-step programs



Medication-Assisted Treatment

• Kefauver–Harris Amendment in 1962
– Required drug manufacturers prove effectiveness and safety of drugs

• Post-World War II heroin epidemic in New York City
– In 1965, Rockefeller University published landmark paper detailing 

research on methadone as treatment for heroin addiction

• Controlled Substances Act in 1970
– Regulated the manufacture, importation, possession, use, and 

distribution of certain substances

• President Nixon declared “War on Drugs” in 1971
• In 1972, FDA approved methadone treatment in NTPs

– Stringent access restrictions

• Dole VP, & Nyswander M. (1965). A Medical Treatment for Diacetylmorphine (Heroin) Addiction. A Clinical Trial with 
Methadone Hydrochloride. JAMA, 193, 646–650. 



Continuum of Care
• NIAAA sponsored the development and dissemination of a model 

benefit package in 1973
– Inpatient emergency care—6 days
– Inpatient care—14 days
– Intermediate care, short term—30 days
– Intermediate care, long term—60-90 days
– Outpatient care—30 visits

• Increasing utilization review by insurance pushing back on 
“standard 28-day rehab” in the 1980s
– Treatment For Chemical Dependency And Mental Illness: Can This 

Utilization Be Managed?
• ASAM first published Criteria in 1991

– Focused on developing one unified set of standards for determining 
patient admission, continued service, and transfer criteria

• Walsh DC, & Egdahl RH. (1985). Treatment For Chemical Dependency And Mental Illness: Can This Utilization Be Managed? 
Health Affairs, 4(3), 128-135. 



Medication-Assisted Treatment

• In 1998, large, multisite buprenorphine treatment study
• Drug Addiction Treatment Act of 2000

– “Waiver Authority for Physicians Who Dispense or Prescribe Certain 
Narcotic Drugs for Maintenance Treatment or Detoxification 
Treatment of Opioid-Dependent Patients”

• In 2002, FDA approved buprenorphine as a treatment for 
opioid use disorder

• Sublocade and Brixadi, long-acting depot buprenorphine 
formulations, approved in 2017 and 2023

• Consolidated Appropriations Act of 2023 eliminated the 
requirement for a DEA X-waiver 

• Ling W, Charuvastra C, Collins JF, Batki S, Brown Jr LS, Kintaudi P, Wesson DR, McNicholas L, Tusel DJ, Malkerneker U, Renner Jr, 
JA, Santos E, Casadonte P, Fye C, Stine S, Wang RI, & Segal D. (1998). Buprenorphine maintenance treatment of opiate 
dependence: a multicenter, randomized clinical trial. Addiction, 93(4), 475–486. 



Continuum of Care



Level 4

• Medically Managed Intensive Inpatient 
Services
– 24-hour nursing care
– Daily physician care
– Counseling available

Maine Medical 
Center

Spring Harbor 
Hospital



Level 3.7

• Medically Managed Residential
– 24-hour nursing care
– Physician availability
– 16 hour per day counselor availability

Pine Tree 
Detoxification

Milestone 
Detoxification



Level 3.5

• Clinically Managed Residential Services
– 24-hour care with trained staff
– Interdisciplinary team led by counselors
– Support for medications
– Daily scheduled therapeutic programming

Crossroads 
CAMP

Milestone 
Residential



Residential Evidence

• Reif S, George P, Braude L, Dougherty RH, Daniels AS, Ghose SS, & Delphin-Rittmon ME. (2014). Residential treatment for 
individuals with substance use disorders: assessing the evidence. Psychiatr Serv, 65(3), 301–312. 

• Level of evidence rated moderate
• Findings suggested either an improvement or 

no difference in treatment outcomes
– Drug and alcohol use
– Employment
– Medical and social problems
– Psychiatric symptoms
– Social support



Level 2.5

• Partial Hospitalization
– Medical and psychiatric assessment within 48 

hours
– Interdisciplinary team
– 20+ hours a week of therapeutic programming

Crossroads 
Partial Hospital

Casco Bay 
Partial Hospital



Level 2.1

• Intensive Outpatient
– Interdisciplinary team
– 9+ hours a week of therapeutic programming

Crossroads
IOP

Pine Tree
IOP



Intensive Outpatient

• McCarty D, Braude L, Lyman DR, Dougherty RH, Daniels AS, Ghose SS, & Delphin-Rittmon ME. (2014). Substance abuse 
intensive outpatient programs: assessing the evidence. Psychiatr Serv, 65(6), 718–726. 

• Level of evidence rated high
• Often comparable outcomes to residential or 

inpatient care
• All studies reported reductions in alcohol and 

drug use
• As effective as residential or inpatient 

treatment for most individuals



Level RR

• Recovery Residence
– Provide continuum of residential services and 

support
– Rather than clinical, a social model
– Length of stay is self-determined



Level RR



Recovery Housing

• Reif S, George P, Braude L, Dougherty RH, Daniels AS, Ghose SS, & Delphin-Rittmon ME. (2014). Recovery housing: assessing 
the evidence. Psychiatr Serv, 65(3), 295–300.

• Level of evidence rated moderate
• Studies consistently showed positive 

outcomes
– Drug and alcohol use
– Employment
– Psychiatric symptoms



Continuum of Care

2020 2010
Number of Facilities 16,066 13,339
Private Non-Profit 50% 58%
Private For-Profit 41% 30%
Any MAT for OUD 36% 9%

Buprenorphine 16% 3%
Inpatient (5%) 1% 1%

Residential (24%) 5% 9%
Outpatient (82%) 94% 90%

• Substance Abuse and Mental Health Services Administration, National Survey of Substance Abuse Treatment Services (N-SSATS): 
2020. Data on Substance Abuse Treatment Facilities. Rockville, MD: Substance Abuse and Mental Health Services 
Administration, 2021.



Residential

• Huhn AS, Hobelmann JG, Strickland JC, Oyler GA, Bergeria CL, Umbricht A, & Dunn KE. (2020). Differences in Availability and 
Use of Medications for Opioid Use Disorder in Residential Treatment Settings in the United States. JAMA Netw Open, 3(2), 
e1920843.

• Of residential treatment facilities, few offered 
MAT for OUD
– Extended-release naltrexone (29.8%)
– Buprenorphine (33.3%)
– Methadone (2.1%) 

• Among all admissions, MAT for OUD use varied 
based on Medicaid expansion
– Medicaid expansion (17.7%)
– No Medicaid expansion (1.7%)



Residential

• Stahler GJ, & Mennis J. (2020). The effect of medications for opioid use disorder (MOUD) on residential treatment completion 
and retention in the US. Drug Alcohol Depend, 212, 108067. 

• Of admissions, 18% had MOUD in their treatment 
plans

• Short-term residential (<30 days), MOUD:
– 40% increase in treatment completion (OR = 1.404)
– 34% increase in retention (OR = 1.337)

• Long-term residential (>30 days), MOUD:
– 26% reduction in treatment completion (OR = 0.743)
– no significant change in retention



Residential

• Medicaid Outcomes Distributed Research Network (MODRN), Cole ES, Allen L, Austin A, Barnes A, Chang CH, Clark S, Crane D, 
Cunningham P, Fry CE, Gordon AJ, Hammerslag L, Idala D, Kennedy S, Kim JY, Krishnan S, Lanier P, Mahakalanda S, Mauk R, 
McDuffie MJ, … Donohue J.M. (2022). Outpatient follow-up and use of medications for opioid use disorder after residential 
treatment among Medicaid enrollees in 10 states. Drug Alcohol Depend, 241, 109670. 

• Episodes of residential treatment for OUD
– 62.5% did not receive any follow-up or MOUD at 7 

days post discharge
– 46.9% did not receive any follow-up or MOUD at 30 

days post discharge

• Many episodes of residential treatment for OUD 
among Medicaid enrollees are not followed by a 
timely outpatient visit or receipt of MOUD



Treatment Chasm

• Abstinence-based treatment
– Challenges with 12-step approach
– Over-simplification in complex cases
– Insufficient for opioid use disorder

• Medication-assisted treatment
– Side-effects of medication
– Medication so effective at stabilizing dependence, 

little reason to address the underlying issues
– Unavailable for several substance use disorders



Treatment Chasm

• Klerman G. L. (1972). Psychotropic hedonism vs. pharmacological Calvinism. Hastings Cent Rep, 2(4), 1–3.

Abstinence-Based
Treatment

Medication-
Assisted Treatment

Psychotropic 
Hedonism

Pharmacological 
Calvinism
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