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Despite long-standing recommendations that patients with substance use disorders receive
primary care, only one-half of patients with substance use disorders receive such care. This
article presents a conceptual model to facilitate the transition of patients from addiction
treatment to primary care. A narrative review of the healthcare transition literature was con-
ducted with an emphasis on identifying substance use disorder-specific model elements. The
resulting model is intended to guide addiction treatment and primary care providers and
researchers in understanding factors that impact care coordination between addiction treat-
ment and primary care and to provide an overview of evidence-based methods for supporting
this care transition.

KEYWORDS. Care transitions, addiction treatment, primary care

INTRODUCTION

Ensuring that patients leaving addiction treat-
ment (AT) begin or continue regular primary
care may be associated with many important
health benefits. Patients with substance use dis-
orders (SUDs) who regularly access primary care
experience reductions in addiction severity,1
higher abstinence rates,2–4 and fewer hospital-
izations.5 Use of primary care by patients with
SUDs may facilitate the detection and treatment
of alcohol and drug use disorders and attention

Address correspondence to Michael A. Cucciare, PhD, Research Health Scientist, Center for Mental Healthcare and
Outcomes Research, Central Arkansas Veterans Healthcare System, 2200 Fort Roots Drive, North Little Rock, AR 72205. E-mail:
michael.cucciare@va.gov

to comorbid medical and mental health condi-
tions through increased screening and monitor-
ing.6 At the post-specialty care stage, primary
care physicians (PCPs) can also provide system-
atic medical and recovery check-ups; facilitate
the provision of healthcare resources based on
a stepped care model; and use laboratory mon-
itoring of substance use associated with rewards
and sanctions.7

Despite documented and potential health
benefits of primary care, many patients with
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TRANSITIONS FOR ADDICTION TREATMENT 341

SUDs fail to receive it.8 Of about 6,000 patients
entering AT, 41% did not have a PCP.9 In ad-
dition, small proportions of patients with SUDs
obtain primary care subsequent to AT. For ex-
ample, 56% of detoxification patients failed to
receive primary care in the following 2 years.10

These findings are alarming because patients
with SUDs who lack primary care are likely to
experience increased health burden. Of SUD
patients without any primary care in the prior
2 years, 61% had experienced medical prob-
lems in the prior 30 days, 47% had one or more
chronic health conditions, and 20% had two or
more chronic health conditions, with asthma
and high blood pressure being the most com-
mon.11 The increased burden of medical illness
experienced by patients with SUDs not using
primary care also translates into higher use of
hospital and emergency department services;11

47% of such patients reported one or more vis-
its to an emergency department in the prior 6
months.12

Together, these findings suggest that AT
settings should actively facilitate the continuity
of, or new transition to, primary care among
their patients. Because strategies to foster reg-
ular patient–PCP relationships may positively
affect SUDs and other mental health and
medical conditions, interventions are needed
to facilitate such relationships.13 Because
AT settings are often a point of first contact
with the healthcare system, they have the
potential to engage patients in primary care
and thus, possibly reduce the larger healthcare
expenditures associated with these patients’
lack of primary care services.14 Interventions
within AT settings that address barriers to
accessing primary care might help establish a
sustained patient-physician relationship that
improves outcomes and healthcare utilization
patterns.12 Treatment for SUDs may benefit
from a similar approach as that recommended
for chronic medical disorders: specialty care
when the condition is severe, followed by the
provision of services in primary care that are
oriented toward the long-term management of
SUDs when the condition is stabilized.15,16 In
the case of SUDs, management may need to
be more intensive and of longer duration.17

Despite now long-standing recommenda-
tions that enhanced efforts should be made to
link SUD patients to primary care,9 to the au-
thors’ knowledge, no conceptual models exist
that help AT providers select among evidence-
based strategies to promote patients’ use of pri-
mary care after discharge from or completion
of the acute phase of AT. The purpose of this
narrative review is to address this gap in the liter-
ature by presenting a conceptual model that in-
cludes patient, provider, and system-level facili-
tators and barriers that may impact care coordi-
nation between these two care sites. This article
focuses on presenting examples of evidence-
based strategies that may effectively help con-
nect patients with SUDs to primary care with
a special emphasis on the feasibility of utiliz-
ing these approaches (and their specific com-
ponents) in AT settings. This latter emphasis is
designed to help support AT directors, man-
agers, and providers in understanding the range
of potential options that exist for improving ac-
cess to primary care for their patient popula-
tion and understanding resources needed for
implementation.

METHODS

Literature Review

Model development occurred in three phases.
First, a literature search was conducted to iden-
tify conceptual models describing care transi-
tions from AT to primary care. Search terms in-
cluding “care transitions (and) addiction” and
“care transitions (and) substance use (and)
primary care” yielded no conceptual models
of care transitions from AT to primary care.
The authors did, however, identify a large
literature18,19 on healthcare transitions more
generally on which the present model was
based.

Identification of Three Model Domains

The second step consisted of identifying
the three conceptual domains included in
our model. To identify these domains, the
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342 M. A. CUCCIARE ET AL.

Barriers/Facilitators
Patient

  Demographics
  Prior PC treatment
 Distress, attitudes, 
social support
 Access to PC

Provider

available care options

care sites

and skills

System

Intersite 
collaboration
Information 
systems
Comprehensive 
medical records
Incentives

Process Outcomes

Increased 
knowledge of 
available resources
Increased access
Increased 
engagement 

Health Outcomes

Less substance use 
and misuse
More days abstinent 
Better mental health, 
functioning, and 
quality of life
Better management/ 
outcomes of chronic 
conditions  

Transition Practices

Most Intensive

Co-location, integration

Facilitated referral

Brief counseling 
and referral

Least Intensive

.

. .

.

.

.

.

.

.

.

.

.

. Knowledge of 

. Relationships with 

. Transition training 

.

.

.

FIGURE 1. Model of transitions from addiction treatment to primary care.

authors reviewed recent articles describing care
transition models. Special attention was paid
to articles published in the last 15 years (since
the year 2000) in an attempt to capture cur-
rent thinking about care transitions, and, thus
identify relevant conceptual domains (however,
the review was not limited to articles pub-
lished after the year 2000 when conducting
the remaining review of the literature, e.g.,
identifying evidence-based approaches for sup-
porting the transition process). The review of
transitional care literature revealed a gen-
eral consensus among scholars regarding the
conceptual domains deemed critical in both
understanding and optimizing the healthcare
transition process. This consensus was the foun-
dation on which the model was developed (see
Figure 1).

The first of these domains includes the con-
text in which the care transitions occurs, cover-
ing factors that help to promote or impede the
transition process, which are often identified at
the patient, provider, and/or system level.18,20

The second domain includes intervention
practices to address specific factors that impact
the transition process.18,21 These include inter-
ventions that are evidence-based5 or those that
may have promise for improving care transi-
tions in a specific setting.22 The third domain
includes common health or process outcomes
used to evaluate the clinical utility of an inter-
vention in a given setting.23

Identification of SUD-Specific Model
Elements

Third, a second literature review was con-
ducted to ensure the model is relevant to
patients with SUDs. This involved reviewing
the literature to identify patient, provider,
and system factors that may influence care
transitions in this population. The authors also
identified care practices that are evidence-
based or that may have promise for optimizing
transitions of patients with SUDs from AT
to primary care. We chose examples of
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TRANSITIONS FOR ADDICTION TREATMENT 343

interventions using the following criteria: (1)
strength of available evidence (e.g., efficacy
demonstrated in a randomized trial versus pilot
study) within an AT or primary care setting and
(2) resources (e.g., staff time and expertise) that
might be needed to implement an intervention
within the AT settings. Recognizing that AT and
primary care settings vary in resources available
to adopt and implement new practices; we
present examples of care practices along a
continuum of low to high resources needed
to adopt such practices. Some commonly
utilized health and process outcomes clinics
and providers might consider when evaluating
the impact of these care transition practices in
this patient population are also provided.

CONCEPTUAL MODEL: TRANSITIONS
FROM AT TO PRIMARY CARE

Figure 1 presents the conceptual model of tran-
sitions from AT to primary care. The model in-
cludes patient-, provider-, and system-related
barriers and facilitators that can impact whether
successful transitions take place and the extent
to which patients subsequently access and en-
gage in primary care. The model also includes
transition practices that AT directors, managers,
and providers might consider to enhance the
care transition process.

The model indicates that patient, provider,
and system characteristics may directly in-
fluence the type of transition practice that is
selected by an AT setting. For example, patients
with access to primary care may benefit from
facilitated referral, whereby they are supported
and encouraged to engage with their provider,
which also supports continuity of care. In con-
trast, patients without health insurance or ac-
cess to a provider might benefit from co-located
or integrated primary care services. In addition,
people with a need for frequent ongoing visits
to AT, such as those in methadone care or those
with severe addiction with frequent relapse,
and few medical conditions, integrated care
at the addiction specialty treatment program
might be preferable, whereas for those likely
to do well from an addiction standpoint may

benefit from care in the primary care location
with follow-up and basic relapse prevention
integrated into medical care. The model also
highlights patient outcomes such as knowledge
about primary care resources that may, at least
partially, impact the degree to which patient’s
access and engage in primary care. In turn, the
model stresses that efforts to improve access
and engagement to primary care may lead to
better outcomes such as reduced substance
use.

Moreover, barriers and facilitators to receiv-
ing or delivering primary care may also influ-
ence patient outcomes via transition practices.
For example, AT settings that include providers
with knowledge about available primary care
resources and that offer incentives to providers
for supporting patients through the care transi-
tion process are likely to engage more in tran-
sition practices that lead to improved patient
outcomes. Increasing care transitions between
AT and primary care settings may also lead
to greater interaction among providers within
these two settings. Furthermore, fostering col-
laboration may lead to increased sharing of clin-
ical knowledge and expertise, development of
more efficient and effective methods for con-
necting the two care sites, and support focused
on transitioning SUD patients’ between these
care settings.

Patient Factors

Among SUD patients, those without a physician
were often male and of younger age.9 Also in-
fluencing the receipt of healthcare services are
the patient’s substance of choice, level of dis-
tress, attitudes, and social support, and the cost
of care and ease of access.24 Primary care pa-
tients are more likely to have problems related
to alcohol than to illicit drugs.25 Patients may
believe that they do not need primary care, their
SUD makes them ineligible for seeking primary
care, the PCP will treat them with disrespect
or mismanage pain-related conditions, or other
people will find out about their substance use-
related problems.12 Patient factors, such as be-
liefs, values, and ability to maintain abstinence,
may play an important role in both obtaining
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344 M. A. CUCCIARE ET AL.

primary care and accounting for better out-
comes observed in SUD patients who receive
primary care services. For example, patients
who relapse following SUD treatment may be
especially reluctant to obtain primary care be-
cause of feeling awkward or embarrassed about
not being able to maintain abstinence,12 lead-
ing to self-selection bias in attributing poor out-
comes to the lack of primary care alone.

Consistent with primary care shortages in
poor and rural communities,26 other barriers to
medical care reported by SUD patients involved
payment (no insurance, no way to pay for ser-
vices even if insured, not eligible for free care)
and access (unaware where to go for care, do
not speak English, no transportation, inconve-
nient clinic hours, unable to miss work, no child
care) barriers.12 Barriers, such as lack of knowl-
edge about how to efficiently access healthcare
and feeling overwhelmed at the prospect, are
associated with less satisfaction with the health-
care system among drug users when compared
to non-drug users.27

Provider Factors

AT program staff may be unaware of the bene-
fits of primary care to patients’ SUD recovery.
To ensure their patients’ engagement with pri-
mary care, providers in AT programs may need
to provide education to patients about available
primary care resources, and especially among
those without health insurance. This may re-
quire increasing patients’ knowledge of or ac-
cess to free or publicly funded programs, such as
Medicaid. Knowing about available treatment
resources, and having a clear plan to access ser-
vices, will likely help facilitate patients’ access
to primary care.28 AT program staff may have
or develop ongoing relationships with primary
care sites to which they refer patients.29

SUD treatment providers are likely to lack
training in transition practices.30 Formal train-
ing in care transitions that improves communi-
cation, such as sharing confidential information
with appropriate releases with PCPs, and learn-
ing to regularly elicit and implement patient and
family preferences into treatment plans, may
be critical for improving the care transition pro-

cess. Indeed, a study of care coordination prac-
tices identified the weakest step to be feedback
from SUD treatment providers to PCPs; among
patients in SUD treatment, provider collabo-
ration and information sharing was minimal.8
It is also imperative that AT providers under-
stand and support PCPs’ prescription of medi-
cations for treating common comorbid health
conditions including pain, hypertension, and
depression, and that the two types of providers
work together to integrate these treatment rec-
ommendations into the larger SUD treatment
plan.

AT staff may be dissuaded from primary
care facilitation by awareness that PCPs them-
selves may be reluctant to engage in SUD-
related monitoring and management. This re-
luctance has been apparent in efforts to increase
PCPs’ integration of buprenorphine treatment
for opioid addiction into their practices, which
was allowed by the Drug Addiction Treatment
Act of 2000. Although PCPs view greater conti-
nuity of care as an incentive for such integration,
many disincentives exist including lack of ad-
diction expertise and training, confidence, in-
terest, time, remuneration, and counseling ser-
vices which enhance pharmacologic treatment;
competing activities; institutional and partner
resistance; and concern that patients would
worry about confidentiality and cost, and lack
both need and motivation.31,32 These potential
obstacles are significant in that >40% of physi-
cians allowed to treat patients with buprenor-
phine had not done so, and of those who had,
25% stated that these challenges had caused
them to reduce or discontinue this treatment.33

Greater incentives and clinical support have
been identified as potentially facilitating ex-
pansion of buprenorphine maintenance ther-
apy into primary care34,35 which could be used
as a model for enhancing SUD care within this
setting.

The challenges of implementing buprenor-
phine treatment reflect more general provider-
related barriers to addiction management in
primary care. Despite demonstrations that
specific physician-training curricula, especially
those incorporating interactive teaching meth-
ods with experiential and didactic components,
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TRANSITIONS FOR ADDICTION TREATMENT 345

increase self-efficacy in addiction manage-
ment,36–38 addiction-related training remains
under-emphasized compared with training in
other chronic medical disorders.37 Physician
trainings in addiction focus initially on SUD
epidemiology and medical impact. Providers
then learn about interventions for substance
misuse in primary care that are relatively
well-established and include identification (i.e.,
screening and brief assessment to categorize
patients as hazardous users or as having sub-
stance abuse or dependence) and management
with specific strategies (i.e., brief intervention
for hazardous use; brief counseling with ongo-
ing follow-up and reevaluation for substance
abuse; referral to specialty care with counsel-
ing and pharmacotherapy for substance depen-
dence).39–41

Much less established are effective ap-
proaches to SUD management in primary
care after patients successfully transition from
specialty care. Recommendations are that the
physician should remain nonjudgmental while
monitoring the patient’s recovery.41 Monitoring
may include patient and family interviews,
physical and psychological exams, review of
medications, laboratory studies, and encour-
agement of recovery activities.42,43 To promote
physician uptake of SUD management in their
practices beyond current levels, suggestions
are to offer online trainings, but more impor-
tantly, to develop physician role models to
provide supervised experiences to medical
staff, expose physicians to patients who have
benefitted from treatment, provide adequate
reimbursement and supportive administrative
environments, and reinforce trainings with
multiple, longitudinal follow-ups, especially for
physicians hesitant to begin SUD management,
to improve and maintain impact.37,44,45

System Factors

The context in which AT is positioned, such as
part of a larger healthcare system or as a stand-
alone clinic, may impact the transition process.
Managed care or health maintenance organi-
zations may foster ongoing patient-provider
relationships through the gatekeeper system

and the requirement that patients choose
a single PCP. Managed care is a potential
mechanism for ensuring continuity and better
access to providers, especially among Medicaid
patients.13 Primary care practices with fewer
staff tend to lack dedicated care coordination,
and are less likely to provide positive patient
experiences at a sustainable cost.46 Formal
relationships between care settings, and the
availability of information systems such as elec-
tronic medical records that facilitate the sharing
of critical information between care sites, vary
according to setting location and have impli-
cations for the ability to transition patients to
primary care. The availability of comprehensive
medical records that contain all care received
and recommended across sites, and contact
information for all providers involved in patient
care, offer greater opportunity for AT programs
to improve transitions to primary care.47 Also
conceptually appealing, although untested
with regard to AT to primary care transitions,
is the use of incentives for providers to manage
patients to make the transition successfully.48

Such performance-based contracting has been
shown to be associated with improvements
in length of treatment stay and wait times for
treatment,49 although not consistently.50

EVIDENCE-BASED STRATEGIES
TO FACILITATE PRIMARY CARE

Interventions to improve care transitions from
AT to primary care are presented in Figure 1.
Example interventions are presented from most
to least resource-intensive to provide AT direc-
tors, managers, and providers options for im-
proving the use of primary care in this patient
population.

Co-Location and Integration of AT and
Primary Care

Co-location, or in this context, “reverse”
co-location, refers to the integration of primary
care into a behavioral health setting.1,2 This
concept contrasts from the more widely known
model of co-location, whereby mental or
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346 M. A. CUCCIARE ET AL.

behavioral health services are located within a
primary care setting. Thus, reverse co-location
typically includes stationing a full- or part-time
PCP into a specialty mental health setting.51

Importantly, co-location differs from the con-
cept of integration, which involves more than
simply co-locating a physician or mental health
provider within a specialty setting or primary
care setting, respectively (www.integration.
samhsa.gov/integrated-care-models).

Integration covers the dimensions of pro-
gram structure and milieu; assessment, treat-
ment, and continuity of care; and staffing and
training.52 Integrated approaches may lead to
improvements in substance use outcomes2 and
initial and longer-term use of outpatient med-
ical care services53 among patients with SUDs.
For example, when detoxification patients were
randomized to receive primary care in either an
integrated primary care clinic or in a separate
but nearby clinic, both groups improved in al-
cohol and drug use severity at 6 months post-
treatment.2 However, patients with substance
use-related psychiatric and medical conditions
receiving integrated care showed higher absti-
nence rates.2 A comparison of per patient med-
ical costs showed the integrated protocol to be
a cost-effective option, especially for patients
with substance use-related medical conditions.
To extend this line of research in a wider vari-
ety of AT programs, Friedmann et al.1 exam-
ined outcomes among patients receiving co-
located primary care in 52 AT programs across
the United States. Patients in clinics with co-
located primary care showed greater improve-
ments in substance use severity at a 12-month
follow-up when compared to patients in clinics
without onsite primary care.

Co-located primary care within AT may also
increase initial and subsequent use of onsite
primary care among SUD patients with at least
one chronic medical condition even after dis-
charge from AT. Patients with both SUD and
a chronic medical condition assigned to a co-
located primary care clinic reported fewer days
to receiving an initial primary care appoint-
ment and greater odds of initial attendance
and return visits to primary care, when com-
pared to patients assigned to an off-site primary

care clinic.54 Patients assigned to the co-located
protocol received care from nurse practition-
ers and physicians’ assistants without special-
ized training in SUDs. They were more likely
to have greater SUD treatment engagement at
60 and 90 days post-treatment entry and fewer
visits to the emergency department. However,
no direct benefits were observed on substance
use outcomes among patients assigned to the
co-located approach.54

Facilitated Referral to Primary Care

Another method to ensure that patients engage
with primary care following discharge from AT is
facilitated referral.5,55,56 This approach involves
utilizing a social worker, nurse, physician, or
other staff member serving in a case manage-
ment role in an AT setting to help facilitate the
linkage of patients to offsite primary care ap-
pointments.55,56 The provider first conducts a
health evaluation that includes education about
the importance and potential health benefits of
receiving primary care, followed by contacting
the patient, and family and friends if necessary,
by phone after discharge to provide reminders
about upcoming primary care appointments,
and to conduct appointment rescheduling
if necessary.55,56 The initial appointment is
made with special attention to the patient’s
preferences regarding the physician’s gender,
particular expertise, scheduling availability, and
spoken languages. A detailed letter containing
the patient’s medical conditions is provided to
the offsite primary care clinic to support the
referral process. Facilitated referral is associated
with increased rates of primary care usage and
reduced substance use compared to standard
care among detoxification patients.5,55

The Primary Care Research in Substance
Abuse and Mental Health for the Elderly
(PRISM-E) study compared integrated behav-
ioral healthcare (a behavioral health profes-
sional was co-located in the primary care set-
ting, and the PCP continued involvement in the
patient’s mental health/substance abuse care)
to enhanced specialty referral care in primary
care settings. Patients (who, on average, drank
only seven drinks per week) were more likely to
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TRANSITIONS FOR ADDICTION TREATMENT 347

engage in treatment for at-risk alcohol use (not
alcohol dependence), depression, or anxiety in
the integrated model than in the enhanced re-
ferral model (71% versus 49%, respectively).
In addition, greater engagement was associ-
ated with closer proximity of substance abuse
or mental health services to primary care.57

Despite greater engagement by those in inte-
grated care, a 6-month follow-up found that at-
risk drinkers in both conditions substantially re-
duced their drinking.58 Most PCPs in the study
(N = 127) stated that integrated care led to
better communication between PCPs and men-
tal health specialists (93%), less stigma for pa-
tients (93%), better coordination of care (92%),
and better management of alcohol problems
(66%).59

Despite the clear benefits of co-location, in-
tegration, and facilitated referral, factors such
as limited financial resources, staff size and
training, and available space make the task
of improving the accessibility and engagement
of primary care services within AT settings an
enormous challenge for providers and clinics.5,6

Although it may be feasible for some well-
resourced AT clinics to adopt and implement
a co-located primary care clinic or facilitated
referral, widespread adoption of these strate-
gies will likely remain elusive. It may, however,
be more feasible for AT settings to adopt com-
ponents of these approaches such as providing
education to patients on the benefits of seek-
ing primary care, available care options, and
how to address insurance and coverage con-
cerns, as well as implement follow-up proce-
dures such as periodic reminders via telephone
or other means (e-mail, letter) to schedule or
attend follow-up appointments.

Brief Counseling and Referral to Primary
Care

Many AT settings will not have the capabil-
ity to implement co-located or integrated ser-
vices and/or facilitated referral out of concern
for impact on limited resources. In such cases,
they may choose to implement components of
these intervention approaches with the hope
that some portion of effects observed in more

comprehensive packages will generalize to their
setting and patient population. Another option
may be to adopt briefer approaches, such as
counseling and referral.

Project ASSERT [improving Alcohol and
Substance abuse Services and Educating
providers to Refer patients to Treatment] was
developed as a brief approach to facilitate re-
ferral to primary care and other services for pa-
tients with SUDs presenting to emergency de-
partments.22 It includes the detection of SUDs,
a brief counseling session based on the princi-
ples of motivational interviewing, and linkage to
primary care and specialty care services.22 The
counseling session consists of establishing rap-
port, providing feedback and education about
the importance of receiving primary care or
other relevant services, and assessing readiness
to accept a referral using a single-item “readi-
ness ruler” (1 to 10, with 10 indicating readi-
ness). Depending on the patient’s response,
counseling follows to either help facilitate the
referral process or address ambivalence to re-
ceiving a referral.22 In a pre-post-evaluation of
this approach, 47% of 1,096 enrolled substance
misusing patients received a referral to primary
care. Although follow-up rates were low (22%),
among those who did return for 60- and 90-day
follow-ups and had received a referral, alcohol,
and drug use severity was reduced and satisfac-
tion with the referral process was high.22 This
approach may be promising, but the existing
evidence is not yet sufficient for demonstrating
effectiveness. Studies are needed to determine
whether this approach will reveal itself to be an
effective method for transitioning SUD patients
from AT to primary care.

DISCUSSION

This article put forth promising approaches to
help AT settings transition patients with SUDs
to primary care: reverse co-location and/or in-
tegration of primary care in AT settings, facili-
tated referral from AT to primary care, and brief
counseling and referral. Depending on avail-
able resources, the feasibility of implementing
these models may be limited, and in such cases,
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components of these models may be utilized,
although with as-yet unknown effectiveness.
Brief counseling and referral in particular may
hold promise as a relatively low-cost method
for connecting patients with SUDs to primary
care. Research should determine whether this
approach is effective in improving rates of ini-
tial and longer-term engagement with primary
care in this patient population, and whether it
has corresponding health benefits, including re-
ductions in substance misuse and inappropriate
use of costly inpatient and emergency health
services.

More generally, research is needed to
examine the comparative effectiveness of the
presented approaches in improving primary
care access and health outcomes. Future
studies might also focus on examining the
effectiveness of “trimmed down” (e.g., use of
periodic reminders, “light” case management)
versions of these strategies and identifying
resources needed for their successful imple-
mentation. Studies finding components or
lighter versions of these more comprehensive
models to be effective may have the upshot
of increasing enthusiasm on the part of AT
settings, especially those with limited resources,
to adopt such care practices.

Conceptual Model

As a basis for these practices, we also presented
a new conceptual model to help facilitate
transitions from AT to primary care and to
potentially guide future research on how to
make this transition a successful one. A variety
of patient, provider, and system factors may
impact the process of transitioning patients
with SUDs to primary care. Factors include
patients’ awareness of available resources and
their self-appraised beliefs about the need for
such services, as well their health insurance
status. Limited or lack of health insurance will
create challenges for AT settings to support the
transition of SUD patients between AT and
primary care. The changing landscape of health
insurance coverage in the United States, and
the growth of “mini clinics” in large retail stores
(e.g., Walgreens, Wal-Mart) will likely have

an effect on the availability of such services.
Implementation of the Affordable Care Act
(ACA; 2010) may also increase the need for
a science of care transitions as it mandates
greater coverage for SUD treatment. Indeed,
the ACA considers SUD treatment an “essential
service,” and mandates the integration of
preventative and long-term management of
SUDs in primary care.60 Greater numbers of
individuals eligible for AT services and the in-
creasing role of primary care in the prevention
and long-term management of SUDs suggests a
growing importance to enhance collaboration
between these care settings, including improv-
ing pathways by which patients transition from
primary care to AT and back again as needed.

It will also be important for providers to be-
come aware and remain knowledgeable about
new healthcare policies and emerging options
for patients to obtain primary care to opti-
mize the transition process. Provider factors,
including overcoming real or perceived barri-
ers to sharing patient information, as well as
communicating about, supporting, and inte-
grating treatment recommendations from both
AT and primary care into the treatment plan, are
needed to ensure truly coordinated care. Sys-
tem factors, such as the strength of the formal
relationship between the two care sites8 and
strategies for managing the possibility of missed
appointments in this patient population61,62 will
play an important role in whether practices
that have the potential to improve the transi-
tion of patients from AT to primary care are
adopted. For example, providing patients with
education on the effects of no-shows, double-
booking, and limiting the interval between date
requesting an appointment and date actually
seen can reduce primary care no-show rates;61

these methods may be helpful for primary care
patients challenged by substance abuse issues.

Limitations

Because model domains were incorporated
from existing models that describe care
transitions of other patient populations (e.g.,
long-term care, patients receiving emergency
medicine), the present model may be missing
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other key elements important to consider in un-
derstanding factors that impact the transitioning
of patients from AT to primary care. In addition,
the authors did not conduct a systematic evi-
dence review of care practices that may support
AT settings in helping patients gain access to pri-
mary care. Therefore, there may be evidence-
based or promising intervention strategies that
need to be considered in addition to those pre-
sented in this article. Furthermore, as stated ear-
lier, intervention strategies were presented (e.g.,
Project ASSERT) that require evaluation in the
context of improving patients’ access and en-
gagement to primary care from the AT setting.

Directions for Future Research

In addition to the model presented here, fu-
ture research on facilitating transitions from
AT to primary care should focus on evaluat-
ing interventions that have been shown to help
with other types of care transitions. For exam-
ple, the health evaluation and referral assistant
(HERA) is a web-based program designed to
facilitate screening, brief intervention, and re-
ferral to treatment (SBIRT) for tobacco, alco-
hol, and drug abuse among patients seen in
emergency departments.63 Project Engage, also
designed to facilitate entry of emergency de-
partment and inpatients with SUDs to AT, uti-
lized a patient engagement specialist.64 Similar
research is needed to enhance understanding
of whether computer-facilitated and specialist
referrals can impact the promotion of primary
care adherence, as well as its effect on subse-
quent substance use and related outcomes.

Finally, in the interest of making tran-
sition facilitation efforts efficient, it will be
fruitful to focus on SUD patients who might
show the most short-term benefit by having a
PCP involved in their treatment. These might
include patients receiving medication-assisted
treatments for opioid or alcohol dependence
or patients who have one or more chronic
health conditions, such as asthma and high
blood pressure.11 Emphasizing specific groups
to promote efficient use of resources may make
facilitation efforts more amenable to health
plans and payers. The normalization of collab-

oration among providers and coordination of
care serving patients in treatment for addic-
tion, as we have tried to move forward here,
should improve health service quality and ef-
ficiency.65,66 Such normalization will be fos-
tered as American healthcare overcomes the
barriers entailed by behavioral and medical
health providers operating in separate silos, as
if biomedical and psychosocial concerns are
distinct and parallel domains.51,67 The merge
of medical and SUD/mental health funding
streams would greatly accelerate the develop-
ment and implementation of innovative strate-
gies to transition patients to settings in which
the full range of their care needs can be
met.68 Patients, providers, and health systems
will function more optimally when interlock-
ing clinical, operational, and financial practices
are matched to the reality we confront daily,
namely, that SUD patients need regular medi-
cal care after AT ends. Merged funding streams
whereby healthcare plans pay for medical and
mental healthcare from the same pot of money
would structurally facilitate effective care
transitions.67,68
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