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Objective: Substance abuse intensive outpatient programs (IOPs) are
direct services for people with substance use disorders or co-occurring
mental and substance use disorders who do not require medical de-
toxification or 24-hour supervision. IOPs are alternatives to inpatient and
residential treatment. They are designed to establish psychosocial sup-
ports and facilitate relapse management and coping strategies. This re-
view assessed the evidence base for IOPs. Methods: Authors searched
major databases: PubMed, PsycINFO, Applied Social Sciences Index and
Abstracts, Sociological Abstracts, Social Services Abstracts, Published
International Literature on Traumatic Stress, ERIC, and CINAHL. They
identified 12 individual studies and one review published between 1995
and 2012. They chose from three levels of research evidence (high,
moderate, and low) based on benchmarks for the number of studies and
quality of their methodology. They also described evidence of service
effectiveness. Results: Based on the quality of trials, diversity of settings,
and consistency of outcomes, the level of evidence for IOPs was rated
high. Multiple randomized trials and naturalistic analyses that compared
IOPs with inpatient or residential care found comparable outcomes. All
studies reported reductions in alcohol and drug use. However, sub-
stantial variability in the operationalization of IOPs and outcome mea-
sures was apparent. Conclusions: IOPs are an important part of the
continuum of care for substance use disorders. They are as effective as
inpatient treatment for most individuals. Public and commercial health
plans should consider IOP services as a covered health benefit. Stan-
dardization of the elements included in IOPs may improve their quality
and effectiveness. (Psychiatric Services 65:718-726, 2014; doi: 10.1176/
appi.ps.201300249)
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ubstance abuse intensive out-
S patient programs (IOPs) are

ambulatory services for individ-
uals with substance use disorders who
do not meet diagnostic criteria for
residential or inpatient substance
abuse treatment as well as for indi-
viduals who are discharged from 24-
hour care in an inpatient treatment
facility and continue to need more
support than the weekly or biweekly
sessions provided in traditional out-
patient care (1). IOP services offer
a minimum of nine hours of service
per week in three, three-hour ses-
sions; however, some programs pro-
vide more sessions per week or longer
sessions, and many programs become
less intensive over time (1,2). Because
services are provided in outpatient
settings, the duration may be longer
than that required for inpatient ser-
vices. Individuals in IOPs remain in
their homes, reduce the use of expen-
sive inpatient care, and learn to re-
cover in their community (1).

Since 2002, the annual census of
specialty addiction treatment facilities
in the United States has consistently
identified IOPs as second in preva-
lence only to regular outpatient treat-
ment for alcohol and drug use
disorders. In 2011, there were 6,089
treatment programs in the United
States that reported offering IOP
services (44% of 13,720 addiction
treatment programs), and IOPs served
141,964 patients—12% of the 1.2 mil-
lion patients receiving specialty addic-
tion treatment (3).
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This article reports the results of
a literature review that was under-
taken as part of the Assessing the
Evidence Base Series (see box on
this page). The purpose of this
review was to provide policy makers,
treatment providers, and consumers
with current information on IOPs so
that they can make informed deci-
sions when comparing these programs
with alternative treatments. Public
and commercial health plan admin-
istrators may use this information to
assess the need to include IOPs as
a covered benefit. Our assessment of
IOPs defines the programs as a level
of care, reviews available research,
and evaluates the quality of the
evidence, most notably compared
with evidence for the effectiveness
of inpatient treatment services.

Description of the service

10Ps treat individuals with substance
use disorders or co-occurring mental
and substance use disorders who do
not require medical detoxification or
24-hour supervision. IOPs provide
a specified number of hours per week
of structured individual, group, or
family therapy as well as psycho-
education about mental and sub-
stance use disorders.

The American Society of Addiction
Medicine (ASAM) defines five levels
of care to guide practitioners in
selecting the appropriate intensity
for treating alcohol and drug use
disorders: Level .5 (early intervention
services), Level I (outpatient ser-
vices), Level II (intensive outpatient
services), Level III (residential and
inpatient services), and Level IV
(medically managed intensive inpa-
tient services) (2). Thus IOPs repre-
sent a higher level of care than usual
outpatient services and a lower level
of care than residential and inpatient
services. (A separate article in this
series addresses residential treatment
for individuals with substance use
disorders [4].)

The Substance Abuse and Mental
Health Services Administration de-
fines a set of core services for in-
clusion in IOPs, such as a specified
number of hours of structured pro-
gramming per week; individual, group,
or family therapy; and psychoeduca-
tion about substance use disorders and

About the AEB Series

The Assessing the Evidence Base (AEB) Series presents literature reviews
for 13 commonly used, recovery-focused mental health and substance use
services. Authors evaluated research articles and reviews specific to each
service that were published from 1995 through 2012 or 2013. Each AEB
Series article presents ratings of the strength of the evidence for the service,
descriptions of service effectiveness, and recommendations for future
implementation and research. The target audience includes state mental
health and substance use program directors and their senior staff, Medicaid
staff, other purchasers of health care services (for example, managed care
organizations and commercial insurance), leaders in community health
organizations, providers, consumers and family members, and others
interested in the empirical evidence base for these services. The research
was sponsored by the Substance Abuse and Mental Health Services
Administration to help inform decisions about which services should be
covered in public and commercially funded plans. Details about the
research methodology and bases for the conclusions are included in the

introduction to the AEB Series (5).

mental disorders (1). Table 1 provides
a description of the service.

IOP goals are to help the individual
learn early-stage relapse management
and coping strategies, to ensure that
the person has psychosocial support,
and to address individual symptoms
and needs. However, broad variation
across programs in terms of service
delivery (for example, mechanisms
for screening and assessment), treat-
ment planning and provision, crisis
management, discharge planning, and
the intensity and duration of care limit
attempts to assess the quality and

effectiveness of care across IOPs.
Moreover, IOP services vary by set-
ting: hospitals, community behavioral
health centers, and day treatment
programs. The ASAM criteria note
that the duration of treatment varies
with the severity of the person’s illness
and his or her response to the treat-
ment intervention. Therefore, progress
in a particular level of care, rather than
a predetermined length of stay, deter-
mines an individual’s movement through
the treatment continuum.

In the clinical and research litera-
ture, IOPs may also include partial

Table 1

Summary of substance abuse intensive outpatient programs

Feature Description

Service definition

Substance abuse intensive outpatient programs (IOPs) are

direct services for people with substance use disorders or
co-occurring mental and substance use disorders who do
not require medical detoxification or 24-hour supervision.
The programs provide treatment for symptoms or
disabilities associated with these disorders. Core services
generally include a specified number of hours of
structured programming per week; individual, group, or
family therapy; and psychoeducation about substance use
and mental disorders.

Service goals

Learn early-stage relapse management; develop coping

strategies; establish or re-establish psychosocial supports;
address problems related to social, psychological, and
emotional well-being

Populations

diagnoses)

Settings for service
delivery

Adults with substance use disorders (both alcohol and drug

Hospital-based inpatient and day treatment in community
hospitals and Veterans Affairs hospitals; social model

residential programs; community-based public and private
substance abuse treatment centers
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hospitalization and day treatment
(ASAM Level I1.5), both of which
are used to treat people who have
serious mental illness or substance use
problems. For the purposes of this
review, partial hospitalization and day
treatment for individuals with sub-
stance use are included in the defini-
tion of an IOP. Day treatment models
operate full-day schedules five to
seven days per week and may treat
patients with co-occurring  serious
mental illness.

Methods

Search strategy

We identified and reviewed research
from 1995 through 2012. We con-
ducted a survey of major databases:
PubMed (U.S. National Library of
Medicine and National Institutes of
Health), PsycINFO (American Psy-
chological Association), Applied So-
cial Sciences Index and Abstracts,
Sociological Abstracts, Social Services
Abstracts, Published International
Literature on Traumatic Stress, the
Educational Resources Information
Center, and the Cumulative Index to
Nursing and Allied Health Literature.
We also examined bibliographies of
major reviews and meta-analyses. We
used combinations of the following
search terms: intensive outpatient
treatment, substance abuse treat-
ment, addiction treatment, drug re-
habilitation, and alcohol treatment.

Inclusion and exclusion criteria

This review was limited to U.S. and
international studies in English and
included the following types of
articles: randomized controlled trials
(RCTs), quasi-experimental studies,
naturalistic assessments, and qualita-
tive reviews. Studies were included if
they compared levels of care (that is,
inpatient or residential treatment
versus IOP or day treatment) for adult
study participants seeking treatment
for alcohol or illicit drug use. The
ASAM Patient Placement Criteria for
the Treatment of Substance-Related
Disorders (2) and the Treatment
Improvement Protocol on intensive
outpatient programs from the Center
for Substance Abuse Treatment (1)
were also examined. Studies were
excluded that examined residential
treatment only, ambulatory treatment
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only, aftercare only, treatment for
mental disorders only, developmen-
tal disability programs, hospital-
based inpatient treatment programs
without comparisons to less intensive
services, and treatment services for
adolescents.

Strength of the evidence

The methodology used to rate the
strength of the evidence is described
in detail in the introduction to this
series (5). The research designs of the
identified studies were examined.
Three levels of evidence (high, mod-
erate, and low) were used to indicate
the overall research quality of the
collection of studies. Ratings were
based on predefined benchmarks that
considered the number and quality of
the studies. If ratings were dissimilar,
a consensus opinion was reached.

In general, high ratings indicate
confidence in the reported outcomes
and are based on three or more RCTs
with adequate designs or two RCTs
plus two quasi-experimental studies
with adequate designs. Moderate
ratings indicate that there is some
adequate research to judge the ser-
vice, although it is possible that future
research could influence reported
results. Moderate ratings are based
on the following three options: two or
more quasi-experimental studies with
adequate design; one quasi-experimental
study plus one RCT with adequate
design; or at least two RCTs with some
methodological weaknesses or at least
three quasi-experimental studies with
some methodological weaknesses. Low
ratings indicate that research for this
service is not adequate to draw evidence-
based conclusions. Low ratings indicate
that studies have nonexperimental
designs, there are no RCTs, or there
is no more than one adequately de-
signed quasi-experimental study.

We accounted for other design
factors that could increase or decrease
the evidence rating, such as how the
service, populations, and interven-
tions were defined; use of statistical
methods to account for baseline dif-
ferences between experimental and
comparison groups; identification of
moderating or confounding variables
with appropriate statistical controls;
examination of attrition and follow-
up; use of psychometrically sound

measures; and indications of potential
research bias.

Effectiveness of the service

We described the effectiveness of
the service—that is, how well the
outcomes of the studies met the
service goals. We compiled the find-
ings for separate outcome measures
and study populations, summarized
the results, and noted differences
across investigations. We evaluated
the quality of the research design in
our conclusions about the strength of
the evidence and the effectiveness of
the service.

Results

Level of evidence

The level of evidence for IOPs was
rated as high. Multiple RCTs and
quasi-experimental studies have been
conducted of IOPs that were de-
signed for individuals with substance
use disorders. We identified five re-
ports based on four RCTs that com-
pared IOP services or day treatment
services with inpatient or residential
treatment (6-10) and two studies of
inpatient treatment versus IOPs that
included participants who had been
randomly assigned to a treatment
group and those who refused ran-
domization (11,12). Our search also
found six naturalistic analyses of
patients treated in inpatient and TIOP
settings (13-18) and one qualitative
review of research published after
1995 (19). Table 2 summarizes the
studies included in this review.

Most of the RCTs had good in-
ternal validity and used the Addiction
Severity Index (ASI), a well-validated
treatment outcome measure. How-
ever, samples were sometimes small
to modest, and insufficient statistical
power may have contributed to a lack
of strong findings. Conversely, the
naturalistic studies reported large
samples but had more variability in
outcome measures. Nonetheless, find-
ings from the RCTs and naturalistic
analyses appeared to complement each
other.

Patient populations
and service settings
In studies of IOP services, alcohol
dependence (9,10,15,19) and cocaine
dependence (6,16) were the primary
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perior in 5 studies (2 based on naturalistic

cohorts). Day hospital outcomes were
differences in 7 randomized studies.

Treatment intensity was related to better
outcomes. Inpatient outcomes were su-
superior in 2 studies. There were no

Summary of findings

Varied, as reported in the
publications

PI‘iI‘ﬂ’dI’y outcome measures

Residential, 24-hour settings

Comparison treatment

Settings where patients do
not stay over night

IOP treatment

ies of inpatient versus out-

Design, participants, setting
Qualitative review of 14 stud-
patient programs

Finney et al.,
1996 (19)

* Studies are listed in chronological order under type of research design. Abbreviations: ASI, Addiction Severity Index; DATOS, Drug Abuse Treatment Outcome Study; RCT, randomized controlled trial; SCL-90R, Symptom Checklist 90—

Revised

Continued from previous page
Review of 1995 or
earlier studies

Table 2
Study

diagnoses of participants. Two RCTs
(7,20) and four naturalistic analyses
(13,14,17,18) included people with
alcohol and drug (undefined) diag-
noses. There was demographic varia-
tion across study populations, including
individuals who were uninsured and
homeless in inner cities (13,14),
employed men and women with
commercial health plans (6,12,15),
patients in the Veterans Affairs (VA)
health system (11,18), and men and
women treated in public systems of
care (7,11,14,16,17). One study com-
pared a one-year day treatment pro-
gram with a one-year residential
program (7,8). African Americans were
the primary racial-ethnic minority
group studied, and most study popu-
lations had good racial-ethnic mixes.
No studies compared the effects of
IOPs across racial or ethnic groups.

Service settings for these studies in-
cluded hospital-based inpatient and day
treatment in VA hospitals (11,18) and
community hospitals (6,9,10,15), resi-
dential programs (7.,8,12), community-
based public (7,8,11,14,16,17) and
private (6,12,14,15) substance use
treatment centers, and one drug
treatment program based on thera-
peutic community principles (7.8).
The services varied in intensity (that
is, hours per week), duration, content
of the sessions, and therapeutic ap-
proaches. Follow-up periods ranged
from three months to 18 months. The
dependent variables used to assess
patient outcomes also varied, but ab-
stinence (6,9,10) and changes in ASI
scores (6,7,11-14,17,18) were most com-
mon (Table 2).

Effectiveness of the service

Variation in the operationalization of
10Ps across studies and differences in
outcome measures slightly tempered
our assessment of the equivalent
effectiveness of inpatient and IOP
services. In most studies, the inpatient
and IOP services differed on many
dimensions (for example, setting,
duration, and intensity), although
one investigation used the same staff,
facility, and therapeutic process be-
tween experimental and control groups
and altered only the setting (inpatient
versus outpatient) (9). The primary
commonality was treatment in an
IOP setting versus an overnight stay
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in a more controlled residential or
inpatient setting (6-18), but variation
in the operationalization of IOP ser-
vices and outcome measures limited
direct comparisons.

The RCTs and quasi-experimental
studies consistently reported signifi-
cant reductions in measures of prob-
lem severity and increases in days
abstinent at follow-up interviews
(between three and 18 months after
baseline assessment) for study par-
ticipants receiving IOP services or
day treatment services and for indi-
viduals in inpatient or residential care
(Table 2). One trial with small
samples found higher rates of absti-
nence three months after treatment
among individuals who received in-
patient care compared with those
who received day treatment (63%
versus 38%), but this effect was not
observed at six months after treat-
ment (6). In addition, all RCTs
reported similar reductions in ASI
measures when inpatient and IOP
settings were compared (7,8,11,12).
Finally, the studies that included
participants who were randomly
assigned to treatment condition and
those who self-selected levels of care
reported a similar lack of overall
differences in study outcomes when
levels of care were compared (11,12).
Indeed, a study based in the VA
reported that two-thirds of the par-
ticipants refused randomization, but
outcomes were similar for study
participants whether or not they
were randomly assigned (11).

Although analyses of natural co-
horts generally assume that patients
treated in residential settings have
more severe substance use problems
than those treated in outpatient treat-
ment settings, differential effective-
ness based on problem severity was
elusive in the articles we reviewed.
Only two of six naturalistic analyses
reported main effects for treatment
setting. One was an analysis of Wash-
ington State treatment programs (17).
Results showed that patients treated
in an inpatient setting who stepped
down to treatment in an IOP im-
proved more than those treated only
in IOP settings, because problem se-
verity was greater at baseline among
those admitted to inpatient care. An-
other analysis of a cohort of patients
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Evidence for the effectiveness of substance abuse
intensive outpatient programs (IOPs): bigh

Despite some variations in programming and design, substance abuse IOPs
compared with control conditions demonstrate consistent evidence for the

following outcomes:

e Reduced drug or alcohol use from baseline to follow-up
e Few differences between IOPs and inpatient programs

treated in a psychiatric hospital re-
ported that patients who were alcohol
dependent and treated in an IOP re-
turned to “significant” drinking more
quickly than those treated in inpatient
care (15). The other four analyses did
not find main effects for treatment
setting (13,14,16,18).

There is some evidence that dis-
order severity may influence the ef-
fectiveness of IOPs compared with
inpatient or residential treatment. In
Minnesota treatment programs, pa-
tients with recent suicidal ideation
had better outcomes after residential
care than patients who participated in
an IOP (14). A secondary analysis of
data from clients in treatment for
cocaine dependence noted that pa-
tients with more severe drug prob-
lems were more likely to benefit from
long-term residential care than from
less intensive levels of care (16). Fi-
nally, an analysis of patients in a VA
program also suggested that those
with more severe alcohol or drug
problems had better response when
treated in residential settings than
in IOPs (18). Although there is still
some debate about the equivalence
of inpatient treatment and treatment
in an IOP for patients with the most
severe levels of dependence, there
appears to be general consensus that
for most patients the levels of care
are equivalent.

It is noteworthy that the current
assessment of IOP services echoes
findings from similar reviews con-
ducted since the 1960s (20-30). De-
spite changing research methods
and study populations, results are
consistent—patient outcomes from in-
patient, residential, and intensive out-
patient services are positive and more
similar than different. This consistency
over time enhances confidence in the
stability of the findings and the value of

IOP services.
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Discussion

Overall, the current literature sug-
gests that a wide range of service
intensities can be effective for indi-
viduals with substance use disorders.
There is a high level of evidence—
with the caveats we have noted—that
IOPs are as effective as inpatient and
residential treatments when studies
compare these approaches directly
(see box on this page). IOPs have
emerged as a critical facet of 21st
century addiction treatment for peo-
ple who need a more intensive level of
service than usual outpatient treat-
ment. IOPs allow participants to avoid
or step down successfully from in-
patient services. This is an important
consideration for policy makers, pro-
viders, and individuals engaged in
substance abuse treatment services
when deciding which level of care is
most appropriate for specific clinical
situations.

Taken together, RCTs and quasi-
experimental studies consistently
reported equivalent reductions in mea-
sures of problem severity and increases
in days abstinent at follow-up for par-
ticipants who received IOP services
or day treatment services compared
with those in inpatient or residential
care. We found no studies comparing
IOP participants with wait-list or no-
treatment control groups. Reviews of
the literature point out many design
and treatment differences that may
affect conclusions about the effec-
tiveness of inpatient versus out-
patient services. A chapter in an
ASAM-sponsored text (31) reiter-
ated the debate on inpatient versus
outpatient settings and concluded that
engagement in longer, less-intensive
services may have greater benefit than
brief, intensive interventions without
ongoing support, especially among in-
dividuals with a more severe history
of addiction. The important feature

appears to be continuity of care over
a long duration, and this perspective
is consistent with emerging models
of recovery-oriented systems of care.
However, the interaction between
severity of alcohol and drug prob-
lems and setting of care has been
elusive, and the effect (when pres-
ent) appears to be small. Overall,
studies have found that 50%—70%
of participants reported abstinence
at follow-up, and most studies found
that this outcome did not differ for
inpatient versus outpatient settings
of care. This makes cost, treatment
duration, and living in the commu-
nity the major points of comparison
between inpatient and IOP services
for individuals with substance use
disorders.

It is difficult to say which aspects of
IOPs are most likely to be effective
with specific populations. Naturalistic
studies using large samples found
subtle improvements among people
with the most serious substance use
problems, suggesting that this level of
inpatient or residential care may be
helpful or necessary for a subset of
people. However, a primary ongo-
ing research need is to identify in-
dividuals with severe alcohol and drug
use for whom inpatient or residen-
tial care is of greatest value. One
complication is the variation in how
residential care and IOP services are
defined. This is an important distinc-
tion that needs clarification as pro-
vider systems move into an increasingly
risk-based financing environment. Pay-
ers and providers should collaborate
to define IOP services more consis-
tently, so that effects are replicable
across settings and patient popula-
tions. Likewise, there is a need for
more research on the most effective
length of IOP treatment. IOP models
should clearly identify the type, du-
ration, and intensity of IOP services.
Researchers also need to determine
the optimal type and level of stabili-
zation services following discharge
from an IOP that will sustain the
gains made during the IOP treatment
episode.

Although African Americans were
the dominant racial-ethnic minority
group in many of the investigations
comparing residential and inpatient
services with intensive outpatient
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services, race-ethnicity varied substan-
tially across the studies. The finding
that IOP services and residential or
inpatient care lead to equivalent out-
comes appears to generalize across
racial and ethnic groups; however, we
cannot make specific recommenda-
tions for IOP services related to race-
ethnicity on the basis of the current
literature. Future studies may system-
atically vary components of IOPs to
determine the more critical features
for efficient and effective care.

Surprisingly, none of the studies
examined in this review included
the use of pharmacotherapy, which
impr()ves treatment outcomes when
used in conjunction with therapeutic
interventions. We believe that 21st
century systems of addiction treat-
ment should provide ongoing phar-
macological and behavioral therapies
within a continuing care model that
increasingly relies on IOP settings
rather than on residential and in-
patient care. Recent RCTs also doc-
ument the value of enhancing IOP
services with contingency manage-
ment during treatment in an IOP
(32) and during aftercare (33).

Without increased standardization,
patients, payers, and policy makers
will continue to have difficulty com-
paring IOP services with other levels
of substance abuse treatment ser-
vices. Requirements to adhere to the
National Quality Forum consensus
standards, for example, could help
ensure that IOPs provide consistent
and effective pharmacological and
behavioral addiction treatments (34).
Accordingly, this calls for improved
assessment of the specific needs of
each person requiring intensive ser-
vices in order to determine the ap-
propriate level of care. Policy makers,
payers, and consumers should con-
sider demanding these assessments,
and providers across all levels of care
should receive the necessary training
to complete them properly.

Conclusions

This review found that studies of
inpatient treatment and IOP services
have yielded results that are consis-
tent and similar: outcome measures of
alcohol and drug use at follow-up
show reductions in substance use and
increases in abstinence, and outcomes

do not differ significantly between
inpatient and IOP settings. Although
a few studies suggest that patients
with greater impairment may have
better outcomes if treated in inpatient
settings than in IOPs, such differential
effectiveness appears elusive and may
apply only to the most severely
impaired individuals. Compared with
inpatient care, IOP services have at
least two advantages: increased dura-
tion of treatment, which varies with
the severity of the patient’s illness and
his or her response, and the opportu-
nity to engage and treat consumers
while they remain in their home
environments, which affords consum-
ers the opportunity to practice newly
learned behaviors. IOPs are an impor-
tant service for inclusion as a covered
benefit for people with substance use
disorders. The diversity of settings and
range of outcomes assessed, combined
with the consistency of improvement
over time, suggest that the effective-
ness reflects the intensity and duration
of treatment rather than a specific
setting or patient population.
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