Ohio’s response to drug addiction is not built around a single doorway. It is designed, at least in law and in
practice, as a continuum. That distinction matters. People do not all arrive at treatment with the same level of
medical risk, family support, mental health symptoms, housing stability, or readiness to change. A person using
opioids daily and at risk of severe withdrawal may need a very different first step than someone who has

completed residential care and is trying to rebuild a routine while attending outpatient therapy.

The state’s framework recognizes that reality. Ohio law requires a community-based continuum of care for opioid
and co-occurring drug addiction, including detoxification services, outpatient treatment, medication-assisted
treatment, peer support, residential services, recovery housing, and multiple pathways to recovery. In plain terms,
the goal is not merely to interrupt substance use for a few days. The goal is to give people a sequence of

supports that can match where they are clinically and practically.

OARRS, Ohio’s prescription drug monitoring program, fits into that larger picture. It is not a treatment program,
and it does not replace clinical judgment. It is a statewide electronic database for controlled-substance
dispensing information. Prescribers and pharmacists use it to support safer prescribing decisions and to identify
situations where a person may be at risk for substance use disorder or medication-related harm. When used well,
OARRS can help start a difficult but necessary conversation earlier, before a crisis becomes the only point of entry

into care.

Why the continuum of care matters in drug addiction treatment

Drug addiction treatment works best when it is matched to the person, not forced into a preset mold. Anyone
who has worked around treatment settings for long understands that two people may share the same diagnosis
and still need different levels of care. One may have a stable home, supportive family, and the ability to attend
intensive outpatient services several days a week. Another may be cycling through withdrawal, depression, unsafe
housing, and repeated relapse after short treatment attempts. Treating those situations as interchangeable

usually leads to frustration for patients and providers alike.

Ohio’s required 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. That range is important because drug addiction can affect the body, mood,
decision-making, relationships, sleep, work, and legal stability at the same time. A narrow response often misses

part of the problem.

Detoxification, for example, can be essential when withdrawal creates medical risk or intense discomfort. But
detox alone is rarely enough. A person may leave detox physically clearer yet still return to the same cravings,
triggers, untreated trauma, anxiety, depression, or social environment that fueled use before admission.
Outpatient treatment may then become the next appropriate step. For others, residential care provides needed
separation from daily triggers and a more structured therapeutic setting. Recovery housing may help bridge the

gap between treatment and independent living.

The word “continuum” can sound administrative, but in practice it means fewer cliff edges. A person should not
be left to figure out the next step alone after one level of care ends. Good treatment planning pays attention to
transitions. The handoff from detox to residential care, from residential care to outpatient services, or from

outpatient services to peer support can make the difference between momentum and drift.

The role of certified treatment providers in Ohio



Ohio treatment providers that deliver substance use disorder treatment must be certified by the Ohio
Department of Mental Health and Addiction Services under state law. Certification is not a decorative detail. It
helps establish a baseline expectation that providers are operating under state standards for substance use
disorder care.

For families searching during a crisis, this point is practical. When someone is sick, frightened, or finally willing to
accept help, the search for treatment can become urgent. People often type a few words into a search bar, call
the first number they see, and hope for the best. Urgency is understandable, but it should not erase basic due
diligence. A provider's certification status, levels of care, clinical services, and ability to address co-occurring

mental health needs all matter.

Certification does not mean every program is identical or that every program is right for every patient. Treatment
centers vary in clinical philosophy, setting, staffing model, therapies offered, and the types of patients they are
best equipped to serve. Some programs focus heavily on outpatient care. Others offer residential treatment.
Some provide medication-assisted treatment, while others coordinate it differently. The right question is not
simply, “Is there an open bed?” The better question is, “Does this level of care fit the person’s current clinical

needs, risks, and recovery goals?”

That is not always easy to answer from the outside. A professional assessment can clarify whether someone
needs detox, residential treatment, intensive outpatient care, standard outpatient treatment, peer support,
recovery housing, or a combination over time. In many cases, the first recommendation is not the last. Treatment
plans should change as the person stabilizes, gains insight, encounters setbacks, or develops stronger recovery

supports.

OARRS in plain language

OARRS stands for Ohio Automated Rx Reporting System. It is Ohio’s statewide electronic database that collects
controlled-substance dispensing information. The system is used to support safe prescribing and to help connect

people at risk of substance use disorder with appropriate resources.

The most common misunderstanding about OARRS is that it is a punishment tool. Its better purpose is clinical
safety. Controlled substances can carry real risks, especially when multiple prescribers, overlapping prescriptions,
high doses, or dangerous combinations are involved. A prescriber who reviews OARRS may see information that
changes a prescribing decision, prompts a closer review of a patient’s medication history, or raises concern about

possible substance use disorder.

The database can reveal patterns that no single clinician might otherwise see. A patient may not remember every
prescription, may be embarrassed to disclose certain medication use, or may not understand how one
medication interacts with another. A pharmacist may notice concerns at the point of dispensing. A physician may
identify that a patient has received controlled substances from multiple sources. These are not always signs of
addiction. They can reflect fragmented care, poor communication, pain that has not been adequately managed,
or a patient who does not understand the risks. That is why OARRS should be interpreted with care rather than
used as a blunt instrument.

At its best, OARRS gives clinicians a reason to pause and talk. That conversation can be uncomfortable. A patient
may feel accused. A provider may worry about damaging trust. The skill lies in making the discussion factual and
respectful: "l reviewed your prescription history, and I'm concerned about safety. Let's talk through what is
happening and what support would help.” That approach leaves room for honesty, clinical judgment, and
connection to drug addiction treatment when appropriate.



What OARRS can and cannot do

OARRS can support better prescribing decisions, but it cannot diagnose drug addiction by itself. A database
record does not show craving, compulsive use, withdrawal experience, trauma history, psychiatric symptoms, or
the pressures in someone’s home life. It does not explain why a person is seeking medication from more than
one source. It cannot determine whether someone is misusing medication, undertreated, confused, afraid, or

caught in a pattern they no longer control.

That limitation matters because overreaction can harm patients. A person with legitimate medical needs may be
frightened if medication is abruptly stopped without a plan. Someone with emerging addiction may disappear
from care if they feel shamed. Safe prescribing should not mean abandonment. If OARRS raises concern, the next

step should be thoughtful assessment, not a reflexive dismissal.

At the same time, ignoring concerning patterns can be dangerous. Controlled substances require careful
monitoring for a reason. When clinicians avoid difficult conversations, they may miss chances to prevent
overdose, worsening dependence, or escalation to illicit substances. OARRS helps bring hidden risk into view. The

response should be proportionate, documented, and connected to care.
A practical OARRS-informed response may include these steps:

1. Review the dispensing information carefully and confirm that it belongs to the correct patient.

2. Discuss concerns directly with the patient in a nonjudgmental way.

3. Assess for substance use disorder, withdrawal risk, mental health symptoms, and immediate safety concerns.
4. Adjust prescribing only with attention to clinical risk and continuity of care.

5. Offer or refer to appropriate drug addiction treatment resources when indicated.

Those steps sound straightforward on paper. In a busy clinic, pharmacy, or emergency setting, they require time
and professional discipline. The human side is often the hardest part. People who live with addiction frequently
carry shame already. A cold or accusatory interaction can close the door. A clear, boundaried, respectful

interaction can open it.

Medication-assisted treatment and multiple pathways to recovery

Ohio’s continuum specifically includes medication-assisted treatment, often called MAT. The phrase can be
misunderstood, as though medication is merely an add-on to “real” recovery. For many people with opioid use
disorder, medication can be a central part of evidence-informed treatment. It may reduce cravings, support
stability, and create enough physiological steadiness for therapy, work, parenting, and recovery routines to

become possible.

Medication-assisted treatment does not eliminate the need for counseling, support, accountability, or broader
life changes. It also does not look the same for everyone. Some people need intensive therapeutic services
alongside medication. Others may stabilize with outpatient care and peer support. Some may have co-occurring
mental health conditions that require integrated attention. The important point is that MAT belongs within the

continuum, not outside it.

Ohio’s recognition of multiple pathways to recovery is equally important. People recover in different ways. Some
use medication. Some rely heavily on peer support. Some engage deeply in therapy. Some benefit from
residential treatment, then step down into outpatient care. Others use recovery housing to build structure after
treatment. Recovery is not made more legitimate by being harder than necessary. The better standard is whether

the pathway is safe, clinically appropriate, sustainable, and connected to a healthier life.



Co-occurring mental health needs cannot be treated as an
afterthought

Drug addiction often travels with depression, anxiety, trauma, mood instability, grief, or chronic stress. Sometimes
substance use begins as an attempt to manage emotional pain. Sometimes mental health symptoms worsen after
addiction takes hold. Often the two become tangled enough that separating cause from effect matters less than

treating both.

Ohio’s continuum refers to opioid and co-occurring drug addiction, and treatment providers increasingly
recognize that mental health care must be part of the conversation. A person who stops using substances but
remains overwhelmed by panic attacks or untreated trauma is at higher risk of returning to use. A person who
enters therapy but continues to experience severe withdrawal or cravings may struggle to participate fully.

Integrated care is not a luxury. It is often the practical route to stability.

This is where treatment matching becomes especially important. A residential setting may be appropriate for
someone whose mental health symptoms and substance use create significant daily impairment. Outpatient
therapy may work well for someone with strong support and lower immediate risk. Family therapy or couples
therapy may help repair communication and boundaries, though it is not suitable for every situation, especially

where safety concerns exist. Clinical judgment matters.

Recreate Behavioral Health of Ohio as one example of a treatment
resource

Ohio has a range of treatment resources, and one example is Recreate Behavioral Health of Ohio, also referred to
as Recreate Ohio. The facility is in Gahanna, just outside Columbus. According to the organization, its Ohio
location offers detox, residential or inpatient rehab, and outpatient treatment. It also describes the facility as

providing a full continuum of care and offering primary mental health services in a residential treatment setting.

The services Recreate identifies reflect several components that are commonly important in drug addiction
treatment. The organization says treatment at the 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 address different needs. CBT often focuses on thoughts,
behaviors, triggers, and coping patterns. DBT may be useful for emotion regulation and distress tolerance. EMDR
is commonly associated with trauma-focused care. Group therapy can reduce isolation and give patients a chance

to practice honesty and accountability with peers.

Recreate also describes holistic supports that may be available at the Ohio facility, including yoga and
mindfulness, art therapy, adventure therapy, equine therapy, Reiki, acupuncture, chiropractic care, fitness and
wellness activities, and nutrition education. These supports should not be confused with the core medical and
clinical elements of substance use disorder treatment, but they can help some patients reconnect with their
bodies, manage stress, and build daily recovery habits. The value depends on the person and on how well these

services are integrated into a broader treatment plan.

A practical note is worth making here. When a facility says a service “may include” certain therapies or supports,
patients and families should ask what is actually available during the expected treatment window. Availability can
depend on clinical appropriateness, staffing, scheduling, level of care, and individual assessment. Good questions

are not confrontational. They help everyone make a better decision.

How families can think through treatment options



Families often start looking for help after a frightening event: an overdose scare, a positive drug test at work, a
legal problem, a disappearance, or a conversation that finally reveals how serious the problem has become. The
emotional pressure can be intense. Loved ones may want the fastest possible admission, while the person

struggling with addiction may feel ambivalent, defensive, ashamed, or exhausted.

The first task is to identify immediate risk. If someone appears medically unstable, is in severe withdrawal, has
used substances that may cause overdose, or is expressing intent to harm themselves or someone else,
emergency help may be necessary. Treatment planning can wait until the person is safe. If the situation is urgent

but not immediately life-threatening, a professional assessment can help determine the appropriate level of care.

Families should also expect some uncertainty. Addiction rarely follows a clean script. A person may agree to
treatment one day and resist it the next. A first placement may reveal needs that were not obvious during intake.
Insurance, transportation, work obligations, childcare, and legal requirements may complicate the plan. These
barriers are real, not excuses. Strong treatment planning tries to address them directly rather than pretending

they do not exist.
When comparing treatment resources, families can focus on a few grounded questions:

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

2. What levels of care are offered, such as detox, residential treatment, outpatient services, or recovery housing

coordination?
3. Does the program address co-occurring mental health concerns?
4. Is medication-assisted treatment available or coordinated when clinically appropriate?

5. How does the provider plan transitions after the current level of care ends?

This kind of questioning helps move the conversation away from marketing language and toward fit. A beautiful
website tells little about clinical appropriateness. A well-run admissions call should include enough assessment to

identify risk, explain available services, and clarify what the program can and cannot provide.

The prescribing relationship after addiction concerns arise

OARRS often enters the picture through a prescribing relationship. A patient may be receiving a controlled
medication for pain, anxiety, sleep, or another condition. A prescriber reviews OARRS and sees something

concerning. What happens next can shape whether the patient stays engaged in care.

The best clinicians avoid two extremes. One extreme is to ignore the concern because the conversation is
uncomfortable. The other is to cut off care abruptly and leave the patient to manage withdrawal, shame, or
untreated symptoms alone. Neither serves safety well. A more professional response balances boundaries with
responsibility. The prescriber can explain the concern, assess risk, consider whether a substance use disorder is

present, and discuss treatment resources.

Patients, too, have a role. Honesty about medication use, non-prescribed substances, cravings, withdrawal, and
fear can change the quality of care. Many people hide information because they expect judgment or punishment.
That fear is understandable, but incomplete information can lead to dangerous decisions. If a patient is taking
medication from more than one prescriber, using someone else's medication, mixing substances, or feeling

unable to stop, saying so may be the first step toward safer treatment.

Pharmacists also occupy an important position. They may see medication patterns across time and interact with

patients more frequently than some prescribers do. A pharmacist who identifies risk through OARRS can



contribute to safer dispensing and may help direct the patient back to the prescriber or toward resources. Again,

tone matters. A respectful conversation at the pharmacy counter can preserve dignity while addressing safety.

Residential, outpatient, and recovery support are not competing
choices

People sometimes talk about treatment levels as if one is “serious” and another is not. Residential care gets
treated as the real intervention, while outpatient care is treated as a weaker option. That framing misses the

point. The appropriate level of care depends on clinical need.

Residential treatment can provide structure, separation from triggers, and concentrated therapeutic support. It
may be especially useful when someone cannot maintain safety or abstinence in their current environment, has
significant co-occurring mental health needs, or requires a more immersive setting. But residential treatment is

not a cure in isolation. The transition out of residential care matters enormously.

Outpatient treatment allows people to receive care while living at home or in another community setting.
Intensive outpatient services can provide more frequent support than standard outpatient therapy. Non-intensive
outpatient services may fit someone who has stabilized and needs ongoing counseling, medication management,
relapse prevention work, or accountability. Outpatient care also tests recovery skills in real life. Patients practice

coping with stress, family conflict, work demands, and cravings while still connected to treatment.

Peer support and recovery housing can fill gaps that formal clinical care does not always cover. Peer support
brings lived experience into the recovery process. Recovery housing can provide a more stable environment for
people who need structure after treatment or who cannot safely return to their prior living situation. These
supports are part of Ohio’'s recognized continuum for a reason. Recovery often depends as much on daily
environment and connection as on insight gained in a therapy session.

The practical meaning of “multiple pathways”

Multiple pathways to recovery should not be used as a vague slogan. It has practical implications. A person who
benefits from medication-assisted treatment should not be told their recovery is less valid. A person who finds
peer support essential should not be treated as if clinical care alone is enough. A person with trauma symptoms
may need therapy that directly addresses trauma. A person with family strain may need carefully facilitated family
work. A person with poor nutrition, sleep disruption, and no healthy routine may benefit from wellness supports

alongside core treatment.

The trade-off is that choice can become confusing. Too many options, presented without clinical guidance, can
overwhelm patients and families. The role of assessment is to narrow the field. What is the immediate risk? What
substances are involved? Is withdrawal likely? Are there co-occurring mental health symptoms? Is the home
environment supportive or dangerous? Has the person tried treatment before? What helped, and what failed?

These questions make “multiple pathways” usable rather than abstract.

Treatment also has to respect timing. Someone in acute withdrawal may not be ready for deep trauma work.
Someone newly stabilized may need relapse prevention before returning to high-stress employment. Someone
leaving residential care may need outpatient appointments already scheduled, not a vague instruction to “follow

up.” Good care sequences services in a way the person can actually use.

How OARRS can support earlier intervention



One of the strongest arguments for OARRS is that it can reveal risk before the most visible crisis. Many families
do not recognize addiction until consequences become dramatic. Clinicians, however, may see warning signs in
medication patterns earlier. That does not mean every irregularity equals addiction. It means there is enough
information to ask better questions.

Earlier intervention can be less disruptive than crisis intervention. A patient who is beginning to misuse
medication may be more reachable before job loss, legal trouble, overdose, or family breakdown occurs. A
prescriber may be able to adjust treatment, increase monitoring, involve behavioral health support, or refer to
substance use disorder treatment. A pharmacist may identify a safety issue before a dangerous combination

causes harm.

The challenge is to use OARRS without reducing patients to data points. A prescription history is part of the story.
The patient’s account, clinical presentation, medical history, mental health status, and current life circumstances
are also part of the story. When those pieces are considered together, OARRS becomes a tool for care rather than

surveillance for its own sake.

What a better treatment conversation sounds like

A better conversation about drug addiction treatment is direct, calm, and specific. It avoids moral language. It

does not argue about whether the person is “bad enough” to need help. It focuses on risk, consequences,

symptoms, and available support.

A clinician might say, “I'm concerned about your safety based on your medication history and what you've told
me about cravings. | do not want to leave you without care. Let's talk about treatment options, including
medication-assisted treatment and counseling.” A family member might say, “I am scared because | have seen
this getting worse. | will help you make calls and get assessed, but | cannot pretend this is under control.” A
patient might say, “I have been taking more than prescribed and | am afraid of withdrawal.” Each statement

opens a door.

The details of treatment then become easier to discuss. Detox may be needed if stopping suddenly is unsafe or
intolerable. Residential care may be appropriate if the person needs structure and stabilization. Outpatient
services may fit when the person can remain in the community with support. Peer support and recovery housing
may help sustain progress. Medication-assisted treatment may reduce risk and support long-term stability for

some patients. None of these choices should be made by pride or panic alone.



Building a realistic path forward in Ohio

Ohio’s system includes the major components needed for a meaningful response to drug addiction:
detoxification, outpatient care, medication-assisted treatment, peer support, residential services, recovery
housing, and multiple pathways to recovery. State certification requirements for substance use disorder
treatment providers add an important layer of accountability. OARRS gives prescribers and pharmacists a way to

see controlled-substance dispensing information that may affect safety and signal the need for intervention.

The work is still personal. Systems do not recover for people. People recover with the help of skilled clinicians,
honest conversations, appropriate medication when indicated, supportive peers, stable environments, and
repeated decisions made on difficult days. Families recover too, often by learning how to support without

rescuing, how to set boundaries without cruelty, and how to stay engaged without denying reality.

For someone beginning the search, the most useful first step is not to solve the entire future. It is to get an
appropriate assessment from a certified provider or qualified clinical resource and determine the next level of
care. That next step may be detox. It may be residential treatment. It may be outpatient care with medication-
assisted treatment. Addiction Treatment in Ohio It may involve mental health services, peer support, or
recovery housing. The right plan should be specific enough to act on and flexible enough to change as the

person’s needs become clearer.

OARRS has a distinct role in that process. It can alert professionals to controlled-substance risks and support
safer prescribing. It can help identify people who may need substance use disorder resources. It cannot replace
compassion, assessment, or treatment. Used responsibly, it strengthens the bridge between medication safety
and recovery support. For Ohio patients and families facing drug
https://www.recreateohio.com/addiction/alcoholism/ addiction, that bridge can be the difference between

another missed warning sign and a timely path into care.
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