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Abstract

Introduction: Access to and uptake of evidence-based treatment for substance use disorder, 

specifically opioid use disorder (OUD), are limited despite the high death toll from drug overdose 

in the United States in recent years. Patient perceived barriers to evidence-based treatment after 

completion of short-term inpatient medically managed withdrawal programs (detox) have not been 

well studied. The purpose of the current study is to elicit patients’ perspectives on challenges 

to transition to treatment, including medications for OUD (MOUD), after detox and potential 

solutions.

Methods: We conducted semi-structured interviews (N=24) at a detox center (2018–2019) to 

explore patients’ perspectives on obstacles to treatment. The study managed the data in NVivo and 

we used content analysis to identify themes.

Results: Patients’ characteristics included the following: 54% male; mean age 37 years; 

self-identified as White 67%, Black 13%, Latinx 8%, Native Hawaiian/Pacific Islander 4%, 

and other 8%; heroin use in the past 3 months 67%; and ever injecting drugs 71%. Patients 

identified the following barriers: 1) lack of continuity of care; 2) limited number of detox and 

residential treatment program beds; 3) unstable housing; and 4) lack of options when choosing a 

treatment pathway. Solutions proposed by participants included: 1) increase low-barrier access to 

community MOUD; 2) add case managers at the detox center to establish continuity of care after 

discharge; 3) increase assistance with housing; and 4) encourage patient participation in treatment 

decisions.

Conclusions: Patients identified lack of continuity of care, especially care coordination, as 

a major barrier to substance use treatment. Increasing treatment utilization, including MOUD, 

necessitates a multimodal approach to continuity of care, low-barrier access to MOUD, and 

support to address unstable housing. Patients want care that incorporates options and respect for 

individualized preferences and needs.

Keywords

Drug detoxification center; People who inject drugs; Continuity of care; Linkage to care; Access 
to care; Medications for opioid use disorder

1. Introduction

Approximately 20 million adults in the United States have a substance use disorder (SUD), 

with 1.6 million individuals having an opioid use disorder (OUD) (Substance Abuse 

and Mental Health Services Administration, 2020). Opioid-related premature deaths have 

increased over the past decade (Gomes et al., 2018), and opioid-related overdose deaths 
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have continued to rise in the context of the coronavirus-19 pandemic, with an estimated 

104,000 fatal drug overdoses in the 12 months preceding February 2022 (Ahmad et al., 

2022). Despite advances in treatment, gaps remain in access and uptake of evidence-based 

treatment, particularly related to accessing medication treatment for OUD (Knudsen et al., 

2011; Mojtabai et al., 2019).

Short-term inpatient medically managed withdrawal programs, commonly referred to as 

drug detoxification (detox) centers, often serve as a step in the recovery process for many 

individuals with SUD. Over several decades approaches to detoxification have evolved as 

substance use is being recognized as a chronic medical condition necessitating medical 

intervention. Within the “medical model” for detoxification, a detox center provides 

management of withdrawal symptoms through administration of medications to safely 

assist patients through withdrawal. In contrast, the “social model” of detoxification focuses 

on providing a supportive nonhospital environment for individuals during the period of 

withdrawal and addressing personal aspects of addiction. As the perception of addiction and 

treatment options have evolved, inpatient detoxification programs are largely becoming a 

combination of these two models, with the goal of providing medical and social support 

for patients (Center for Substance Abuse Treatment, 2006). The goal of detoxification 

centers is therefore to manage the acute symptoms of withdrawal and potentially prevent 

their complications. However, this goal is distinct from substance use treatment, which 

involves therapies intended to promote recovery. Given that the majority of individuals are 

not receiving further substance use care after completing detox (Morgan et al., 2020; Zhu 

& Wu, 2018), these facilities have the potential to provide a bridge between detoxification 

and substance use treatment, and, therefore, save many lives. For individuals with OUD, 

detox alone, without medications for OUD such as methadone or buprenorphine, carries 

an increased risk for fatal drug overdose (Strang et al., 2003), while research has shown 

initiation of MOUD to decrease rates of overdose (Wakeman et al., 2020).

Previous studies have explored barriers and facilitators to treatment access for opioid use. 

These studies focused on various settings including primary care clinics (Tofighi et al., 

2019), residential treatment programs (Alanis-Hirsch et al., 2016), and rural communities 

(Lister et al., 2020). However, little information exists on barriers faced in the transition 

from detox discharge to outpatient treatment for opioid use. A recent qualitative study 

including interviews of clinicians at a detox elicited barriers experienced by people 

transitioning from detox; it found that barriers included stigma, lack of financial resources, 

and a difficult living environment (Timko et al., 2016), but it did not specifically elicit 

information from detox patients themselves. Engaging people who are most affected in the 

design and implementation of service delivery can help to ensure that policies and services 

reflect the priorities, needs, and values of the population, and that potential challenges are 

taken into account (L. Sprague Martinez et al., 2018; L. S. Sprague Martinez et al., 2020).

In the current study, we interviewed patients with self-reported substance use, admitted 

to the largest drug detoxification center in Boston, a city highly impacted by the US 

opioid crisis, to determine barriers to accessing further substance use treatment, including 

medications for OUD, after admission to detox, and to elicit patients’ input on solutions to 

address these gaps in care. The data presented are from a secondary analysis of information 
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initially collected to determine facilitators and barriers to behavioral change in regard to 

hepatitis C treatment among individuals undergoing detox (Assoumou et al., 2021). These 

data were then used to inform a behavioral intervention to improve hepatitis C treatment. 

The current analysis specifically focuses on the experiences with substance use care among 

patients seen at a drug detoxification center.

2. Methods

2.1 Conceptual framework and interview guide development

The Information-Motivation-Behavioral skills theoretical model (Fisher & Fisher, 1992) 

guided development of the interview structure and content. The model underscores 

behavioral change necessitates that individuals at-risk receive accurate information, develop 

motivation for change, and acquire behavioral skills in the form of self-efficacy. The 

Information-Motivation-Behavioral skills theoretical model has been applied to a variety of 

areas since its development in 1992, including to assess adherence to antiretroviral therapy 

for HIV (Starace et al., 2006) and diabetes medication adherence (Mayberry & Osborn, 

2014). This model that guided the larger study is applicable to findings reported here, 

because it contextualizes facilitators and barriers to behavioral change in regard to hepatitis 

C treatment among individuals undergoing detox (Assoumou et al., 2021).

2.2 Study design and sample

We used qualitative methods to describe challenges that patients with a history of substance 

use after admission to detox face. We conducted semi-structured interviews from 2018 to 

2019 with individuals admitted to the Boston Treatment Center (BTC), a 50-bed drug and 

alcohol detoxification center that functions similarly to detox programs across the country. 

Patients usually stay at BTC for approximately five days while undergoing medically 

managed withdrawal. The Boston University Medical Campus IRB approved the study.

2.2.1 Sampling and recruitment—We used facility-based sampling to identify 

participants. This approach is used to identify populations that are difficult to engage, 

including people who use drugs (Magnani et al., 2005; Shaghaghi et al., 2011). Patients were 

eligible for the study if they were ≥18 years of age, English speaking, and had a history of 

self-reported drug use. At the end of the general information session offered at the detox 

to all admitted patients, case managers informed patients that there was an opportunity to 

participate in a study designed to learn about facilitators and barriers to follow-up care after 

detox. Patients who were interested in the study later met one-on-one in a private room 

with the research assistant to learn about the study. Patients were informed that participation 

in the study would not impact the care that they received at the detox. Individuals who 

were interested in participating in the study underwent informed consent. Given findings 

from the literature showing that the majority of patients return to detox facilities multiple 

times (Morgan et al., 2020), we believed that interviewing individuals on admission to detox 

would provide information about their prior experience after leaving similar facilities; such 

prior experiences, negative or positive, are often determining factors in being able to engage 

with and sustain future treatment.
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2.3 Data collection and procedures

After obtaining verbal consent of all individuals who agreed to participate, a research 

assistant conducted interviews in a private office at the facility. Interviews lasted 

approximately 45–60 minutes and were audio-recorded. As part of the interview data, we 

collected information on patients’ demographics, substance use history, social history and 

housing stability (defined as living in a shelter, on the street, or with family or friends). 

These questions were followed by semi-structured items exploring barriers to accessing 

treatment for substance use, with prompts for known barriers described in the literature and 

probes for additional perspectives. For individuals with reported opioid use, the interviews 

culminated with sections exploring participants recommendations for improving access 

specifically for treatment for opioid use, including medications. All participants received 

a $20 gift card for their participation. We conducted interviews until the study achieved 

saturation (Morse, 1995). We had all audio recordings professionally transcribed verbatim 

and we managed de-identified recordings in NVivo 12 (QSR International).

2.4 Data analysis

We used a thematic analysis. Three different research team members independently coded 

transcripts, focusing on the data itself without preconceived categories. Members of the 

team read interview transcripts multiple times to familiarize themselves with the data and 

to search for meaningful patterns (Braun et al., 2019). The team reflected on their questions 

and reactions to the codes (Charmaz, 2006). Members then met to discuss their initial 

reaction and to assess consistency in the analytic approach (Boyatzis, 1998). We determined 

initial codes and developed a codebook. Once the codebook was completed, a member of 

the team (CMG) labeled the text using NVivo and applied codes to the remaining transcripts 

(Braun et al., 2019; Braun & Clarke, 2006). Once the coding was completed, the team 

reviewed the data to determine overarching themes (Vaismoradi et al., 2013). The final 

stage of the analysis involved selecting text segments from the data to illustrate each of the 

themes.

3. Results

3.1 Patient characteristics

We interviewed 24 participants for the study; 54% (13/24) were male (Table 1). The mean 

[SD] age of all individuals in the study was 37 [10] years. Eighteen individuals identified 

as White (67%), while three (13%) identified as Black, two (8%) as Latinx, one (4%) 

as Native Hawaiian/Pacific Islander, and two (8%) as other. Fourteen (58%) participants 

reported unstable housing within the past six months, while three (12%) were recently living 

in a residential treatment facility. Fourteen (58%) participants were currently unemployed. 

Eighteen (75%) individuals reported opioid use in the past three months, with 16 (67%) 

individuals using heroin, seven (29%) using prescription painkillers, three (13%) using non–

prescribed methadone, and two (8%) using non–prescribed buprenorphine. Seventeen (71%) 

participants reported injecting drugs at least once in their lifetime.
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3.2 Themes

Five categories of themes emerged related to facilitators and barriers to accessing care, 

including medications for opioid use, following time spent at the drug detox. The most 

commonly reported barriers to care included the lack of continuity of care and limitations 

to physical capacity of the detox facility. We also identified five potential solutions to 

these challenges that were proposed by patients. Solutions most commonly reported by 

participants were the importance of having options for substance use treatment and having 

access to low-barrier treatment. In the following paragraphs, we examine each theme and 

provide narrative support.

3.2.1 Patients’ perspectives on barriers to definitive care after detox:

1. The care that individuals receive after detox lacks continuity with outpatient 
management.: Patients expressed that the lack of care continuity was an important barrier 

to transitioning from inpatient detox to outpatient treatment for substance use. Some patients 

reported feeling as though detox did not serve as a starting point in their recovery process 

because a clear plan for continuity of care was often lacking. Many participants described 

challenges faced after leaving detox. These challenges included the lack of definitive follow-

up care, specifically assistance with establishing care at a methadone clinic or scheduling 

appointments with clinicians who can prescribe outpatient medications for opioid use 

disorder (MOUD), such as buprenorphine and extended-release naltrexone.

“I remember when I called after I left here one time. I called here to get help, like, 

on a day program or a suboxone program, any type of help. And the lady upstairs, 

[NAME], told me, like, once you leave here, we’re not responsible for you guys.”

(32-year-old, Black female)

Many patients shared examples of leaving detox without any plans for further treatment or 

being cycled through multiple similar stays at short-term substance use facilities.

“I’ve left detox on my sixth or seventh day because they couldn’t find further 

treatment for me…”

(35-year-old, White male)

Sometimes this lack of a definitive care plan led to patients being readmitted to inpatient 

detox.

“Some people go back on the street, go use for a few more days or a week or two, 

and then come back and try and do the same shit over again.”

(29-year-old, White male)

2. Inpatient detox lacks the necessary support staff to help with transitions in 
care.: Many participants noted that facilities did not have enough staff such as case 

managers who are tasked with helping patients with continuity of care.

“There’s only four case managers here. So, it makes it more difficult to get placed 

from this place.”

(38-year-old, White male)
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“In places like this, there's a lot of people and, you know, sometimes there's more 

than one person at the door, more than one person wanting to speak to the case 

manager, you know. And one person takes up the time and then before you know it, 

they [case managers]’re gone.”

(57-year-old, Black male)

3. Time at inpatient detox is not long enough for individuals to remain in recovery 
after discharge.: Participants discussed the short amount of time spent at inpatient detox 

and feeling that the limited amount of time is not enough to remain in recovery after 

discharge. They expanded on difficulties with finding somewhere else to go to continue their 

recovery after completion of inpatient detox.

“Yeah, well, I always get nervous, because detox is only, like, the seven days or 

whatever. So, then it’s beds. It’s, like, you have to be able to find a bed to go to 

another place.”

(27-year-old, White female)

“I've also had it where there's been no placement. I've had to leave detox after seven 

days and just hang in there, checking in with certain holdings that take you off the 

street as long as you can give a clean urine. It is much more difficult…”

(38-year-old, Latinx male)

“I’ve seen guys in here that were in here like a few months ago when I was here. 

Again. Like, I feel like they just come in and try…and try and do what I’m saying, 

you know? For where they want to go. So, they’ll fucking go out and go do the 

same shit, and then come back and try it again hoping that they can get a CSS 

[Clinical Stabilization Services] or TSS [Transitional Support Services] bed and 

then go to a sober house or hallway house.”

(29-year-old, White male)

4. Physical beds are lacking at long-term residential treatment programs after 
completion of acute inpatient detox, a particular problem for patients without stable 
housing.: When discussing barriers to treatment for opioid use, many participants focused 

on the physical capacity of the system as a limiting factor to accessing care. This barrier 

included the number of available beds within post-detoxification treatment centers. This 

issue was especially prevalent among patients with unstable housing.

“One thing that I see a lot lately is people coming to detox looking to get placed 

into further treatment as like a holding, and they can’t get a bed. And that sucks. 

You know, when you see people that, you know, they really want to stay clean, they 

don’t just want a bed for whatever other reasons, and you know, you see their last 

day with them walking out of there with their bags over their shoulder, it hurts to 

see…”

(35-year-old, White male)

“Sometimes I wasn’t able to receive the care that I needed. I had to hit the streets, 

or I had to go to other organizations.”
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(28-year-old, Native Hawaiian male)

“Yeah, because it was like in the middle of wintertime, and like everything was full. 

Everyone was like, you know, trying to get beds at the same time…”

(38-year-old, White male)

Some participants pointed out that many individuals face triggers for their opioid use when 

they do not have a place to go after inpatient detox. Participants noted that being discharged 

to live on the streets, or to a shelter without placement in a recovery house, created many 

challenges.

“It’s so easy for a case worker to look at someone and say, ‘Oh we couldn't 

get you a bed, but you can follow up at Paths [a walk-in drug treatment clinic] 

tomorrow or the next day.’ Like okay, but you know what? Now I'm staying in a 

safe environment and you're sending me to the shelter and telling me to go to Paths. 

At the shelter where everybody’s using, everybody’s getting high. And whether I 

do or I don't want to, even if I go with the greatest intentions, I don't feel like six 

days is enough clean time to go stay in a shelter with 60 people that are getting 

high, and the rest are, you know, whatever, you know.”

(35-year-old, White male)

5. The lack of stable housing is an important barrier to recovery from substance 
use.: Many participants discussed that lack of resources, such as stable housing or finances, 

leads to difficulty with maintaining recovery.

“You know, if I had a job and I had money saved, you know, to have my own, 

you know, room to rent or my own apartment, you know, just keep going with my 

sobriety, you know.”

(61-year-old, White male)

3.2.2 Patients’ perspectives on potential solutions to barriers and 
challenges:

1. The importance of having options to select the best treatment plan for each 
patient’s unique experience.: Patients underscored the importance of having options for 

accessing further treatment to facilitate the transition to outpatient care.

“I was kind of forced into going back to the Salvation Army. I mean, you know, it’s 

kept me clean and stuff, but it’s, you know, it’s not good when it’s, like, the only 

option. You know? Like, you want to try something else, too, sometimes.”

(29-year-old, White male)

They identified the importance of a forgiving system and the ability to have multiple 

opportunities to try different forms of treatment. Such a system was highlighted as an 

important ingredient that could lead to success.

“I think that the way things are now, to date, I mean, people are, insurance is more, 

like, forgiving now than they were a few years ago, on how many places you go and 
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how many chances you get and what not. Now it's like, you know, they keep giving 

you opportunities.”

(34-year-old, White male)

Participants also noted that the lack of options in the past might have contributed to gaps in 

continuity of care and that when they were not given options to select from alternative plans, 

they were less likely to continue with treatment.

“You can tell them as many places as you want to go. They can send as many referrals as 

you like, but at the end of the day if, you know, they tell you that you can only go here and 

it’s, like, you don’t want…it’s like your last resort thing, it’s like some people don’t take it.”

(29-year-old, White male)

Patients emphasized the chronic relapsing nature of substance use, specifically opioid 

use, and reported multiple different treatment attempts during their recovery process, 

highlighting the importance of having options to choose a treatment path that best served 

their current needs.

“I’ve left detox looking to get on Suboxone. I've left detox having myself set up 

for direct admits to get on the methadone clinic. I’ve left detox on my sixth or 

seventh day because they couldn’t find further treatment for me, and they couldn’t 

find a bed for me. I've left detox with plans on going to IOPs [intensive outpatient 

programs], just you know, outpatient programs while staying at my family's house. 

Pretty much any type of way, any type of treatment there is, I’ve came to detox and 

left with planning to do or go to or follow up with. You know, some of it worked 

out well, some of it didn’t.”

(35-year-old, White male)

2. The need for assistance with establishing continuity of care after completion of 
inpatient detox.: Some participants reported that leaving detox without a plan in place left 

them without the necessary support to complete critical next steps necessary for success on 

the path to long-term recovery, and suggested solutions to address these gaps in treatment, 

which largely included leaving inpatient detox with a plan in place to access follow-up care. 

Patients highlighted the difficulty of being able to navigate the process of finding a clinic 

and getting an appointment when they lacked phones or other modes of communication. 

They also described the need for help with scheduling appointments and communicating 

with the follow-up care team.

“I feel like if they had it set up for me, the detox, when I was leaving, then it, 

you know, worked okay. I'd go to my appointment and follow up. If I didn't, then I 

wouldn't end up going, you know. Be too many roadblocks. I wouldn't know where 

to go. Yeah, I think that's pretty, yeah, that's it. Yeah. 'Cause if it's-if it wasn't, then 

like you said it would just be too hard or too overwhelming, you know, to do it 

myself. Or I wouldn't have a phone or, you know, I wouldn't exactly know where 

to.”

(50-year-old, White female)

DAVID et al. Page 9

J Subst Abuse Treat. Author manuscript; available in PMC 2023 November 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



3. Additional case managers and more time available with them could help with 
continuity of care.: Some participants suggested a need for more case managers to facilitate 

continuity with care postdetox. They also noted that what was important was not only the 

number of support staff, but also the amount of time that participants were able to spend 

with case managers.

“So, there should be more case managers who we can all, you know, have equal 

amounts of time to talk to, you know what I'm saying?”

(57-year-old, Black male)

4. Some participants thought that low-barrier access to substance use treatment, 
including MOUD, with same-day and walk-in clinic visits, can improve access to long-
term treatment.: Participants shared that having access to a walk-in clinic where they could 

be connected to same-day care for substance use is an important option that could provide an 

additional linkage to long-term treatment. One participant specifically referenced a nearby 

bridge clinic where patients can walk in and receive same-day treatment for SUD, including 

access to MOUD such as buprenorphine and naltrexone or referral to methadone treatment 

programs.

“I mean luckily, like, being in Boston where we are, like, you know, we got Paths 

[a walk-in drug treatment clinic] right around the corner. You can go there, that's 

great.”

(35-year-old, White male)

In addition, a participant shared the sense of relief that he experienced after knowing that he 

had a plan for MOUD after leaving detox.

“Yeah, like, just being able to leave and have, like, a suboxone program set up. 

Like, now I have the shot set up so when I leave, I’m going to have the shot set up 

in the day program, so I feel a lot more safe leaving here knowing that I have that 

stuff set up…And I just feel more hopeful of not just being thrown out there, like, 

just leaving with nothing.”

(32-year-old, Black female)

Another participant shared his difficulty with accessing treatment for OUD despite multiple 

encounters with the current recovery system to assist individuals seeking treatment. This 

example illustrates the need for additional care coordination.

“Many of times I went to seven some odd halfway houses and holdings and 

I've done the whole nine and then, so now I'm on maintenance [methadone 

maintenance].”

(34-year-old, Latinx female)

While some participants expressed enthusiasm for MOUD, others shared their skepticism 

about these treatments, which they perceived as developing a dependence to another 

substance.
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“So, I don’t feel like you should. And I don’t knock anybody for being on, like, 

you know what I mean, stuff like that, like … Suboxone, Methadone, all that stuff, 

‘cause if that keeps them away from drugs then that’s fine. But I still think that’s 

just a ball and chain on your ankle that just somewhere down the line you gotta 

kick that too.”

(27-year-old, White female)

5. Assistance with securing stable housing would allow individuals to focus on 
recovery from substance use.: Some participants identified safe and stable housing as 

an important factor for success and discussed using treatment as a means to getting help with 

housing instability.

“So, like, I would take pride in, like, where I’m, like…you know, I’m not living on 

the street, so I said, “Okay, I guess that’s where I want to go.”

(29-year-old, White male)

“And like the first time I couldn’t get a bed at the detox when I went to it, so I went 

right, I didn't even use, I went right to another detox. And then, it was actually on 

the state line, and then they got me into a halfway house down in Newberry called 

the Link House, so I stayed there for a while. And I did good down there.”

(38-year-old, White male)

4. Discussion

We found that individuals with substance use who utilized short-term inpatient medically 

managed withdrawal programs (detox) as part of their recovery process identified lack 

of care continuity and limited support services as major barriers when transitioning to 

outpatient treatment. Many participants were not linked with appropriate outpatient care 

after discharge. For individuals with opioid use, this gap limited access to further treatment 

with medications. As a result of limited available time with case managers, who are tasked 

with helping with this transition, many participants encountered multiple barriers when 

navigating the options for outpatient care after detox. The lack of support often hindered 

their follow-up care, leading to patients cycling through short-term detox after episodes of 

relapse. When patients were at a detox program, they noted that the limited time spent was 

not long enough to continue on the path to recovery upon discharge and participants noted 

that they often did not have options from which to select a treatment path that would best 

serve their recovery. Finally, participants noted that lack of stable housing was a critical 

barrier to continuing on a path to recovery. Some participants felt that without stable housing 

upon completion of detox, they were left to return to unstable environments that could serve 

as triggers for their substance use. The current findings are important because detox is often 

the first step taken by individuals who are interested in the recovery process. The study 

identifies some of the barriers associated with long-term recovery after detox and provides 

some solutions directly proposed by patients.

To our knowledge, only one other qualitative study has evaluated barriers faced by 

individuals with opioid use when accessing treatment after inpatient detox (Timko et al., 
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2016). Our findings are in line with this prior study; however, it also adds to the previous 

literature by identifying potential solutions to these barriers from patients’ perspective. 

Participants voiced the need for additional support in the recovery process, starting with 

increased access to case managers at the detox facility. Case managers can help to connect 

patients to outside clinicians to improve continuity of care when transitioning from detox to 

long-term outpatient treatment. Prior studies have shown that case managers and other health 

care professionals such as patient navigators could be important partners in bridging the 

gap between clinical settings and life in the community (Drainoni et al., 2014). To increase 

the effectiveness of time spent with case managers, case managers need to be especially 

well versed in options for MOUD and the specifics of linkage to outpatient treatment. Other 

solutions that participants proposed included increased access to low-barrier treatment, such 

as walk-in clinics, and increased assistance with housing resources.

Some of the solutions that participants suggested are in line with proposals developed 

by policymakers, including the US Department of Health and Human Services’s (HHS) 

plan to address the opioid overdose epidemic. For example, the HHS plan relies on 4 

main pillars, including primary prevention, harm reduction, evidence-based treatment, and 

recovery support services. Within this framework, recovery support services include peer 

support, employment, and housing services. Participants in the current study underscored the 

importance of housing services and the need to improve recovery support services currently 

in place, such as case management. Nevertheless, study participants suggested solutions that 

are not currently integrated into the HHS plan, namely the need for same-day and walk-in 

clinics to improve care. Such an addition would greatly enhance the care provided, as it 

would expedite access to evidence-based measures such as MOUD.

Prior studies have shown that detox is frequently used as part of the recovery process, but 

without further treatment the relapse rate is high (Broers et al., 2000; Strang et al., 2003). A 

recent study found that 61% of all inpatient detoxification admissions result in readmission 

sometime in the future (Morgan et al., 2020), highlighting that many individuals with 

substance use are not successfully connected to services for further treatment options after 

completing detox (Williams et al., 2018). In addition, studies have shown that individuals 

with OUD are at increased risk for death after completing inpatient detox due to loss of 

tolerance (Strang et al., 2003), while initiation of MOUD has been shown overall to decrease 

fatal overdoses (Savinkina et al., 2022; Wakeman et al., 2020). In the current study, although 

participants with opioid use discussed the positive impact of a low-barrier access bridge 

clinic that provides same-day access to MOUD after detox, participants engaged in limited 

discussion about the need to initiate MOUD directly upon discharge or while at detox.

Research has proposed that inpatient detox may be more effective as a venue for 

implementing access to further substance use treatment in addition to managing the 

acute symptoms of withdrawal, including initiation of MOUD for individuals with opioid 

use (Friedmann & Suzuki, 2017; Williams et al., 2019). Previous research has shown 

benefits to initiating MOUD in other hospital settings such as the emergency department 

where initiation of buprenorphine/naloxone significantly increased engagement in outpatient 

addiction treatment and reduced self-reported opioid use (D’Onofrio et al., 2015).
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In the current study, patients frequently discussed the limited time spent at inpatient detox as 

a barrier to managing their recovery. Using inpatient detox as a starting point for treatment, 

beyond just managing symptoms of withdrawal, could provide patients with ways to aid 

their recovery process upon discharge. This approach would also contribute to efforts to 

increase access to low-barrier treatment (Jakubowski & Fox, 2020; Wiercigroch et al., 

2020), a solution that participants in the current study proposed as a way to redirect limited 

resources toward measures that research has shown to be effective (Wakeman et al., 2020).

The limited discussion regarding initiation of MOUD was in contrast to the many 

participants who noted the lack of treatment beds at detox centers as a barrier to accessing 

treatment. It seems many participants perceived treatment for substance use as being able 

to have access to a detox bed; however, evidence-based medication can be initiated in 

the outpatient setting, does not require access to a detox bed, and may actually be more 

beneficial if initiated in the outpatient setting. A recent study evaluated the comparative 

effectiveness of outpatient treatment with MOUD versus inpatient care. The study found that 

when compared to the inpatient setting, starting MOUD outpatient was associated with a 

lower rate of overdoses and hospitalizations one year after initiation (Morgan et al., 2020). 

Based on participants’ discussion, a large advantage of inpatient detox facilities may be 

that they provide additional resources to the unstably housed (e.g., temporary shelter) and 

thus address social determinants of health. For other patients who have stable housing, an 

inpatient setting might not be necessary, as evidence-based MOUD can be initiated as an 

outpatient. Given the widespread use of detox as part of patients’ recovery journey, however, 

MOUD could be initiated in these settings, as the literature has suggested (Friedmann & 

Suzuki, 2017). Currently the majority of inpatient detox programs do not offer MOUD 

(Mojtabai et al., 2019). Although patients described the need for options when choosing the 

appropriate treatment path, they put limited emphasis on the need to make these choices 

while at detox or directly upon discharge when the initiation of MOUD would have the 

largest benefit. The Information-Motivation-Behavioral skills theoretical model requires 

individuals to acquire accurate information before making behavioral change; however, 

based on the current study it appears that individuals are lacking information regarding 

evidence-based treatment options for substance use.

We learned from examining patients’ perspectives that structural problems present important 

barriers but do not explain the totality of the challenges that patients face on discharge from 

detox. Patients’ concerns about having options for the recovery process, finding the right 

treatment fit, and addressing housing instability offer important new information and provide 

new avenues to explore in the effort to increase the likelihood of transition to definitive 

treatment after detox discharge.

This study is not without limitations. The study took place at a single site, which may limit 

generalizability of the findings. Additionally, the majority of the participants interviewed for 

the study were White males, which reflects the racial/ethnic distribution of opioid use during 

the opioid epidemic, but also may limit the generalizability of the findings. In addition, we 

recruited only participants who were fluent in English, thus limiting the generalizability to 

non-English speaking individuals. Nonetheless this study makes important contributions to 

the literature by providing solutions for accessing care that patients at a detox proposed. 
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In addition, our approach provides a useful strategy for detox centers seeking a strategy to 

include patients’ voices in planning.

In conclusion, individuals interviewed while undergoing inpatient detox reported a lack of 

continuity of care after completing the program. They proposed solutions to this lack of 

continuity, including access to low-barrier treatment and additional assistance from case 

managers to help with the transition to long-term care. Among individuals with opioid 

use, MOUD was rarely mentioned as part of the solution, which shows that access to this 

key dimension of treatment for opioid use may be limited in settings that are most often 

used by patients on their recovery journey. Providing increased access to treatment will 

necessitate a multimodal approach, with attention to low-barrier access to evidence-based 

treatment and additional resources to address housing, while customizing care to meet a 

patient’s individualized needs. For individuals with opioid use, the approach should include 

emphasis on starting treatment with MOUD while in detox or directly upon discharge. 

To assist individuals in their recovery process, next steps should focus on: 1) providing 

individuals with information on the benefits of initiating treatment for OUD while at detox 

and the ability to initiate treatment at that time if they chose; (2) creating more and 

better pathways of access to evidence-based medications for substance use; (3) adding a 

navigation component to assist with bridging from detox to sustainable treatment, likely 

involving case managers at inpatient detox facilities; and 4) scheduling short interval follow-

ups prior to discharge. Future studies should continue to explore solutions for increasing 

access to treatment after inpatient detox, with an additional focus on non-English speaking 

populations.
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HIGHLIGHTS

• Patients report care lack of continuity as a major barrier to substance use 

treatment

• Patients would like assistance with establishing continuity of care after detox

• Patients want increased low-barrier access to medication treatment for OUD 

(MOUD)

• Patients equate treatment with residential detox, overlooking the potential of 

MOUD

• Increasing treatment will also necessitate addressing housing instability
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Table 1

Demographics and reported substance use behaviors for patients (n=24) interviewed at a drug detoxification 

center

Demographics n (%)

Gender

  Male 13 (54)

  Female 11 (46)

Race/ethnicity

  White 16 (67)

  Black or African American 3 (13)

  Latinx 2 (8)

  Native Hawaiian/Pacific Islander 1 (4)

  Other
a 2 (8)

Education

  Some college 8 (33)

  Completed high school or GED
b 11 (46)

  Some high school 5 (21)

Employment

  Unemployed 14 (58)

  Employed full-time (30+ hours per week) 4 (17)

  Employed part-time (<30 hours per week) 2 (8)

  Disabled 4 (17)

Housing status (past 6 months)

  House or apartment 7 (29)

  Street 7 (29)

  Overnight shelter 4 (17)

  Friend or relative’s home 3 (13)

  Residential treatment facility 3 (13)

Substance Use Behaviors n (%)

Drug use (past 3 months), categories are not mutually exclusive

  Crack 18 (75)

  Marijuana 17 (71)

  Heroin 16 (67)

  Alcohol 16 (67)

  Cocaine 16 (67)

  Sedatives 12 (50)

  Crystal methamphetamine 7 (29)

  Prescribed painkillers 7 (29)

  Street methadone 3 (13)
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  Non-prescribed buprenorphine 2 (8)

  Non-prescribed benzodiazepine 2 (8)

  Non-prescribed alprazolam 1 (4)

  Non-prescribed methamphetamine 1 (4)

Frequency of drug injection (past 6 months)

  Everyday 11 (46)

  2 to 6 days a week 1 (4)

  Less than once a month 1 (4)

  Not injected in the past month 4 (17)

  Never injected in lifetime 7 (29)

a
Lebanese, Black/Middle Eastern

b
GED: graduate equivalency degree
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