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Abstract

Without aftercare treatment, the period following discharge from short-term inpatient
detoxification for opioid dependence presents a high risk of relapse. Yet the role of patient
preference in treatment selection is rarely discussed in the substance-abuse literature. We surveyed
485 persons initiating inpatient opioid detoxification who were predominantly male (71.3%) and
had detoxed in the past (73.2%). When asked to choose the one treatment that would work best for
them after discharge, 43% of participants selected medication assisted treatment (MAT), 29%
preferred residential, 12% selected drug-free counseling, 12% NA/AA meetings only, and 4%
preferred no additional treatment. Residential treatment preference was significantly associated
with homelessness, having been in a detox program within the past year, and having pending legal
problems, indicating that there is a distinct profile of detox patients who prefer residential
treatment despite its limited availability. Detox program staff should work with patients to
understand reasons for treatment preferences to optimize aftercare services.
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1.0 INTRODUCTION

In 2012, 2.1 million people in the U.S. met criteria for past-year abuse or dependence of
prescription pain relievers, and half a million people met criteria for heroin use disorders
(Substance Abuse and Mental Health Services Administration, 2013). State and local
legislation and interventions have targeted prescription drug abuse (Franklin, et al., 2012;
Reifler, et al., 2012), yet opioid use disorder is now the largest illicit-drug related contributor
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to the global burden of disease, related to accidental or purposeful overdoses (Degenhardt, et
al., 2011), and, when injected, the increased risk for HIV and hepatitis C transmission
(Degenhardt, et al., 2013). Opioid dependence is believed to cause long-term changes in
dopaminergic, opioidergic, and stress responsive pathways in the brain that persist long after
cessation of use, suggesting the need for prolonged treatment to prevent relapse (Bart, 2012;
World Health Organization, 2009).

Inpatient detoxification programs, or managed withdrawal, offers a short-term environment
where abstinence can begin for persons with opioid dependence (Carrier, et al., 2011; Mark,
Dilonardo, Chalk, & Coffey, 2002; Substance Abuse and Mental Health Services
Administration, 2004). However, there is consensus that detoxification alone is insufficient
(World Health Organization, 2009), with most patients relapsing following detoxification
(Amato, et al., 2013; Teesson, Havard, Ross, & Darke, 2006). Studies have shown only 20—
30% of patients remain abstinent from heroin in the month after detoxification (Broers,
Giner, Dumont, & Mino, 2000; Chutuape, Jasinski, Fingerhood, & Stitzer, 2001; Mark,
Dilonardo, Chalk, & Coffey, 2003; Smyth, Barry, Keenan, & Ducray, 2010). To prevent
relapse, inpatient detoxification programs recommend referral to extended substance use
treatment (Bart, 2012; Tuten, Jones, Lertch, & Stitzer, 2007). Options for the next phase of
treatment include medication-assisted treatments (MAT) including methadone,
buprenorphine, and naltrexone (all of which often include supplementary 12-step meetings
or outpatient counseling), intensive supportive counseling, and residential treatment, which
may or may not include medication provision (Volkow, Frieden, Hyde, & Cha, 2014).

One study reported that 63% of opioid dependent persons wanted medication-assisted
treatment (MAT) after detoxification and this desire increased with higher perceived relapse
risk (Bailey, Herman, & Stein, 2013). Three other studies have looked at patients’ treatment
preferences in other opioid dependent populations. In a study of 104 opioid dependent
patients, only 34% believed that treatment maintenance with oral methadone,
buprenorphine, or drug-free rehabilitation would be superior to detoxification alone in
preventing heroin use (Luty, 2004). In a second study, patient preference for buprenorphine
or methadone among outpatients seeking pharmacotherapy correlated with actual receipt of
those medications (Ridge, Gossop, Lintzeris, Witton, & Strang, 2009). Finally, when
patients were permitted to choose between in-home versus office-based induction of
buprenorphine, outcomes improved (Cunningham, et al., 2011; Sohler, et al., 2010). None of
these studies evaluated patients during inpatient detoxification, when aftercare planning is
critical, and all were performed before injectable naltrexone was widely available.

Better understanding of patient preference can help guide treatment providers to appropriate
plan of care recommendations, and to anticipate the obstacles patients face when they
attempt to follow through with treatment options they report preferring. The purpose of this
study was to investigate factors that influence detox patients’ perceptions of the best
aftercare option. We hypothesized that greater prior experience with detox and homelessness
would predict a preference for residential treatment, while higher perception of relapse risk
would be associated with MAT preference.
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2.0 METHODS

2.1 Recruitment

Between December 2013 and August 2014, consecutive persons seeking opioid
detoxification were approached within the first 24 hours of admission to Stanley Street
Treatment Addiction and Recovery, Inc. (SSTAR) in Fall River, Massachusetts [a
community that is 87% non-Latino White, 23% below the poverty level, twice the state
average (U.S. Census Bureau, 2013)] to participate in a survey research study. SSTAR’s
program, one of the largest in Southeastern New England, has 38 beds and is a 24-hour
medically supervised treatment facility that provides evaluation and withdrawal
management with a mean length-of-stay of 5.9 days using a methadone taper protocol (as
well as individual and group counseling and case management).

Of 613 patients admitted to SSTAR during the recruitment period, 98 sought alcohol
detoxification and were not eligible for this study; 515 were opioid users who were 18 years
or older, English-speaking, and able to provide verbal informed consent as approved by the
Butler Hospital Institutional Review Board. Thirty refused study participation or were
discharged before staff could interview them. The remaining 485 persons completed a face-
to-face interview and were not incentivized. All surveys were administered by non-treating
research staff and required approximately 15 minutes.

2.2 Measures

We dichotomized the self-reported primary drug for which the participant sought
detoxification as heroin use vs. prescription opioids. Other sample descriptors included age,
gender, race/ethnicity, health insurance (none vs. public or private) employment (part or
full-time vs. unemployed), homelessness (any nights on street or in a shelter in the prior 90
days), years of education, and interview time of year (May through August vs. other). We
assessed “What is your legal status?” with response options: none, on probation, on parole,
on pretrial release. Regarding previous experience with opioid treatment, we asked if
participants had ever been in opioid detox in the past, and if so, when they had ever had
methadone or buprenorphine MAT. Recent cocaine and benzodiazepine use was assessed
with the question, “In the last 30 days ago, how many days did you use cocaine/
benzodiazepines?” Alcohol use was assessed by “In the last 30 days ago, how many days
did you drink alcohol?” and “On the days that you drank alcohol, how many drinks did you
have?” Hazardous drinking was defined as > 7 drinks/week for females or > 14 drinks/week
for males (National Institute on Alcohol Abuse and Alcoholism, 2005). Psychiatric distress
was measured with the 6-item validated version of the Symptom Checklist 90 [SCL-90
(Rosen, et al., 2000)]. Participants were asked if they had attended an outpatient primary
care visit in the past year. Finally, participants were asked about their perceived risk of
relapse with the question, “What is the chance that you will return to drug use in the next
week on a scale from zero (no chance) to 100 (will definitely use)?” (Bailey, et al., 2013).

To assess aftercare treatment preference, we asked participants, “If you had unlimited
treatment options, and all were free, which one would work best for you when you leave
here?” Response options included: “I’m not interested in more treatment after | leave
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detox,” “Residential treatment,” “Sober house or halfway house,” “Buprenorphine,”
“Methadone,” “Vivitrol shots,” “Outpatient counseling by a mental health or substance
abuse counselor which has no medication,” “NA/AA meetings only.” We defined residential
treatment as selecting either “Residential treatment,” or “Sober house or halfway house.”

2.3 Analytical Methods

We present descriptive statistics to summarize the sample characteristics and to describe
differences based on treatment preferences. F-tests and y2-tests are reported as omnibus tests
for between group differences. We used the Holm-Bonferroni method (Holm, 1979) to
perform pairwise comparisons between residential, medical, and outpatient treatment
preference groups. This method uses a sequential procedure to control the family-wise error
rate. With a familywise error rate of .05, the p-values for rejecting the null hypothesis for 3
comparisons are .017, .025, and .05. This method is less conservative than the Bonferroni
and preserves the family-wise error rate even when the omnibus test is not significant. The
p-values were estimated by multinomial logistic regression for comparisons across
categorical variables.

3.0 RESULTS

Participants averaged 32.1 (+ 8.7) years of age, 323 (66.6%) were male, 407 (83.9%) were
non-Latino White, 12 (2.5%) were African American, 45 (9.3%) were Latino, and 21 (4.3%)
were of other racial or ethnic origins (Table 1) Ethnicity was dichotomized to contrast non-
Latino Whites to all other ethnic groups in statistical comparisons. Mean years of education
was 11.8 (+ 1.8), 60 (12.4%) were employed either part- or full-time, and 54 (11.1%) were
homeless, and 180 (37.1%) of interviews were conducted during May through August.
About 84.5% reported that heroin was the drug from which they were currently detoxing;
207 (42.7%) reported recent (past 30-days) use of benzodiazepines, 189 (39.0%) had used
cocaine, and 108 (22.3%) reported hazardous use of alcohol. Two hundred-twenty
participants (45.4%) had prior buprenorphine treatment and 38.1% reported prior methadone
maintenance treatment. On a scale of 0% to 100%, participants said their mean chance of
relapse within the first week of release from detox was 62.6% (+ 37.9). One hundred forty
(28.9%) reported a preference for residential treatment, 206 (42.5%) for opiate agonist
treatment, and 139 (28.7%) for outpatient treatment. Descriptive statistics for other variables
used in statistical comparisons are also reported in Table 1.

Based on the Holm-Bonferroni corrected p-values for multiple comparisons, persons who
preferred residential treatment (19.3%) were significantly more likely to be homeless than
those preferring either opiate agonist (7.8%) or outpatient (7.9%) treatment (Table 1).
Persons preferring either medical (30.6%) or outpatient (32.4%) treatment were significantly
more likely to report no prior detox experience. Those preferring residential treatment
(52.4%) were more likely than those preferring medical treatment (38.8%) to report recent
detox experience; though differences were not statistically significant those preferring
outpatient treatment (33.1%) had the lowest observed rates of recent detox. Compared to
persons preferring medical treatment (90.3%), those who preferred residential treatment
(81.4%) were significantly less likely to have health insurance. Legal problems were
significantly more prevalent among persons preferring residential treatment (47.1%) than
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those preferring either medical (22.3%) or outpatient (24.5%) treatment. The prevalence of
hazardous alcohol use was also significantly higher among those preferring residential
treatment (30.0%) than among those preferring medical treatment (18.5%). Persons
preferring residential 68.6 (+ 68.6) and medical 64.0 (+ 35.9) had significantly higher mean
perceived relapse risk than those preferring outpatient 54.5 (+ 39.8) treatment. Positing that
the association between homelessness and preference may reflect seasonal variation in
weather, we conducted an auxiliary analysis testing the season by homeless interaction and
found no evidence that the association between being homeless and treatment preference
varied by season (p=.58).

4.0 DISCUSSION

Inpatient detoxification is the initial step to sustained abstinence for many opioid dependent
persons. Care following detoxification depends on patient preferences for further treatment.
We found that the vast majority of patients were interested in additional treatment following
detox. When asked, in the first days of detox, to select the single treatment they believed
would be best for them following discharge, only 43% selected medication-assisted
treatment, the treatment with the most evidence in the literature to support its efficacy
(Amato, Minozzi, Davoli, & Vecchi, 2011; Bart, 2012; Krupitsky, et al., 2011; Mattick,
Breen, Kimber, & Davoli, 2014). Nearly 30% of participants were interested in entering a
long-term residential facility after discharge, and approximately 30% were interested only in
counseling, either formal, or informal, via 12 step group participation. Our finding that
different types of patients have different preferences for different types of treatment after
short-term detox has clinical implications for post-discharge planning.

At 43%, medication treatment was the most popular aftercare option. Such treatment has the
greatest empirical support and may be attractive to opioid users who prefer to continue to
live at home, in the community, and maintain employment. These results confirm our
finding in an earlier paper (Bailey, et al., 2013), which indicated that higher perceived risk
of relapse was associated with a treatment preference for MAT over counseling alone.
Similarly, in this study, higher perceived relapse risk was also associated with a residential
treatment preference over outpatient treatment.

Our results suggest that the group that prefers residential treatment has the most distinct
characteristics, reflecting a high need of social services. Our sample had high rates of
ongoing legal issues (30%), recent homelessness (11%), and lack of medical insurance
(19%), which were associated with a preference for residential treatment. These findings are
consistent with reports from programs in the Clinical Trial Network’s diverse treatment
organization network where long-term residential treatment programs (often defined as 30
days or longer) reported the highest rates of these same co-occurring conditions among their
participants compared to outpatient treatment options (McCarty, et al., 2008). Residential
facilities are heterogeneous, with differences in counselor staffing and resources, the degree
of supervision, the availability of skills and vocational training, the provision of medication
assistance, 12-step facilitation group presence, and the theoretical approach offered. Because
of the heterogeneity in services, and our belief that any residential setting may at least in part
mitigate the ready availability of drugs and exposure to drug cues that contribute to relapse
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(McKay, Rutherford, Alterman, Cacciola, & Kaplan, 1995; Orford, 2001; Simpson, Joe, &
Brown, 1997; Wang, et al., 1999), we combined “residential treatment” and “halfway or
sober house” in our analysis. We are aware that there may be a subgroup of opioid
dependent respondents who perceive the need for the major rehabilitative effort that
therapeutic communities can provide, and another subgroup that may simply want the
protected living situation of less structured residential settings. There is no evidence,
however, that residential treatment is better than safe housing without treatment.

There is limited data regarding the efficacy of residential long-term treatment programs
using experimental study designs. A single 3-arm, randomized trial of 12 weeks of recovery
housing (RH) plus reinforcement-based treatment (RBT) vs. RH alone vs. usual care
following opioid detoxification found that abstinence rates from cocaine and opioids at 3
months was highest for RH + RBT (50%), followed by RH (37%) and usual care (13%),
suggesting that in the short term, recovery housing is superior to usual care (Tuten, Defulio,
Jones, & Stitzer, 2012). We are unaware of any randomized clinical trials comparing long-
term residential drug treatment program to other treatment options, such as MAT. The
prospective observational studies that compare these two options have conflicting results,
with some finding no differences in abstinence rates [e.g., (Teesson, Ross, et al., 2006)], and
some finding the MAT to be superior (Conner, Hampton, Hunter, & Urada, 2011). Both
American and British national outcome studies have provided evidence of important clinical
improvements among clients treated in residential programs (Gossop, Marsden, Stewart, &
Rolfe, 1999; Hubbard, et al., 1989; Simpson & Sells, 1982). Hubbard et al., (Hubbard,
Craddock, & Anderson, 2003), using DATOS data of opioid dependent persons,
demonstrated that long term residential had better odds for reducing cocaine use and illegal
activity, and increasing employment compared to outpatient drug free or outpatient
methadone over a 5 year follow-up.

Detox counselors, in the context of individual and group treatment, may influence client
interest in a particular type of aftercare treatment, but as our study interview was performed
on the first day of detox, patient preferences were unlikely to be informed by any therapeutic
alliance or social desirability bias, nor would responses to this survey influence detox
treatment. However, those participants who recently completed another short-term detox
(41% had in the past year) also preferred residential treatment; the current re-admission
might have interested them in longer, stable treatment options. In other countries, residential
treatment has tended to be reserved for individuals who have tried but have been
unsuccessful in the community, or whose problems are too complex or too severe to be
safely managed in the community (Gossop, 1995). Multiple recent admissions to detox
suggest a high present risk of relapse, suggesting the difficulties of linking detoxification to
long-term treatment (Haley, Dugosh, & Lynch, 2011; Mattick & Hall, 1996). The principle
of ‘stepped care’, which refers to the strategy of offering the least intensive level of care that
meets treatment objectives (Mee-Lee & Shulman, 2009; National Collaborating Centre for
Mental Health, 2008) has had only modest empirical support, and accepted criteria for such
a systematic matching are lacking (Ghodse, 2010). Some literature on placement matching
suggests interaction between setting, addiction severity, and treatment outcome, such that
individuals with higher severity would have better outcomes when treated in a residential
rather than in a community program (Drummond, 2009; Tiet, llgen, Byrnes, Harris, &
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Finney, 2007). Even if residential treatment was found to be more effective than outpatient
care for those with high problem severity, it may be less cost-effective (French, et al., 2000).
With its fading economic viability, and requirement of state funding, residential treatment’s
availability for our study participants is limited.

Our study had limitations. First, we relied on self-report of treatment histories, and we did
not have data on whether participants had been in residential treatment in the past. Second,
our sample was limited to individuals seeking short-term inpatient opioid detoxification.
Although detox is necessary to be considered for residential treatment in most communities
(Specka, Buchholz, Kuhlmann, Rist, & Scherbaum, 2011), and thus a short-term inpatient
stay may be sought by patients as the means to get a residential treatment bed, individuals
who prefer MAT may enter directly into methadone or buprenorphine maintenance
programs from the community, and therefore our reported percentage of opioid dependent
persons who prefer residential treatment is not generalizable to all opioid dependent persons.
Nonetheless, the majority of participants had past experience with medication-assisted
treatments, so there is clearly movement across treatment modalities. Third, we recruited
participants from only one location and our sample was primarily Non-Latino White (Wu, et
al., 2010). Fourth, treatment preferences were enunciated in the first 24 hours of detox, and
preferences might change later in treatment. Fifth, we do not have qualitative data to
understand what exactly participants had in mind when stating a preference for “residential
treatment” and what they believe that treatment entails. Do they believe this is simply a form
of stable housing (Kertesz, Crouch, Milby, Cusimano, & Schumacher, 2009), or do they
believe intensive support is provided? Sixth, the treatment preference question -- “If you had
unlimited treatment options, and all were free, which one would work best for you when you
leave here?” — purposely did not take into account the issue of treatment access; residential
beds are scarce in most communities and treatment may not be covered by insurance
(French, et al., 2000). We did not evaluate cost, previous treatment experiences, provider
availability, and transportation, factors that can influence treatment preference. Our
treatment preference question was based on a forced choice of a best option, but there is
notable overlap between some treatments. For instance, NA/AA participation is not
necessarily mutually exclusive with either residential treatment or MAT (although perhaps
less philosophically compatible with MAT). Finally, we do not know if persons in fact
entered their preferred treatment after detox discharge and capacity limits within our
treatment system, not to mention other societal constraints (affordable housing, access to
medical care, etc.) affect treatment entry.

5.0 CONCLUSIONS

The “revolving door” of serial detoxification admissions results in part from the ineffective
linkage of patients to aftercare (Amato, Davoli, Ferri, Gowing, & Perucci, 2004; Mark, et
al., 2003), often due to patient decision-making about the perceived need for additional
therapy, and in part due to the limited availability of some treatment services and the overall
capacity of the treatment system (Carrier, et al., 2011; Lundgren, Sullivan, & Amodeo,
2006; U.S. Department of Health and Human Services, 1995). In some instances, short-term
opioid detoxification has been fully integrated into the first phase of long-term residential
treatment (Collins, Horton, Reinke, Amass, & Nunes, 2007), eliminating the need for

J Subst Abuse Treat. Author manuscript; available in PMC 2016 December 01.



1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Stein et al.

Page 8

linkage from a free-standing detox facility, but in most cases maintenance treatment remains
a matter of self-selection for persons leaving detoxification.

There is a growing interest in involving patients with chronic diseases in all aspects of their
treatment (Battersby, et al., 2010; Coleman, Austin, Brach, & Wagner, 2009), and disease
management models have been described in the treatment of hypertension, diabetes,
depression (Coleman, et al., 2009), and alcoholism (Watkins, Pincus, Tanielian, & Lloyd,
2003). Enlisting opioid dependent individuals who seek detox in aftercare planning begins
with emphasizing the chronic course of addiction, providing data regarding the full array of
therapeutic options, and making clear that a patient’s first treatment preference may not
always be available but that alternative strategies may be beneficial. We know from other
work that opioid users entering detox are concerned most about their drug use, but also have
other serious life concerns related to economics, relationship problems, and mental health
issues (Stein, Anderson, Thurmond, & Bailey, 2015). Finding an acceptable treatment
option and transitioning each patient seamlessly to aftercare remains the immediate clinical
concern of detox staff given the extremely high rate of relapse in this population. Expanding
the treatment system is one way to combat the epidemic of opioid abuse and the burdens of
overdose, HIV, and HCV.
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« Inopioid detoxification patients, 96% desired some form of aftercare treatment
o 43% selected medication-assisted treatment and 29% selected residential

» Residential preference associated with homelessness, past year detox, legal

problems

HIGHLIGHTS
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