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ABSTRACT 
Residential treatment for substance use disorder (SUD) 
is a structured model of care centered on individual and 
group therapy, peer support, and psychiatric services. 
However, there is rarely a standardized system for in-
tegration of primary care. Consistent access to primary 
care is important for women with SUD given the myriad 
healthcare needs of this population, including chronic 
disease, substance-related infections, sexual and repro-
ductive health, preventive care, and psychiatric condi-
tions. Access to primary care can minimize the morbidity 
associated with substance-use related medical complica-
tions, provide longitudinal support for recovery, and re-
duce emergency department visits and hospitalizations. 
This paper explores a program of coordinated medical 
care at a residential treatment facility for women with 
histories of SUD located in Pawtucket, RI. We conclude 
that residential treatment is an ideal time to forge a con-
nection to primary care services to address the multiple 
medical and psychiatric comorbidities that exist among 
patients with SUD. 
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INTRODUCTION 

Residential treatment for substance use disorder (SUD) 
is a 24-hour, structured model of care staffed by addiction 
treatment and mental health professionals.1 Residential 
treatment often centers on recovery models that include 
individual and group therapy, peer support, and psychiatric 
services.2 However, there is often no standardized system for 
integration of primary healthcare for patients during residen-
tial treatment. Consistent access to primary care is import-
ant for women with SUD given the myriad healthcare needs 
of this population, including chronic diseases, substance-re-
lated complications and infections, sexual and reproductive 
health, preventive care, and psychiatric conditions.3,4 Access 
to primary care can minimize the morbidity associated with 
substance-use related medical complications, provide longi-
tudinal support for recovery, and reduce emergency depart-
ment visits and hospitalizations.5 

We contend that not only do patients with substance 
use disorder suffer from multiple medical and psychiatric 
comorbidities which necessitate effective primary care ser-
vices and care coordination, but also that residential treat-
ment is an ideal time to forge that connection to care in 
order to improve health outcomes in the long term.

BACKGROUND

Substance use disorder is a crisis in Rhode Island and nation-
wide, and patients with the most severe SUD are often 
estranged from the healthcare services necessary to address 
both their substance use and their multiple underlying phys-
ical and mental health conditions. During 2017–2019, yearly 
prevalence of SUD in RI was 3.1% or approximately 29,000 
people.6 Additionally, the number of deaths due to acciden-
tal drug overdose in RI increased in 2020 to 384 after a grad-
ual decrease during the previous four years, from 336 to 308.7 
The COVID-19 pandemic may have exacerbated existing 
factors contributing to overdose deaths, including increased 
financial and emotional stress leading to higher rates of 
relapse, and social distancing contributing to higher like- 
lihood of an isolated overdose. Furthermore, with emergency 
departments focused on fighting the pandemic, and many 
outpatient appointments transferred to telemedicine, which 
can be especially challenging for those who do not have con-
sistent cell phone service, patients have faced increased bar-
riers to access of both medical care and wraparound services 
such as social work or case management.8

However, despite the increased challenges due to the 
COVID-19 pandemic, residential treatment has remained 
open to help individuals struggling with addiction receive 
treatment and develop recovery skills. The residential level 
of care benefits individuals with concurrent mental health 
conditions and homelessness, as the stability and structure 
allows for focus on recovery.9 Due to lack of standardiza-
tion in models of residential treatment and research on these 
facilities, there is mixed evidence on whether residential 
treatment is superior to outpatient treatment of SUD. How-
ever, some research suggests that residential treatment leads 
to equal or improved outcomes for substance use, employ-
ment, social support, and psychiatric symptoms compared 
to outpatient treatment.2, 9 Data from the Substance Abuse 
and Mental Health Services Administration (SAMHSA) also 

 39 

 42 

 EN 

39O C T O B E R  2 0 2 1   R H O D E  I S L A N D  M E D I C A L  J O U R N A L   R I M J  A R C H I V E S  |  O C T O B E R  I S S U E  W E B P A G E  |  R I M S

http://rimed.org/rimedicaljournal-archives.asp
http://www.rimed.org/rimedicaljournal-2021-10.asp
https://www.rimedicalsociety.org


suggest that completion rates for residential treatment are 
higher than for outpatient treatment, estimated to be 65% 
and 52% respectively.10  

This paper describes a residential treatment facility for 
women, many of whom are low income and face housing 
instability, and efforts to engage them in medical care while 
in treatment to address health needs beyond SUD.

PROGRAM OVERVIEW 

Eastman House is a residential treatment facility located in 
Pawtucket, RI, with capacity for 16 women who have been 
diagnosed with SUD. They typically stay 45 days if they are 
referred from a medically supervised facility or a commu-
nity-based agency. In other cases, women who are released 
from incarceration may be ordered by the judicial system 
to receive 30 to 90 days of treatment. Patients are able to 
access services if they are homeless and uninsured through 
a state-sponsored grant.

At the facility patients engage in a variety of evi-
dence-based therapeutic modalities, including individual 
and group therapy, cognitive behavioral therapy and dialecti-
cal behavior therapy, a form of cognitive behavioral therapy 
focused on managing relationships with others and tolerat-
ing distress. A variety of complementary treatments are also 
offered, including art and music therapy, yoga classes, and 
12-step programs such as Alcoholics Anonymous (AA) and 
Narcotics Anonymous (NA). Eastman House also facilitates 
medication treatment for SUD. Patients who have psychi-
atric comorbidities are referred to a psychiatrist for medica-
tion management; more recently, the facility has employed 
an in-house psychiatric nurse practitioner. Patients who 
require a higher level of psychiatric care are referred to 
community mental health centers, where they can receive 
therapy, psychiatric support, and case management through 
their stay at Eastman House and beyond.

Senior author on this paper, MG, a primary care doctor at 
the Center for Primary Care (CPC) in Providence, provides 
a consistent linkage to primary care for women at Eastman 
House. She has enlisted the assistance of third-year medical 
students in the Primary Care-Population Medicine Program 
at the Alpert Medical School of Brown University.

PROGRAM MODEL 

In this program model, all women who arrive at Eastman 
House who lack a regular source of primary care are referred 
to MG. Many have had negative interactions with the 
healthcare system related to their addiction and are wary 
of medical facilities; therefore forming a relationship with a 
primary care doctor experienced with working with patients 
with SUD and with specific interest in serving this popu-
lation can be beneficial. Many patients at the facility have 
gone several years without regular access to healthcare, and 

issues that have been ignored or gone undiagnosed can now 
be addressed. Patients are provided treatment for sexually 
transmitted infections, hepatitis C, and chronic diseases 
such as COPD and diabetes, as well as access to reproduc-
tive and preventive care, such as mammograms, Pap smears, 
and vaccines. Women with specialized gynecological needs 
are referred to an OB/GYN with particular interest in work-
ing with patients with SUD.

Case managers provide transportation for appointments, 
pick up prescriptions for patients, and ensure medication 
adherence. Medical students also provide care coordination 
for patients with complex medical needs by accompanying 
patients to medical appointments, communicating with 
specialists, and coordinating transportation needs for out-of-
state care. Finally, monthly care coordination meetings are 
conducted between residential treatment facility staff and 
the primary care team. Medical students also developed a 
cohesive intake form at the CPC for Eastman House patients 
and created an order set for common over-the-counter med-
ications, which must be prescribed to patients before they 
can be accessed. This partnership links women to primary 
and specialty care at a time in their lives when they have the 
stability to tackle complicated health issues, while open-
ing the door for continuity of care after they move on from  
Eastman House. 

CASE NARRATIVE  
Ms. L is a 50-year-old experiencing homelessness with a  
history of COPD, polysubstance use, intimate partner vio-
lence, and PTSD. Before coming to residential treatment, 
she had no regular source of medical care apart from the 
emergency department. After arriving, she was scheduled 
for a primary care appointment; a Pap smear revealed high-
grade cervical dysplasia, necessitating a colposcopy. 

However, she left Eastman House prior to completing res-
idential treatment and gynecological follow-up against the 
advice of staff. Multiple attempts were made to contact her, 
which were unsuccessful. Four months later she returned 
to residential treatment and had a follow-up primary care 
appointment. At this visit, she complained of lower extrem-
ity nerve pain and was diagnosed with syphilis, which  
was treated. 

She was also set up with an appointment for a colposcopy. 
Given severe anxiety with pelvic exams due to her signif-
icant trauma history, she was accompanied by a medical 
student patient navigator during the procedure. She was 
able to attend the procedure because of transportation, care 
coordination, and emotional support from the residential 
treatment team and the primary care partnership. Despite 
leaving residential treatment early during her previous stay, 
once she returned, Ms. L was provided with resources that 
facilitated re-engagement in care for both addiction and 
other medical needs. 
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DISCUSSION 
Residential treatment is an approach through which patients 
are provided additional support and structure that can help 
facilitate recovery from addiction and improvement in over-
all health. Adults with SUD are more likely to be uninsured, 
low-income, and face housing instability.11 Homelessness 
has also been associated with higher rates of substance 
use and rates of relapse.12,13 For Ms. L, residing at Eastman 
House provided an opportunity to address both SUD and 
other healthcare needs. Unfortunately, residential treatment 
is not always accessible to those who may benefit from it. 
Although Eastman House is a program that accepts public 
insurance and receives a grant to cover uninsured patients, 
residential treatment facilities are excluded from Medic-
aid coverage in several states.14 Despite increases in rates 
of insurance among those with SUD, there has not been 
an increase in access to SUD treatment, including hospital 
care, residential treatment, and outpatient treatment.11,15 
Addressing this on a national level would involve a move-
ment towards increased funding and policy changes that tar-
get expanding affordable access to residential treatment for 
the uninsured and publicly insured.

In addition to issues of access, due to the relapsing and 
remitting nature of addiction, residential treatment facili-
ties have to contend with attrition. Data suggest that com-
pletion of residential treatment is higher than outpatient 
treatment, but there is limited research at this time on the 
factors that facilitate completion.2,10 Although completion 
of residential treatment is associated with higher rates of 
abstinence and fewer relapses, it is not the only measure of 
recovery. Connecting patients with primary care services 
upon arrival to Eastman House or any residential facility is 
a method of linking patients to an additional resource for 
addiction treatment, both to support their recovery while in 
residential treatment and after they leave. Forging a relation-
ship with a primary care provider may facilitate a continued 
engagement or return to addiction treatment outside of the 
physical and temporal bounds of residential treatment.

Adults with SUD are more likely to access specialty ser-
vices to receive care for SUD, but as a result are not nec-
essarily connected to services for their other healthcare 
needs. Access to primary care can minimize the morbidity 
associated with substance-use related medical complica-
tions, provide longitudinal support for recovery, and reduce 
emergency department visits and hospitalizations.5 Models 
for integration of primary care into residential treatment 
include “distributive models,” in which patients are referred 
to external primary care services, and “integrative models,” 
in which primary care services are on-site. There is data that 
indicates that intentional referral of patients to primary care 
services during residential recovery increases the likelihood 
that these patients actually make contact with primary care 
services, thereby securing a link to healthcare services that 
persists after discharge from residential care.16,17,18 There 

are also a growing number of primary care clinics that are 
incorporating treatment of SUD into their practice, which 
encourages both sustained engagement in recovery and 
general medical care.19 A study of federally qualified health 
centers (FQHCs) that integrated buprenorphine treatment 
into their clinics showed that maintaining patients with 
SUD on buprenorphine for at least 3 months was associated 
with a higher likelihood that these patients would undergo 
screening for chronic illnesses, such as hypertension, hyper-
lipidemia, HIV, and Hepatitis C.20 Finding ways to improve 
access to these screening measures is particularly import-
ant for women with SUD, who have higher rates of cer-
vical dysplasia, STIs, and Hepatitis C infection.3,21 These 
issues have been successfully addressed through primary 
care appointments for several patients during their stay at  
Eastman House. 

In order to provide patient-centered care for those with 
SUD, residential treatment facilities could benefit by build-
ing sustainable partnerships with community providers to 
address health needs that go beyond SUD treatment. While 
Eastman House has community partners, they could be 
strengthened if they were more formally linked. Currently, 
access to primary care and OB/GYN services has relied 
on the availability of individual providers who practice  
separately from the residential treatment center. Medical  
student involvement is also on an annual rotational basis 
at this moment in time, rather than a consistent, longer- 
term commitment. Furthermore, while the interventions 
described have allowed for strides in providing preventive 
care and management of chronic illnesses, there are still a 
number of social factors, such as access to housing, food, and 
a stable income, that modulate the extent to which Eastman 
House patients are able to maintain their recovery efforts 
and overall health after being discharged from residential 
treatment. Setting patients up with outpatient care is a step 
towards providing continuity of care after their time in res-
idential treatment ends. However, in addition to advocating 
for government action, building community partnerships 
with social services organizations could further benefit the 
recovery and health outcomes of these patients by providing 
additional resources.

CONCLUSION 
Having primary care services connected to residential addic-
tion treatment, either by direct referral or on-site treatment, 
allows clinicians the potential to capture a high-risk popula-
tion while they have their basic needs met including hous-
ing, food, and transportation, and are able to devote time 
and energy to their physical and mental health. Connect-
ing patients with primary care while they are in residential 
treatment not only allows them an entry point to addressing 
a broad array of medical conditions, but also to connect to 
a provider that can support recovery efforts once they leave 
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the residential setting. Moving forward, we believe it should 
become a standard for primary medical services to be easily 
accessible to patients at residential treatment centers. We 
also advocate for increased coordination of care and commu-
nication between residential treatment staff, primary care, 
and behavioral health providers using a patient-centered 
approach. Encouraging direct connections between primary 
care clinics and residential treatment centers will facilitate 
patients’ access to medical care while they are in residen-
tial treatment, as well as establish relationships that will  
promote patient well-being in the long term.
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