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Although residential substance abuse treatment has been shown to improve substance use and other outcomes,
relapse is common. This qualitative study explores factors that hinder and help individuals during the transition
from long-term residential substance abuse treatment to the community. Semi-structured interviews were con-
ductedwith 32 individuals from residential substance abuse treatment. Based on the socio-ecologicalmodel, bar-
riers and facilitators to transition were identified across five levels: individual, interpersonal, organizational,
community, and policy. The major results indicate that primary areas of intervention needed to improve out-
comes for these high-risk individuals include access to stable housing and employment, aftercare services and
positive support networks; expanded discharge planning services and transitional assistance; and funding to ad-
dress gaps in service delivery and to meet individuals' basic needs. This study contributes to the literature by
identifying transition barriers and facilitators from the perspectives of individuals in residential treatment, and
by using the socio-ecological model to understand the complexity of this transition at multiple levels. Findings
identify potential targets for enhanced support post-discharge from residential treatment.
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1. Introduction

An estimated 21.5 million people have a diagnosable substance use
disorder (SUD), representing 9% of the U.S. population, and approxi-
mately 40,000 more people engage in misuse that is considered medi-
cally harmful (McLellan & Woodworth, 2014; Substance Abuse and
Mental Health Services Administration, 2015). Epidemiological and
clinical studies suggest that SUDs follow a chronic, relapsing course,
with cycles of recovery and relapse, over the course of several years
(Dennis & Scott, 2007). Alcohol and drug abuse and related problems
contribute substantially to the burden of disease in the U.S., costing an
estimated $400 billion annually (Research Society on Alcoholism,
2015; Substance Abuse and Mental Health Services Administration,
2015).
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For individuals with chronic SUDs, long-term residential substance
abuse treatment provides intensive services combined with safe hous-
ing and assistance with daily living. Residential treatment has shown
modest improvement in post-discharge substance use outcomes
(Gossop,Marsden, Stewart, & Rolfe, 1999; Hubbard et al., 2007). Yet, re-
lapse following discharge is common and may deplete or reverse im-
provements made during treatment (Carter et al., 2008; Hubbard et
al., 2007; Ouimette, Moos, & Finney, 1998). In clinical studies, rates of
relapse (e.g., substance abuse, hospitalization, incarceration, readmis-
sion to residential treatment) following residential treatment range
from 37% to 56% within the first year of discharge (Brunette, Drake,
Woods, & Hartnett, 2001; Ouimette et al., 1998; Sannibale et al.,
2003). Although engagement in aftercare services has been shown to
help maintain the gains achieved during residential treatment
(Sannibale et al., 2003), only about half make initial contact with outpa-
tient care and very few complete the recommended duration of after-
care services (Arbour, Hambley, & Ho, 2011; Lash & Blosser, 1999;
Sannibale et al., 2003).

Upon discharge, individuals enter a life transition in which there is
often difficulty navigating aftercare services and reconnectingwith fam-
ily and friends. Despite the chronic, relapsing nature of SUDs and
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associated problems, traditional substance abuse treatment has operat-
ed under an acute care model that assumes successful recovery from
substance abuse after a single treatment episode (Dennis & Scott,
2007). Individuals who enter the public SUD treatment system often
need longer term care, comprisingmultiple treatment episodes of vary-
ing levels of intensity (Dennis & Scott, 2007; Dennis, Scott, Funk, & Foss,
2005; Scott, Foss, & Dennis, 2005). While residential programs typically
provide discharge planning with referrals to aftercare services, few res-
idential programs offer activemonitoring and assistance as people tran-
sition back into the community (White & Kurtz, 2006).

We know little about the transition barriers and facilitators from
long-term residential substance abuse treatment from the perspectives
of individuals with SUDs. Using the socio-ecological model as a guiding
framework, this study explores the individual, interpersonal, organiza-
tional, community, and policy factors that impede and facilitate the
transition from residential substance abuse treatment from theperspec-
tives of individuals with SUDs who are anticipating discharge from
treatment. The socio-ecological framework posits that an individual's
health and behavior both shape and are shaped by factors at multiple
levels: individual factors (background factors including race/ethnicity,
age, education, employment, housing); interpersonal factors (family
and friendships); organizational factors (program-related issues, quali-
ty of services); community (community resources, socioeconomic cli-
mate); and policy (funding, regulations) (McLeroy, Bibeau, Steckler, &
Glanz, 1988). The socio-ecological model is used because it highlights
the complexities of transition atmultiple levels and considers howmul-
tiple layers of influence intersect to shape a person's health and
behavior.

In this article, we report transition-related barriers and facilitators,
ranging in scale from micro to macro, and provide recommendations
that take into account the synergistic nature of these levels. This study
is the first phase of a larger initiative to develop a transition assistance
model for individuals leaving residential substance abuse treatment.
Findings from this study will inform future intervention development
that aims to significantly improve short- and long-term outcomes
among people with SUDs leaving residential treatment. Knowing what
helps and hinders individuals' connections to community resources
and aftercare services will provide important information to improve
discharge planning efforts and post-discharge strategies to provide ef-
fective support during such transitions.

2. Materials and methods

2.1. Setting and participants

We conducted semi-structured interviews with individuals from a
long-term residential substance abuse treatment program in New
York City. The residential program uses treatment phases to demon-
strate resident progress, moving frommore restrictive (e.g., limited vis-
itor and outside privileges) to less restrictive (e.g., working and
weekend passes) services. The four treatment phases include: Orienta-
tion, which does not allow outside privileges in the first 30 days; Level
I, which allows day passes; Level II, which allows day and overnight
passes; and Level III, which allows advanced privileges including work-
ing and weekend passes. The average length of stay at the residential
program is approximately 6 months.

A purposive sample of individuals who were enrolled in residential
treatment for at least 30 days was invited to participate in the study.
To ensure a broad range of experiences and expectations with regard
to transition success, we sampled individuals who were at varying
stages of their residential treatment. Due to limited resources, only indi-
viduals who could speak and understand Englishwere eligible to partic-
ipate. We recruited a total of 35 individuals, of whom 32 consented and
participated in the study. Three individuals were discharged early and
were not interviewed. Of the 32 individuals, we interviewed 10 from
Level I treatment, 10 from Level II treatment, and 12 from Level III
treatment. Recruitment and data collection lasted approximately
4 months, from May 2015 to August 2015. All study procedures were
approved by the institutional review board at New York University.

2.2. Recruitment and data collection procedures

Our recruitment strategy included posting flyers in the residential
program and referrals from residential staff. Clients who expressed in-
terest in the study met with research staff who explained the purpose
and voluntary nature of the study, provided an information sheet, and
obtained verbal consent from participants. A waiver of written consent
was requested and approved for this study, given that the only record
linking the participant and the research would have been the consent
document and the principal risk would have been the potential harm
resulting from a breach of confidentiality.

We employed semi-structured interviews to allow in-depth insight
into individuals' expectations and perceived barriers and facilitators to
transition from residential treatment. Three research team members
conducted the confidential interviews in private settings at the residen-
tial facility. All interviewers had at least a master's degree or higher and
prior research experience in qualitative methods. The interviewers re-
ceived protocol-specific training on interviewing techniques, data man-
agement, and ethics and safety. Weekly meetings were held between
the principal investigator and research staff to assess and troubleshoot
any difficulties that occurred during the interviews.

Interviewers used an interview guide that included questions on
prior and current substance abuse treatment experiences, including res-
idential treatment; service needs; discharge plans and expectations; an-
ticipated barriers and facilitators during transition from residential
treatment; knowledge of aftercare resources and sources of support; re-
covery goals and expectations; and sociodemographic information. The
core questions related to transition from residential treatment were as
follows: 1) What are your plans after discharge from the residential
treatment program?; 2) What are you doing to prepare for the transi-
tion?; 3) Howwould you define a successful transition from residential
treatment?; 4)What types of supports will be helpful when you transi-
tion?; 5) What do you think will be difficult when you transition?; 6)
What do you anticipate getting in the way of continuing substance
abuse treatment? Have you ever stopped and re-started treatment for
any reason? If so, what were the reasons for stopping treatment? Inter-
viewers used follow-up probes to clarify and elicit more detailed infor-
mation. The interviews lasted between 45 and 90 min in length.
Individuals received a $30 gift card for participating in the interview. In-
terviewswere digitally recorded and subsequently transcribed by a pro-
fessional transcription service. The first author reviewed each
transcription for accuracy.

2.3. Data analysis

The research team developed an initial coding scheme a priori based
on the ecological model described above. Transcriptions of digitally re-
corded interviewswere converted into analyzable text and formally an-
alyzed by three analysts using framework analysis (Pope, Ziebland, &
Mays, 2000). The first (JM) and second (YY) authors were the lead ana-
lysts. This method allowed for an iterative coding process while also
drawing upon the general structure of the socio-ecological model. We
first developed broad categories of barriers and facilitators and then
modified the categories as analysis continued. Transcripts were inde-
pendently coded by level of the socio-ecological model by the two
lead analysts and then validated by a third analyst. The coded segments
in each transcriptwere discussed line-by-line by analysts and categories
were refined using a constant comparativemethod to ensure consisten-
cy and accuracy of the themes according to the socio-ecological model.
To increase methodological rigor, we used several strategies: (1) multi-
ple analysts to ensure a broader range and depth of viewpoints and dis-
cussions; (2) regular meetings to discuss ambiguities and discrepancies



Table 2
Barriers to transition from residential substance abuse treatment.

N %

Individual
Unmet basic needs 20 62.5
Not ready to make a change 19 59.4
Feeling overwhelmed 13 40.6
Stigma 11 34.4
Cravings and withdrawal symptoms 10 31.3
Boredom, lack of structure 9 28.1
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in coding until consensus was reached; and (3) discussion of rival
explanations of codes and interpretations to facilitate refining and
validating our findings (Padgett, 2017). In addition, expert checking
with our residential transition advisory board, made up of staff,
peers and researchers, enhanced the validity of the findings. To fa-
cilitate coding, we used Dedoose software (SocioCultural Research
Consultants, LLC, (www.dedoose.com)). Representative quotes
that most accurately reflected the themes were chosen among the
coded text.
Money as a trigger 5 15.6
Interpersonal

Limited or no support network 15 46.9
Strained relationships 14 43.8
Family and friends who use 13 40.6
Family responsibilities 5 15.6

Organizational
Lack of staff availability 11 34.4
Group setting as a challenge 8 25.0
Power and control 7 21.9
Unaddressed needs of women and children 3 9.4

Community
Neighborhood stress 10 31.3
Limited community resources 2 6.3

Policy
Limited housing supply 11 34.4
Lack of job opportunities 3 9.4
3. Results

The sample characteristics are summarized in Table 1. Consistent
with the general population of clients at the residential program, the
majority of participants were male (71.9%). Participants were an aver-
age age of 41.1 years, ranging from 23 and 55 years, and self-identified
as Black (43.8%), Hispanic (34.4%), white (12.5%), and other (9.4%).
The majority of participants reported having either less than a high
school education (28.1%) or a high school degree or GED (40.6%). All
but one reported receiving Medicaid benefits. Fifty-nine percent were
currently mandated to treatment, and 90.6% reported being jailed or in-
carcerated in their lifetime. Most participants (76%) reported being
homeless in their lifetime. Mental health and physical health needs
were reported among 59.4% and 46.9% of participants, respectively. In
the 6 months prior to entering residential treatment, approximately
66% were unemployed and 81% were homeless or living in temporary
housing. Crack/cocaine (43.8%) and alcohol (40.6%) were the most fre-
quently reported substances used prior to entering residential
treatment.

A thematic analysis of data identified barriers (Table 2) and facilita-
tors (Table 3) at the individual, interpersonal, organizational, communi-
ty, and policy levels based on the socio-ecological model.
Table 1
Participant characteristics (N = 32).

n (%) or mean ± SD

Gender
Male 23 (71.9)
Female 09 (28.1)

Age, mean ± SD 41.1 ± 9.5
Race/ethnicity

Non-Hispanic Black 14 (43.8)
Hispanic 11 (34.4)
Non-Hispanic White 04 (12.5)
Other 03 (09.4)

Education
bHigh school education 09 (28.1)
High school degree or GED 13 (40.6)
Some college 08 (25.0)
College or graduate degree 02 (06.3)

Health insurance
Medicaid 31 (96.9)
Uninsured 01 (03.1)

Mandated to treatment 19 (59.4)
Ever jailed or incarcerated 29 (90.6)
Ever homeless 32 (100.0)
Mental health condition 19 (59.4)
Physical health condition 15 (46.9)
Pre-treatment characteristics

Unemployed 21 (65.6)
Homeless or temporary housing 26 (81.3)

Substances used
Crack/cocaine 14 (43.8)
Alcohol 13 (40.6)
Marijuana 09 (28.1)
Heroin 08 (25.0)
MDMA 02 (06.3)
Stimulants 01 (03.1)
3.1. Barriers to transition

The majority of barriers reported by participants were at the indi-
vidual and interpersonal levels. The primary individual barrier was
having unmet basic needs, including having financial stability, a job
and a place to live (n = 20, 62.5% of individuals reporting this barri-
er). Individuals described the challenge of finding housing, and for
some this delayed their discharge from residential treatment. One
resident stated that the challenges of housing vary depending on a
person's need,

…this guy right now, he's got about 22 months and he's here be-
cause he has no housing. They haven't been able to locate him no
housing. It depends on what is their needs. Because some people
Table 3
Facilitators and strategies to transition from residential substance abuse treatment.

N %

Individual
Job and housing stability 30 93.8
Motivation, readiness to change 30 93.8
Coping skills 22 68.8
Being a role model 6 18.8

Interpersonal
Emotional and practical support from family and friends 32 100.0
Self-help groups 20 62.5
Avoiding negative social relationships and situations 19 59.4
Develop new and repair old supports 11 34.4
Religious and spiritual supports 11 34.4

Organizational
Discharge planning and preparation 22 68.8
Person-centered care 20 62.5
Aftercare services 18 56.3
Discharge follow up 12 59.4
Structured services of residential treatment 8 25.0
Family involvement 6 18.8

Community
Access to community resources 6 18.8

Policy
More funding for housing 1 3.1

http://www.dedoose.com
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[are] not ready to live alone. They have medical issues. They need
medical attention on a daily basis. So they have to find some type
of supportive housingwhere there's staff there that could help them.

A few described housing as their primary goal of residential treat-
ment as reflected by one participant, “And a lot of people here need
housing. A lot of people came here because of the rooms. There are peo-
ple that didn't come here to get clean. They came here because they
don't have nowhere to go, and if not, they're going to be out in the
street.” These individuals indicated being homeless prior to entering
residential treatment. Others emphasized the link between education,
getting a job, and having a place to live. For example, one person
reflected, “Housing is a must. You don't want to go back to the streets.
… knowing that once I finish school, I have a job in place. That is very
important, because how are you going to pay for things?” Another
prominent individual barrierwas expressed byparticipantswho report-
ed not being ready tomake a change (n=18, 56.3%), a sentimentwhich
was often manifested through statements of being mandated to be in
treatment against their wishes, denial that substance abuse is a prob-
lem, or self-doubt that change is possible. Other less prominent but no-
table barriers included feeling overwhelmed (n = 13, 40.6%) about
managing responsibilities and “getting back to a normal life” after dis-
charge; stigma (n = 11, 34.4%), which involved feelings of shame and
embarrassment for having a substance use problem and getting treat-
ment; difficulty managing cravings and withdrawal symptoms (n =
10, 31.3%) from the addiction; boredom (n = 9, 28.1%); and having
money as a trigger (n = 5, 15.6%) to use substances.

Common interpersonal barriers to transition included having
limited or no support network (n = 15, 46.9%), strained relation-
ships (n = 14, 43.8%), and family and friends who use (n = 13,
40.6%). While some participants described using drugs as a result
of having limited friends, other participants described having a lim-
ited or strained support network because their family or friends
use substances. For example, one individual reflected, “When I got
involved with crack cocaine, you don't have no friends. It's just you.
You isolate yourself.” Another individual said, “I don't have many
close friends right now. I burnt all those bridges. There wasn't a
soul I could call and say anything.” Another participant described
the strain in his relationship with his mom, “When I leave, even
though I was staying with my mother, I was using drugs in the
house and one of the conditions was I was not supposed to, other-
wise I would have to leave. So, I am not really welcome back.” Partic-
ipants also described the challenges with recovery when their family
or friends use, as one person described,

My family is my Achilles heel. They are myweakest point. We share
a real knitted bond. They knowmy likes and dislikes. However, there
are certain things that we did, that I no longer do. However, separat-
ing from that…it is hurtful. But is it helpful? Yes. And is it healthy?
Yes, for me.

A less frequently reported but important interpersonal barrier, fam-
ily responsibilities (n = 5, 15.6%), was reported among participants
who described challenges of parenting or caretaking of older parents
or sick loved ones.

At the organization level, the most frequently reported challenge
was a lack of staff availability at the residential program (n = 11,
34.4%). Participants indicated that residential staff have large case-
loads and expressed interest in having more individual time with
their counselor to discuss discharge planning activities, such as
housing and employment. While some participants described their
preference for treatment groups, others preferred individual over
group work. Regardless of participants' preferences, they felt like
the large size of groups in some treatment programs hindered their
participation and prevented them getting full benefit from the
group support. One individual described the potential benefit of
smaller groups,
Because you can really open [up]more and saywhat's really bother-
ing you. You can spendmore time sharing instead of like three, four
minutes and then you got somebody talking about a sensitive issue
and you really want to talk more and now you got to shut down.
You know what I'm saying?

Several individuals talked about their challenge with treatment pro-
grams that exerted too much power and control (n = 7, 21.9%) over
their recovery and lives in general. Therewas concern among these par-
ticipants about “feeling judged” or “[being] told what to do” by staff,
whichwere based on prior treatment experiences. Among three female
participants, there were concerns that substance abuse treatment, in
general, was not suited to address the needs of women in terms of trau-
ma, experiences of domestic violence, and child care. These women
were worried about meeting their treatment needs and goals post-dis-
charge while managing family and childcare demands.

Very few challenges related to transitionwere described at the com-
munity and policy levels of the socio-ecological model. Notably, the
most frequent community barrierwas returning to a stressful neighbor-
hood environment post-discharge (n=10, 31.3%). For example, one in-
dividual described the views of several by stating he wanted to move
out of his neighborhood due to the, “violence, [and] a lot of people
dying. They are going back to jail, coming home, going back to jail,
more people dying. [This is] normal stuff, to us.” Others described the
limited treatment resources in their community (n=2, 6.3%), especial-
ly inmore suburban or isolated areas. At the policy level, 11 participants
(34.4%) described the lack of housing available for people with a sub-
stance use problem only, emphasizing that more resources seemed to
be available for thosewith co-occurringmental ormedical health issues.
Three participants (9.4%) described a lack of job opportunities, especial-
ly for those with a criminal record.
3.2. Facilitators to transition

At the individual level, the perceived facilitators to successful transi-
tion from residential treatment were job and housing stability (n= 30,
93.8%), being motivated and ready to change (n = 30, 93.8%), coping
skills (n= 22, 68.8%), and being a role model (n = 6, 18.8%) for others
struggling with addiction. The very basic need of finding a place to live
was a primary goal for the majority of participants. Participants de-
scribed their primary goal of finding their own place to live, as one indi-
vidual reflected, “I came to this program to better my life, to get
rehabilitated and re-enter society. I can't re-enter society into somebody
else's home. I need my own space.” Others discussed taking a series of
steps before reaching their ultimate goal of having a place of their
own, as reflected in the following:

The process is first for me to be in school and for them to find me
transitional housing. Like, I guess, a three-quarter house or another
facility like this, butwith less rules. Thatway I can transfer and hope-
fully get my apartment once I start working. Thenmove on with my
life.

The interest in finding a job in order to savemoney and secure inde-
pendent housing was common. For many, having access to these basic
needs facilitated their substance use recovery, giving them purpose
and motivation not to use. Others described being motivated to change
by “…creatingmy future. Having a vision and pursuing it, instead of just
living moment to moment.” The majority of participants recognized
that coping skills are critical to recovery and managing their daily
stressors. Notably, participants described the importance of having a
“creative outlet,” such as a hobby, listening to music, or exercising.
Others talked about the need for “a daily routine” as well as “patience”
with an understanding that recovery is a long-term journey. Finally,
participants talked about wanting to be a role model or peer mentor
after leaving residential treatment can help their own recovery as well
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as others. One individual talked about being a rolemodel like others had
been toward him, “I [have] seen people that have been here and they've
come back and they're working and they're back with their family.
Stories like that are good because you know that it happens.”

At the interpersonal level, many of the facilitators to transition were
in response to the interpersonal barriers expressed by participants. The
most prominent facilitator at this level was emotional and/or practical
support from family and friends (n = 32, 100%). The type of support
discussedmost frequently was emotional support. Although fewer indi-
viduals had positive family and friends they could count on, there were
several who said that their family was supportive and understanding of
their struggle with addiction. One individual reflected,

[My family] give[s] me support by recognizing the fact that I'm capa-
ble of doing something and they don't have to do everything for me
like I'm an invalid or something. The fact that you're doing a good job
of keeping going. Imean the ability to allowme to, even though it is a
crazy mistake, to get it done.

Participating in self-help or recovery groups (n=20, 62.5%) was an-
other important facilitator to transition, according to participants. Hav-
ing a support network with similar experiences and understanding of
addiction was key to keeping individuals focused on their recovery.
Equally important was avoiding negative social relations and situations
(n=19, 59.4%). One individual expressed the views of many, “If some-
body keeps doing something you don't like them to do, you can't be
with them.” However, this was easier said than done for some partici-
pants, as going back to their old neighborhoods was the only option.
Participants also discussed the desire to develop new positive supports
and repair old relationships that were strained due to their addiction
(n=11, 34.4%).While some participants preferred sober-free supports,
others just wanted someone who was positive and understanding to
talk to about their recovery. For several individuals, participating in re-
ligious or spiritual activities (n = 11, 34.4%) was an important source
of support for their recovery.

The primary facilitators at the organizational level were discharge
planning and follow-up (n= 22, 68.8%) and receiving person-centered
care (n = 20, 62.5%). Almost all participants reported working with
their residential counselor around discharge planning, with a primary
focus on addressing housing and employment needs in addition to sub-
stance abuse aftercare. Other less prominent but important needs that
were considered during discharge planning were mental health, physi-
cal health, legal, parenting, clothing and food needs, as well as access to
benefits. An important aspect of discharge planningwas having enough
information to discuss and decide options with the counselor. Another
important part of the discharge process was starting the planning pro-
cess early, especially given the difficulty in locating housing. Finally, par-
ticipants indicated that having a say in their discharge plan and goals
was a key part to the discharge planning process. Participants appreciat-
ed this person-centered approach from staff and felt like their needs
were being addressed. For example, one individual described his expe-
rience as follows:

“From what I have seen, they have these different transition houses
and we can go see how it is. And if it does not seem right for the in-
dividual, then they will look up another. Something that best meets
the needs of the person.”

Not only does this exemplify the type of person-centered practice
that participants expressed they appreciated, but it also speaks to the
flexibility of the program in allowing visits to the community, which
participants described as important in helping them prepare for dis-
charge. Although currently not offered by the residential program, due
to funding, several participants expressed interest in having post-dis-
charge support in the form of a recovery check-up call or visit. Less
prominent organizational facilitators included the importance of having
structured treatment services (n=8, 25%), like the residential program,
which helped participants to organize their lives and focus on their re-
covery goals post-discharge; the involvement of family in treatment
services (n = 6, 18.8%), which participants thought would be helpful
as a way to help mend relationships and provide family members
with a greater understanding of addiction; and the consideration of sub-
stance abuse treatment as a safe haven (n=3, 9.4%) so that those strug-
glingwith addiction are “not around the drugging and drinking,” as one
individual responded.

Few participants discussed facilitators at the community and policy
levels, and the two identified were also identified as previously de-
scribed barriers. At the community level, six participants (18.8%) identi-
fied access to community resources as a facilitator to transition.
Example resources included going to a sober hangout to play pool and
socialize or connecting with home base services for additional support.
In describing the lack of housing opportunities, one individual (3.1%)
described the need for more funding to develop these opportunities
and to provide treatment programs to help link clients to stable housing.

4. Discussion

The socio-ecologicalmodel facilitated the identification ofmajor cat-
egories of barriers and facilitators to inform transitional services to help
people move back into the community and connect with formal and in-
formal supports. Results indicate primary areas of intervention needed
for these high-risk individuals include access to stable housing and em-
ployment, aftercare services and positive support networks; expanded
discharge planning services and transitional assistance; and funding to
address gaps in service delivery and to meet individuals' basic needs.

Stable housing and employment were identified as important facili-
tators to successful transition from residential treatment by the major-
ity of participants. These basic needs were primary goals for most
participants, who were largely unemployed (66%) and either homeless
or living in temporary housing (81%) prior to residential treatment. The
high rate of unemployment found in this sample is comparable to that
found in adult treatment populations nationally (Substance Abuse and
Mental Health Services Administration, 2008). Employment is one of
the best predictors of positive treatment outcomes, including lower
rates of relapse and less involvement in criminal activity (Arria &
Topps-II Interstate Cooperative Study Group, 2003; Substance Abuse
and Mental Health Services Administration, 2008; Vaillant, 1988).
Many of our participants emphasized employment as a pathway to in-
dependent housing. However, finding a jobwas difficult for participants
due to having a poor work history, low motivation, limited work skills,
or limited employment opportunities. In addition, the majority of par-
ticipants weremandated to treatment and reported a lifetime rate of in-
carceration of 90%, which exacerbated challenges to obtaining
employment. Many of these individuals reported that, based on their
experiences, employers were reluctant to offer employment due to
their criminal background. Thus, assessment of employment needs
and associated barriers, aswell as recruitment and outreach to potential
employers, are important strategies to incorporate into discharge plan-
ning in residential treatment. Education and advocacy on behalf of indi-
viduals with SUDs, especially those with a criminal background, can
help broker employers' resistance to hire and create an important
path for individuals to pursue legitimate work opportunities.

Although participants preferred their own housing, their options
were limited by financial constraints and a costly housing market. As
an alternative, most participants reported that they were planning to
move into temporary housing, such as supportive housing, or doubling
up with family or friends, emphasizing these were short-term solutions
until they secured employment. These temporary housing arrange-
ments are not without challenges. For those moving in with family or
friends, participants worried about relapsing because of family or
friends who were using or due to strained relationships. On the other
hand, supportive housing environments can also be stressful. A recent
study of facilitators and barriers to supportive housing found that
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former and current residents often found themselves “stuck” in this
type of housing because of the expense of moving out, lack of transition
support around moving out, poor quality of housing, and fear of relaps-
ing or being homeless again (Livingstone & Herman, in press). In addi-
tion to assessing housing needs and preferences, a critical part of the
discharge planning process is discussing anticipated barriers and strate-
gies to address these barriers regardless of the housing placement.

Our findings suggest the importance of informal (e.g., family and
friends, self-help groups, and religious or spiritual activities and formal
supports) and formal (e.g., aftercare substance abuse services) supports,
to reinforce and continue the progress made in residential treatment.
Although formal aftercare services were important to participants, the
majority emphasized that having a positive informal support network
of family, friends and people in recovery is a priority. The absence of
these supports was reported by many as a hindrance to their ability to
copewith daily stressors, such as findingwork and permanent housing,
andmaintaining their substanceuse recovery. Yet, therewere perceived
challenges in reconnectingwith informal supports andmanaging family
responsibilities. Transitioning individuals and their families also need
encouragement and hope that, despite the difficult circumstances they
face, successful transition is a realistic expectation. Helping individuals
reconnectwith family and friends in a positiveway or develop new sup-
ports should be incorporated into the discharge plan. The emphasis on
informal supports may be due to individuals' perceptions that formal
services lack individualized attention and person-centered practices. It
may also be related to individuals feeling stigmatized by attending af-
tercare services or perhaps they are not ready to make a change, as
we found evident inmany of our participants.While aftercare substance
abuse services are important and have been found to extend the bene-
fits of residential treatment (Gossop et al., 1999; Hubbard et al., 2007),
it is important for treatment providers to assess individuals' preferences
around the type of services (e.g., formal aftercare, self-help groups, re-
covery community organizations, abstinence only versus harm reduc-
tion services).

Further, our findings indicate that discharge planning and prepara-
tion are critical to maximizing a successful transition from residential
treatment. The planning activities prior to discharge from residential
treatment provide an important opportunity to assess the type and
level of needs of individuals, develop post-discharge priorities and
goals, identify resources to address these goals, and troubleshoot any
concerns and potential challenges with meeting these goals. Many of
our participants were anxious about the discharge process and wanted
to begin planning early on soon after admission. Previous research on
discharge planning in hospitals suggest that starting the discharge plan-
ning process early can increase readiness for discharge because it gives
individuals an opportunity to gather the information needed andweigh
options (Anthony & Hudson-Barr, 2004). This pre-discharge period
is also the time to help prepare individuals for discharge. Participants
appreciated the freedom and flexibility of the residential program to
visit potential housing placements or look for work. Further, the pre-
discharge period can be a time when providers help individuals re-
connect with family and friends (when indicated) who can support
their recovery and begin developing positive connections and re-
sources in the community. Educating individuals about the chronic
nature of substance abuse and the treatment process may improve
their understanding of addiction and increase engagement in ser-
vices. Altogether, these discharge practices are consistent with
using a person-centered approach, which was an important part of
the treatment experience for participants. Prior research has report-
ed similar results, suggesting a link between clients' desire and will-
ingness to be involved in treatment planning and greater satisfaction
of services and positive outcomes (Anthony & Hudson-Barr, 2004).
For mandated clients, whose court mandate will continue post-dis-
charge, treatment providers need to consider how to bestengage
these clients in discharge planning in collaboration with their
appointed parole or probation officers.
Our results suggest a clear interest and need among participants in
enhanced support post-discharge from residential treatment. The type
of support suggested varied from having an “open door” policy at the
residential program for alumni and receiving periodic check-up calls
for additional support tomore hands-on assistanceduring the transition
withmaking connections in the community, findingwork, and securing
stable housing. The transition from long-term residential substance
abuse treatment to the community represents a “critical period,” during
which time individuals are vulnerable to relapse (Herman et al., 2011).
The transition period, especially in the year following discharge, is typ-
ically one of disequilibrium and substantial stress for the individual, the
family, and others in this network. The move from a highly controlled
environment to one of limited structure makes this period one of ex-
treme vulnerability. Individuals who are aiming to re-establish them-
selves within these places after having spent time in long-term
residential treatmentmay benefit from some form of focused assistance
during this critical transition period. Such interventions as Critical Time
Intervention, an evidence-based practice designed to help people with
severe mental illness and a history of homelessness transition from in-
stitutional settings to the community, may be potentially useful to
adapt for this perilous period (Herman et al., 2011; Susser et al., 1997).

Our findings should be viewed with the following limitations in
mind. First, our findings are based on data that were generated from a
small, non-probability sample of mostly male individuals from a single
long-term residential substance abuse treatment program and thus
are not representative of other individuals in long-term residential
treatment programs and their experiences. Second, our analyses rely
on perceptions from individual clients and do not take into consider-
ation the views of staff or policy stakeholders, who may perceive bar-
riers and facilitators to transition differently. Third, data from the
semi-structured interviews describe participants' expectations around
transition and do not capture actual barriers and facilitators they faced
following discharge from residential treatment. However, the majority
of our sample had prior experience in residential treatment (63%) and
often referred to these experiences when describing perceived barriers
and facilitators. Nevertheless, our results identify key factors to consider
during the transition from long-term residential treatment to the com-
munity, as well as important areas for future research. Fourth, less than
a third of participants were women, making it difficult to describe po-
tential gender differences in barriers and facilitators. Based on prior re-
search (Polak, Haug, Drachenberg, & Svikis, 2015; Tuchman, 2010),
women may experience additional barriers to transition, such as child
care and mental health needs, which we found in the current study.
The unique transition-related needs and barriers among women and
men are important to explore in future research. Fifth, we were unable
tomatch interviewers and interviewees based on their gender due to an
all female research team, which may have influenced responses of par-
ticipants, particularly men. However, we were reassured by the consis-
tency and repetition of themes that emerged from the data. Finally,
although we engaged in expert checking, we had limited time and re-
sources to follow upwith participants and request feedback on their re-
sponses, a process that would have added to the validity of the data.

In conclusion, individuals described important individual, interper-
sonal, organizational, community, and policy facilitators and barriers
to successful transition from residential substance abuse treatment to
the community. Findings from this research suggest that transitions
from residential treatment are stressful, particularly as people balance
competing priorities of meeting their basic needs with managing their
addiction. Enhanced support post-discharge from residential treatment
is critical to improving the quality of transitions and outcomes of indi-
viduals with substance use disorders.
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