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Abstract
Background While person-centered care (PCC) includes multiple domains, residential substance use disorder 
(SUD) treatment clients may value certain domains over others. We sought to identify the PCC domains most valued 
by former residential SUD treatment clients. We also sought to explore conceptual distinctions between potential 
theoretical PCC subdomains.

Methods We distributed an online survey via social media to a national convenience sample of former residential 
SUD treatment clients. Respondents were presented with ten PCC domains in an online survey: (a) access to 
evidence-based care; (b) integration of care; (c) diversity/respect for other cultures; (d) individualization of care; (e) 
emotional support; (f ) family involvement in treatment; (g) transitional services; (h) aftercare; (i) physical comfort; and 
(j) information provision. Respondents were asked to select up to two domains they deemed most important to their 
residential SUD treatment experience. We used descriptive statistics to identify response frequencies and logistic 
regression to predict relationships between selected domains and respondents’ race, gender, relationship status, 
parenting status, and housing stability.

Results Our final sample included 435 former residential SUD treatment clients. Diversity and respect for different 
cultures was the most frequently selected domain (29%), followed by integration of care (26%), emotional support 
(26%), and individualization of care (26%). Provision of information was the least frequently chosen domain (3%). Race 
and ethnicity were not predictive of selecting respect for diversity. Also, parental status, relationship status and gender 
were not predictive of selecting family integration. Employment and housing status were not predictive of selecting 
transitional services.

Conclusions While residential SUD treatment facilities should seek to implement PCC across all domains, our results 
suggest facilities should prioritize (a) operationalizing diversity, (b) integration of care, and (c) emotional support. 
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Background
The United States (US) is experiencing multiple sub-
stance use disorder (SUD) crises with rising rates of opi-
oid and stimulant overdoses [1]. Residential facilities, 
which provide short or long-term (i.e., longer than 30 
days) care in non-hospital settings, are common envi-
ronments for SUD treatment [2]. More than 1,400 non-
federal residential SUD treatment facilities exist in the 
US [3]. Among Americans aged 12 or older who received 
SUD treatment in 2020, 27.5% received treatment in a 
residential facility [2]. Residential treatment is costly, 
ranging from $5,700 to $17,000 per client per treatment 
episode [3]. As compared to clients receiving SUD treat-
ment in the outpatient setting, clients receiving SUD 
treatment in residential facilities tend to have more com-
plex needs [4]. Unfortunately, little is known about the 
quality of care provided in residential facilities [5].

Person-centered care (PCC) is a key quality indicator 
[6, 7] and is associated with several healthcare outcomes 
(e.g., treatment retention, safety) [8, 9], including in resi-
dential SUD facilities. PCC postulates putting individual 
as a key decision-maker in care and holistically address-
ing unique patient care needs and preferences [10]. 
Numerous conceptual PCC frameworks exist outlining 
several key elements of care delivery [10–13]. Impor-
tantly, the Picker Institute’s PCC framework is among 
the most commonly used, having been adopted by the 
Institute of Medicine [6] and informing quality metrics 
used by the US National Committee for Quality Assur-
ance, as part of health plan accreditation and by the Cen-
ters for Medicaid and Medicare Services for value based 
programs [14]. According to the Picker framework, PCC 
is primarily defined by the patient experience, rather 
than patient satisfaction, and consists of eight domains 
[15, 16], which were later described as dimensions or 
domains by the Institute of Medicine: [1] respect for 
patient preferences, values, and culture; [2] provision of 
education/information; [3] integration of care; [4] provi-
sion of emotional comfort; [5] provision of physical com-
fort; [6] integration of family; [7] facilitation of transition 
into the community; and [8] provision of access to evi-
dence-based care. All eight domains are considered nec-
essary and are predictive of positive healthcare outcomes 
[8]. Our previous work identifies that some PCC domains 
may be further broken into subdomains [17]. For exam-
ple, within the domain of “respect for patient prefer-
ences, values, and cultures,” our team has previously 
found suggestive qualitative evidence that subdomains 

might include (a) diversity and respect for other cultures 
(e.g., having staff from similar racial/ethnic backgrounds 
to those of clients), and (b) individualization of care (e.g., 
permitting clients to select their own treatment or set 
their own goals). Similarly, we have suggestive qualita-
tive evidence that the domain “transition and continuity 
of care” includes the conceptually distinct subdomains 
of (a) transition into the community (e.g., assistance with 
securing housing or employment after residential treat-
ment) and (b) aftercare (e.g., wellness check-ups; contin-
ued but less intensive treatment).

While the literature on PCC theory is extensive [18], 
little is known about PCC domains for residential treat-
ment of SUD. Efforts to improve PCC in residential SUD 
facilities are critically important, because SUD treatment 
in the US has a history of paternalistic and coercive prac-
tices [19]. Furthermore, recent research findings identify 
underutilization of evidence-based treatment in residen-
tial facilitates [20, 21], and minimal permitted contact 
between the client and their family/community [5, 22, 
23]. For example, to encourage clients to focus on their 
recovery, it is not uncommon for residential SUD facili-
ties to limit excursions into the community (e.g., to visit 
family), especially during the beginning of treatment 
[24–26], potentially heightening the risk of clients expe-
riencing coercive practices. People receiving SUD treat-
ment are also a particularly vulnerable population, often 
having experienced systematic stigmatization (e.g., due to 
drug criminalization) [27, 28], and may feel low empow-
erment when seeking or receiving treatment [29, 30]. A 
nationally representative study of SUD treatment facili-
ties in the US, focusing on the PCC “respect” domain, 
found that fewer than half of residential facilities (39%) 
invited patients to participate in clinical decision-making 
processes [31]. Despite the unique constraints on PCC 
present in residential settings (e.g., physical separation 
from social supports) [22–24], most studies of PCC in 
SUD treatment focus on outpatient settings [10] where 
the risk of coercive practices is arguably lower. Further, 
some PCC domains are particularly understudied in 
residential SUD treatment, such as provision of physical 
comfort and integration of family into treatment [32].

While residential SUD treatment facilities should fully 
implement PCC across all eight domains, resource-lim-
ited facilities engaging in quality improvement efforts 
may need to focus on one or two domains at a time, and 
prioritization decisions should be informed by client 
preferences. To our knowledge, no previous study has 

Significant heterogeneity exists regarding PCC domains deemed most important to clients. PCC domains valued by 
clients cannot be easily predicted based on client demographics.
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examined how residential SUD treatment clients value 
PCC domains (e.g., whether they believe certain domains 
are more important than others). Therefore, to inform 
residential SUD treatment facilities’ quality improvement 
efforts, we sought to identify the PCC domains deemed 
most important to clients and to explore whether our 
hypothesized PCC subdomains are conceptually distinct. 
We used a social media survey of a national convenience 
sample of former residential SUD treatment clients.

We hypothesized that respondents who select respect 
for diversity and culture would not necessarily select 
individualization of care, and we hypothesized that 
respondents who select transitional services would not 
select aftercare. We hypothesized that certain respon-
dent characteristics would be associated with selection 
of certain PCC domains. As compared to their coun-
terparts, we hypothesized that respondents who were 
women, people in a relationship with a significant other, 
and/or parents would be more likely to prioritize “fam-
ily involvement in treatment.” As compared to white or 
non-Hispanic respondents, we hypothesized that Black 
or Hispanic respondents would be more likely to priori-
tize “diversity and respect for different cultures.” Com-
pared to stably housed respondents, we hypothesized 
that respondents experiencing housing instability would 
be more likely to prioritize “transitional services.” Finally, 
we hypothesized that unemployed respondents seeking 
work would be more likely to prioritize “transitional ser-
vices” compared to other respondents.

Methods
Instrument development
Our research team drafted a survey instrument informed 
by the Institute of Medicine’s definition of PCC [15, 33], 
as well as interviews with residential and outpatient 
SUD treatment clients and staff from an earlier study 
[17]. The instrument asked respondents to select up 
to two PCC domains they consider most important for 

residential SUD treatment, with examples of PCC expe-
riences informed by our prior work [34]. PCC response 
options on the survey were as follows: [1] access to 
evidence-based treatments for addiction (for example, 
counseling, addiction medications); [2] integration of 
care (for example, offering physical and/or mental health 
screenings and care on-site or off-site); [3] diversity and 
respect for different cultures (for example, racially/eth-
nically diverse staff, bilingual staff, services specifically 
for lesbian, gay, bisexual, transgender, or queer people); 
[4] individualization of care (for example, choice about 
the type of treatment used); [5] emotional support (for 
example, compassionate staff, peer recovery support spe-
cialists); [6] family involvement in treatment; [7] tran-
sitional services (for example, job training/application 
assistance, help with housing); [8] aftercare (for example, 
wellness checks after discharge); [9] physical comfort (for 
example, clean facilities, comfortable bedding, roommate 
choice); and [10] information (for example, information 
about the purpose and types of treatment). Respondents 
could also select “none of the above are important.”

Based on our prior qualitative work [34], for the survey 
instrument, we broke the original domain “respect for 
client preferences, values, and culture” into two domains: 
“diversity and respect for different cultures” and “indi-
vidualization of care.” Similarly, for our survey instru-
ment, we broke the original domain “transition into the 
community” into two domains: “transitional services” 
and “aftercare.” See Table 1 for a list of domains originally 
theorized by Gerteis et al. (1993), as well as our newly 
created domains.

We asked for selection of up to two most important 
PCC domains rather than ranking all domains to mini-
mize cognitive load. Based on our qualitative work, we 
had suggestive evidence that all domains are considered 
important to a certain extent. Still, we lacked information 
on which PCC domains were considered the most impor-
tant. Therefore, we avoided a Likert scale in order to pre-
vent respondents from simply agreeing that each domain 
was important (i.e., selecting a 5 for each domain).

Additionally, the survey instrument included sev-
eral demographic questions, including respondent race, 
ethnicity, gender1, housing status, employment status, 
parental status, and relationship status. See Appendix A 
for the instrument. The survey instrument was piloted 
with six former clients of residential SUD treatment facil-
ities. During the piloting process, clients recommended 
providing brand names of medications, expanding the list 
of potential staff roles, providing additional examples of 
transitional services needed by clients, explicitly defining 

1  The survey included responses for male, female, other, and choose not to 
answer, but the final sample only included respondents who selected male or 
female based on other exclusion criteria.

Table 1 New and original domains
Original PCC domains (n = 8) Our PCC domains (n = 10)
Access to evidence-based treatments Access to evidence-based 

treatments

Integration of care Integration of care

Respect for patient values, preferences, 
and needs

Diversity and respect for 
other cultures

Individualization of care

Emotional support

Family involvement in treatment

Transition and continuity of care Transitional services

Aftercare

Physical comfort Physical comfort

Provision of information Provision of information
Note: Highlighted rows indicate divergence of domains tested in our study from original 
domains by Gerteis et al. (1993)
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certain terms, and decreasing the number of response 
options per question to minimize cognitive load. The 
refined version of the survey was imported into Qualtrics 
software.

Ethics
The first author’s university’s Institutional Review Board 
provided approval and ethical oversight of our research. 
Survey respondents were provided with an explanation 
of the research prior to data collection. Verbal or written 
consent was not collected from respondents.

Data collection
Our inclusion criteria for survey respondents were speak-
ing English, being 18 years of age or older, and having 
experienced residential SUD treatment. We used Face-
book to recruit survey respondents. We posted a recruit-
ment message with the survey link to Facebook groups 
related to SUD, such as recovery groups. We offered a 
$10 electronic gift card to compensate respondents for 
their time.

Data analysis
We started with 581 respondents but excluded obser-
vations based on several approaches to improve data 
quality for a final sample of 435 respondents. First, we 
excluded respondents who did not finish the survey 

(n = 9) and those Qualtrics identified as spam (n = 2). 
Then we excluded respondents who responded that they 
were less than 18 years of age (n = 4) and those who said 
they had experienced zero residential treatment epi-
sodes (n = 41). Next, we excluded respondents whose 
IP addresses were identified as server farms using the 
STATA package “checkipaddresses,” which traces and 
scores IP addresses to identify server farms (n = 16) [35]. 
In line with prior literature, we also excluded respon-
dents who completed the survey in less than two min-
utes (n = 4) and those who incorrectly answered factual 
attention check questions (e.g., “Which of the following 
words is NOT an animal?”) (n = 20). We also excluded 
those who indicated they did not learn about the survey 
through social media after we posted the survey on social 
media (n = 12). We excluded respondents with missing 
responses and those who selected “choose not to answer” 
for variables included in this analysis (n = 38) for a total of 
435 responses remaining.

Our primary outcomes of interest were the two PCC 
domains selected as “most important” out of ten poten-
tial options. We created dichotomous indicator variables 
equal to 1 if the respondent selected the domain and 0 
otherwise. We calculated descriptive statistics showing 
the percentage of respondents who selected each PCC 
domain. We also examined the percentage of respon-
dents who selected both domains.

We also estimated descriptive statistics for the covari-
ates of interest, including respondent sociodemographic 
characteristics such as gender, race, age, employment 
status, and significant other. Employment status was 
coded as dichotomous indicator variables for those who 
reported they were employed, out of work and look-
ing for work, or other employment (e.g., homemaker, 
student, disabled). Significant other was a dichotomous 
indicator variable equal to 1 if the respondent reported 
being married or not married but in a relationship with a 
significant other and 0 otherwise. Stable housing was an 
indicator variable equal to 1 if the respondent reported 
living in a house or an apartment and 0 otherwise (e.g., 
living in shelter, on the street, or in transitional housing). 
Multiple logistic regressions were estimated to explore 
associations between respondent sociodemographic 
characteristics and the likelihood they selected a domain, 
with results reported as odds ratios. All analyses were 
conducted in STATA 16.

Results
Our final sample consisted of 435 respondents. Table  2 
shows descriptive statistics for the sample. The average 
age was 34 years, with approximately half of the sample 
being male (53%). Most respondents were non-Hispanic 
White (74%), employed (72%), parents (64%), stably 
housed (70%; i.e., they lived in a house or an apartment), 

Table 2 Respondent characteristics (N = 435)
M N

Age 34.35

Gender
 Male 53.3% 232

 Female 46.7% 203

Race/ethnicity
 Black 12.4% 54

 White 74.0% 322

 Hispanic 10.6% 47

 Other race 1.8% 8

 More than one race 0.9% 4

Self-assessed health
 Very good/excellent health 69.1% 300

 Fair/poor/very poor health 30.9% 135

Relationships
 Parent 63.7% 277

 Significant other 83.9% 365

Employment
 Employed 72% 313

 Out of work and looking for work 11.7% 51

 Employment - other 16.3% 71

Housing
 Stable housing 70.1% 305

 Unstably Housed 29.9% 130

Observations 435
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rated their health over the four weeks before the survey as 
either very good or excellent (69%), and had a significant 
other (84%; i.e., they were married or in a relationship).

Figure  1 shows the percentage of respondents select-
ing each of the 10 PCC domains. These domains are not 
mutually exclusive categories, because respondents could 
select up to two domains. Diversity and respect for dif-
ferent cultures was the most frequently selected domain 
(29%), followed by integration of care (26%), emotional 
support (26%), individualization of care (26%), access to 

evidence-based treatments (23%), and family involve-
ment in treatment (21%). Transitional services were 
less commonly selected (16%), as were aftercare (13%) 
and physical comfort (11%). Information sharing (e.g., 
about the purpose of treatment) was the least commonly 
selected domain (3%).

Table  3 shows the percentage of respondents who 
chose each pair of domains. Some respondents selected 
only one domain (~ 5%), so these percentages do not add 
up to 100. We hypothesized that respondents who select 

Table 3 Frequency with which respondents selected two domains
Variables Evidence-

based 
treatments

Integra-
tion of 
care

Diversity Individu-
alization 
of care

Emotional 
support

Family 
involvement

Transition-
al services

Aftercare Phys-
ical 
com-
fort

Evidence-based 
treatments

Integration of care 5.06%

Diversity 3.22% 2.99%

Individualization of care 5.75% 4.60% 2.53%

Emotional support 2.99% 4.60% 6.21% 1.15%

Family involvement 3.22% 2.07% 7.59% 2.76% 1.61%

Transitional services 0.69% 2.07% 2.99% 4.60% 2.76% 0.23%

Aftercare 0.92% 1.84% 1.38% 2.53% 2.53% 1.61% 0.92%

Physical comfort 0.46% 1.38% 1.61% 0.69% 2.99% 1.38% 1.15% 0.92%

Information 0.00% 0.00% 0.00% 0.23% 0.92% 0.46% 0.69% 0.46% 0.00%

Fig. 1 Percentage of respondents selecting each PCC domain as “most important” (n = 435)
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respect for diversity and culture would not necessarily 
select individualization of care, and we hypothesized that 
respondents who select transitional services would not 
select aftercare. The most commonly selected pairs were 
“diversity and respect for different cultures” and “family 
involvement in treatment” (8%); followed by “diversity 
and respect for different cultures” and “emotional sup-
port” (6%); “access to evidence-based treatment” and 
“individualization of care” (6%); and “access to evidence-
based treatment” and “integration of care” (5%). Several 
of the domain-pairs were selected by fewer than 1% of 
respondents.

We hypothesized that respondents who were women, 
people in a relationship with a significant other, and/or 
parents would be more likely to select “family involve-
ment in treatment.” As compared to white or non-
Hispanic respondents, we hypothesized that Black or 
Hispanic respondents would be more likely to prioritize 
“diversity and respect for different cultures.” Compared 
to stably housed respondents, we hypothesized that 
respondents experiencing housing instability would be 
more likely to prioritize “transitional services.” Finally, we 
hypothesized that unemployed respondents seeking work 
would be more likely to prioritize “transitional services” 
compared to other respondents.

Table  4 shows the results from logistic regression 
models examining the relationship between respondent 
sociodemographic characteristics and the likelihood of 
selecting each PCC domain. Results are reported as odds 
ratios. Although none of our hypotheses were supported, 
some demographics were associated with selecting cer-
tain domains. We found that White individuals (OR 
0.243; p < 0.001) and those with significant others (OR 
0.385; p < 0.01) were less likely to select evidence-based 
treatments while those out of work and looking for work 
(OR 4.327; p < 0.001) and those who were stably housed 
(OR 2.492; p < 0.01) were more likely to select evidence-
based treatments. We found that parents were more 
likely to select integration of care (OR 1.952; p < 0.05). 
Individuals with significant others were more likely to 
select diversity as a top domain than those without sig-
nificant others (OR 2.334; p < 0.05). Those who were out 
of work and looking for work (OR 2.617, p < 0.01) and 
parents (OR 2.082; p < 0.01) were more likely to select 
individualization of care. Older individuals were more 
likely to select emotional support (OR 1.038; p < 0.05), 
while those who were out of work and looking for work 
(OR 0.164; p < 0.01) and parents (OR 0.516; p < 0.05) were 
less likely to select emotional support. Older individuals 
were more likely to select aftercare (OR 1.089; p < 0.001). 
White respondents were more likely to select physical 
comfort (OR 2.775; p < 0.05) while parents were less likely 
(OR 0.474; p < 0.05) to select physical comfort. Finally, 
older respondents were more likely to select information 

as a top domain (OR 1.157; p < 0.01) while those with sig-
nificant others were less likely to select information as a 
top domain (OR 0.0239; p < 0.05).

Discussion
This is the first study to explore which PCC domains are 
most valued by former residential SUD treatment clients. 
We found that a national convenience sample of for-
mer residential SUD treatment clients were most likely 
to select “diversity and respect for different cultures” as 
important and least likely to select “provision of treat-
ment information” as important, among eight other 
PCC domain options. Despite these trends, we found 
significant heterogeneity in PCC domains deemed most 
important by former clients. Furthermore, none of our 
hypotheses regarding the associations between sociode-
mographic characteristics and PCC domains deemed 
important were supported.

Former residential SUD treatment clients were some-
what more likely to select “respect for diversity and 
other cultures” as important, as compared to other PCC 
domains. Even though residential SUD facilities should 
seek to operationalize all PCC domains, resource-con-
strained residential SUD facilities could focus on opera-
tionalizing this domain in the short-term. One approach 
to operationalizing diversity and respect for different 
cultures is evaluating and responding to the needs of cul-
turally diverse treatment populations, sometimes called 
“culturally competent treatment.” Culturally competent 
treatment practices include the following: (a) language 
congruence between staff and clients; (b) cross-cultural 
training about needs, preferences, and beliefs of specific 
minoritized groups; (c) racial/ethnic minority representa-
tion among staff and management; (d) assessing cultural/
religious preferences of clients; providing specific pro-
gramming for lesbian, gay, bisexual, and transgender cli-
ents (LGBT); and (e) allowing transgender clients to sleep 
in the dormitory of the gender with which they identify 
[34, 36]. Existing studies suggest that women, people of 
racially minoritized background/ethnicities, and lesbian, 
gay, bisexual, and transgender people may have unique 
SUD treatment needs [37–39]. For example, women are 
more likely than men to have eating disorders and a his-
tory of sexual trauma, potentially necessitating women-
only counseling groups for women to feel comfortable 
while discussing their behavioral health history [37].

A recent meta-analysis of culturally sensitive treatment 
for racially/ethnically minoritized youth found greater 
reductions in post-treatment substance use as compared 
to controls [40]. A separate study found that organiza-
tions that adopted culturally competent practices had 
reduced wait times for and longer retention of Black and 
Hispanic clients [36]. Unfortunately, prior studies sug-
gest culturally competent practices may be uncommon in 
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SUD facilities [36, 41, 42]. For example, only 18% of SUD 
treatment facilities in a recent national study reported 
providing LGBT-specific programming [43].

Importantly, none of our other hypotheses regard-
ing associations between PCC domains selected as most 
important and respondent demographic characteristics 
were supported. For example, we did not see associa-
tions between parenting or significant other status and 
selection of family integration, nor did we see associa-
tions between employment or housing status and selec-
tion of transitional services. Similarly, respondent race 
and ethnicity did not predict selection of respect for 
diversity and other cultures. Our results suggest that 
researchers, clinicians, and facility administrators cannot 
assume PCC domains deemed important to specific cli-
ents merely based on the clients’ sociodemographic char-
acteristics. Significant heterogeneity in the PCC domain 
deemed most important to clients is also indicated by 
the narrow difference in proportions of respondents who 
selected each of the top four domains. In other words, 
it appears that PCC domain preferences are highly indi-
vidualized, with no clear PCC domain preference across 
clients, and PCC domain preferences are difficult to pre-
dict at the client level. Facilities could consider discussing 
PCC preferences with clients before beginning treatment 
and then modify treatment plans and ancillary services 
accordingly. For example, clients for whom family inte-
gration is a priority can have extended visitation times 
with family members.

Furthermore, we did not find any clear trends con-
cerning the selection of pairs of top two domains. More 
than 8% of people selected no possible pair of priorities, 
further suggesting heterogeneity of treatment priorities 
across our sample. This result also provides preliminary, 
suggestive evidence of conceptual distinctions between 
potential subdomains of “respect for diversity and other 
cultures” and “individualization of care,” as well as 
between “transitional services” and “aftercare.”

Our study has several important limitations. First, we 
used a convenience sample, which limits the generaliz-
ability of results. For example, individuals recruited via 
social media have access to technology and the Internet 
and, therefore, may have different socioeconomic char-
acteristics from the typical former residential treatment 
client. As compared to demographic characteristics in a 
national study of residential clients from 2011, respon-
dents in our study were more likely to be white, female, 
stably housed, and employed [44]. Second, the results 
for the logistic regressions are correlational and causal 
inferences cannot be drawn. Third, we did not assess the 
amount of time that has passed since respondents left 
residential treatment. Memories of residential treatment 
may change over time, which may influence preferences. 
Fourth, we could not distinguish by respondent type of 

SUD, even though PCC priorities may differ based on 
SUD type. Finally, it is possible that wording of examples 
for each domain biased the selection of the domain. For 
example, for the aftercare subdomain, we provided the 
example “wellness checks after discharge,” but we did not 
provide the example “outpatient treatment.” Similarly, 
even though the instrument was piloted, it was not vali-
dated; therefore, it is possible that heterogeneity existed 
in respondents’ interpretations of the meanings of cer-
tain domains. For example, our hypothesis regarding the 
association between respondent race/ethnicity and selec-
tion of “respect for diversity and other cultures” was even 
less likely to be supported if respondents interpreted this 
domain to include respect for personal characteristics 
beyond race/ethnicity (e.g., sexual orientation, gender, 
ability, etc.) We also did not include all possible housing 
arrangements, such as renting a house (as compared to 
an apartment), which could have impacted how respon-
dents selected housing arrangements, potentially impact-
ing our findings.

Conclusions
A national convenience sample of former clients in resi-
dential SUD treatment recruited via social media were 
most likely to select “diversity and respect for different 
cultures” as an important PCC domain as compared to 
nine of the potential options. Therefore, while residen-
tial SUD treatment facilities should seek to implement 
all PCC domains, in the short-term fully, they could pri-
oritize efforts at improving “diversity and respect for dif-
ferent cultures.” Furthermore, none of our hypotheses 
regarding respondent sociodemographic characteristics 
and PCC domain selection were supported, suggesting 
that PCC preferences are highly individual. Results of 
this pilot study could inform the development of future 
instruments measuring PCC preferences with evidence 
of validity and reliability of the scores.

List of abbreviations
LGBT  Lesbian, gay, bisexual, transgender
PCC  Person-centered care
SUD  Substance use disorder

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s13011-023-00554-x.

Additional Files File name: Appendix A Social Media PCC paper. Title of 
data: Appendix A Social Media PCC Paper. Description of data: Relevant 
Questions from Social Media Paper Instrument.

Acknowledgements
We are very grateful to Dr. Alisa Buche for her feedback on our manuscript.

Author contributions
BAC, DA, MS, and OM conceptualized the project. BAC and DA wrote the 
main manuscript text. DA conducted analyses and prepared tables/figures. RT 

https://doi.org/10.1186/s13011-023-00554-x
https://doi.org/10.1186/s13011-023-00554-x


Page 9 of 10Andraka-Christou et al. Substance Abuse Treatment, Prevention, and Policy           (2023) 18:45 

and OG assisted with data collection. MS, OM, KC, and GL assisted with data 
interpretation and manuscript editing. All authors reviewed the manuscript.

Funding
None.

Data Availability
Deidentified data and materials are available upon request to corresponding 
author and following appropriate institutional review board approval.

Declarations

Competing interests
The authors declare no competing interests.

Ethics approval and consent to participate
Ethics approval was obtained from the Institutional Review Board of 
the University of Central Florida. Survey respondents were provided an 
Explanation of Research.

Consent for publication
Not applicable.

Author details
1School of Global Health Management & Informatics, University of Central 
Florida, 525 W Livingston Street, Suite 401, Orlando, FL 32801, USA
2Department of Internal Medicine, University of Central Florida, Orlando, 
FL, USA
3Askew School of Public Administration, Florida State University, 
Tallahassee, FL, USA
4Brown School, Washington University in St. Louis, St. Louis, United States
5School of Public Health, Georgia State University, Atlanta, Georgia
6Department of Counselor Education & School Psychology, University of 
Central Florida, Orlando, FL, USA
7Department of Health Policy & Management, Fairbanks School of Public 
Health, Indiana University, Indianapolis, IN, USA

Received: 13 March 2023 / Accepted: 12 July 2023

References
1. Ahmad F, Rossen L, Spencer M, Warner M, Sutton P. Provisional drug overdose 

death counts.: National Center for Health Statistics.; 2021 [Available from: 
https://www.cdc.gov/nchs/nvss/vsrr/drug-overdose-data.htm#citation.

2. Substance Abuse and Mental Health Services Administration. Key Substance 
Use and Mental Health Indicators in the United States: results from the 2020 
National Survey on Drug Use and Health. Rockville, MD: Center for Behavioral 
Health Statistics and Quality, Substance Abuse and Mental Health Services 
Administration; 2021. Contract No.: HHS Publication No. PEP21-07-01-003, 
NSDUH Series H-56.

3. Beetham T, Saloner B, Gaye M, Wakeman SE, Frank RG, Barnett ML. Admission 
Practices and cost of Care for Opioid Use Disorder at Residential Addiction 
Treatment Programs in the US. Health Aff (Millwood). 2021;40(2):317–25.

4. Harris AH, Gupta S, Bowe T, Ellerbe LS, Phelps TE, Rubinsky AD, et al. Predictive 
validity of two process-of-care quality measures for residential substance use 
disorder treatment. Addict Sci Clin Pract. 2015;10:22.

5. Stewart MT, O’Brien PL, Shields MC, White MC, Mulvaney-Day N. State 
Residential Treatment for Behavioral Health Conditions: Regulation and 
Policy Environmental Scan: U.S. Department of Health and Human Services, 
Assistant Secretary for Planning and Evaluation Disability, Aging and Long-
Term Care Policy; 2019 [Available from: https://aspe.hhs.gov/system/files/
pdf/262961/BehHeaConLR.pdf.

6. National Institute of Medicine. Crossing the Quality Chasm. 2001.
7. National Institute of Medicine. In:. Improving the quality of Health Care for 

Mental and Substance-Use Conditions: Quality Chasm Series. Committee 
on Crossing the Quality Chasm: Adaptation to Mental Health and Addictive 
Disorders; 2006.

8. Rathert C, Wyrwich MD, Boren SA. Patient-centered care and outcomes: a 
systematic review of the literature. Med Care Res Rev. 2013;70:351–79.

9. Barrio P, Gual A. Patient-centered care interventions for the management of 
alcohol use disorders: a systematic review of randomized controlled trials. 
Patient Prefer Adherence. 2016;10:1823–45.

10. Marchand K, Beaumont S, Westfall J, MacDonald S, Harrison S, Marsh DC, et al. 
Conceptualizing patient-centered care for substance use disorder treatment: 
findings from a systematic scoping review. Subst Abuse Treat Prev Policy. 
2019;14(1):37.

11. De Maeyer J, Vanderplasschen W, Broekaert E. Quality of life among 
opiate-dependent individuals: a review of the literature. Int J Drug Policy. 
2010;21(5):364–80.

12. Eklund J, Holmstrom I, Kumlin T, Kaminsky E, Skoglund K, Hoglander J, et al. 
Same same or different?” A review of reviews of person-centered and patient-
centered care. Patient Educ Couns. 2019;102(1):3–11.

13. Clarke S, Ells C, Thombs B, Clarke D, DEFINING ELEMENTS OF PATIENT-CEN-
TERED CARE FOR. THERAPEUTIC RELATIONSHIPS: A LITERATURE REVIEW OF 
COMMON THEMES. Eur J Person Centered Healthc. 2017;5(3).

14. Edgman-Levitan S, Schoenbaum SC. Patient-centered care: achieving higher 
quality by designing care through the patient’s eyes. Isr J Health Policy Res. 
2021;10(1):21.

15. Gerteis M. What patients really want. Health Manage Q. 1993;15(3):2–6.
16. Davis EL, Kelly PJ, Deane FP, Baker AL, Buckingham M, Degan T, et al. The 

relationship between patient-centered care and outcomes in specialist 
drug and alcohol treatment: a systematic literature review. Subst Abus. 
2020;41(2):216–31.

17. Andraka-Christou B, Golan O, Totaram R, Shields MC, Cortelyou K, Atkins D et 
al. Strategies for operationalizing eight domains of person-centered care in 
substance use disorder treatment facilities (under review). 2022.

18. De Maeyer J, van Nieuwenhuizen C, Bongers IL, Broekaert E, Vanderplass-
chen W. Profiles of quality of life in opiate-dependent individuals after 
starting methadone treatment: a latent class analysis. Int J Drug Policy. 
2013;24(4):342–50.

19. White WL. Slaying the Dragon: The History of Addiction Treatment & Recov-
ery in America. 1998.

20. Huhn AS, Hobelmann JG, Strickland JC, Oyler GA, Bergeria CL, Umbricht A, et 
al. Differences in availability and use of medications for opioid Use Disorder 
in Residential Treatment Settings in the United States. JAMA Netw Open. 
2020;3(2):e1920843.

21. Beetham T, Saloner B, Gaye M, Wakeman SE, Frank RG, Barnett M. Therapies 
offered at Residential Addiction Treatment Programs in the United States. 
JAMA. 2020;324(8):804–6.

22. Elms N, Link K, Newman A, Brogly SB. Kingston House of Recovery for W, 
Children. Need for women-centered treatment for substance use disorders: 
results from focus group discussions. Harm Reduct J. 2018;15(1):40.

23. Williams R, Privott C. Experiences of Postpartum Women in one residential 
treatment facility for Substance Use Disorders: a qualitative case study. Int J 
Interdisciplinary Social Community Stud. 2018;13:1–12.

24. Manuel JI, Yuan Y, Herman DB, Svikis DS, Nichols O, Palmer E, et al. Barriers 
and facilitators to successful transition from long-term residential substance 
abuse treatment. J Subst Abuse Treat. 2017;74:16–22.

25. Fagan MJ, Glowacki K, Faulkner G. “You get that craving and you go for a half-
hour run”: exploring the acceptability of exercise as an adjunct treatment for 
substance use disorder. Ment Health Phys Act. 2021;21.

26. McKee SA, Harris GT, Cormier CA. Implementing Residential Integrated Treat-
ment for Co-occurring Disorders. J Dual Diagn. 2013;9(3):249–59.

27. Bielenberg J, Swisher G, Lembke A, Haug NA. A systematic review of stigma 
interventions for providers who treat patients with substance use disorders. J 
Subst Abuse Treat. 2021;131:108486.

28. Kulesza M, Matsuda M, Ramirez JJ, Werntz AJ, Teachman BA, Lindgren KP. 
Towards greater understanding of addiction stigma: intersectionality with 
race/ethnicity and gender. Drug Alcohol Depend. 2016;169:85–91.

29. Luoma JB. Substance Use Stigma as a Barrier to Treatment and Recovery. 
Addiction Medicine2010. p. 1195 – 215.

30. Luoma JB, Kulesza M, Hayes SC, Kohlenberg B, Larimer M. Stigma predicts 
residential treatment length for substance use disorder. Am J Drug Alcohol 
Abuse. 2014;40:1097–9891.

31. Park S, Grogan CM, Mosley JE, Humphreys K, Pollack HA, Friedmann PD. 
Correlates of patient-centered Care Practices at U.S. Substance Use Disorder 
clinics. Psychiatric Serv. 2020;71(1):35.

https://www.cdc.gov/nchs/nvss/vsrr/drug-overdose-data.htm#citation
https://aspe.hhs.gov/system/files/pdf/262961/BehHeaConLR.pdf
https://aspe.hhs.gov/system/files/pdf/262961/BehHeaConLR.pdf


Page 10 of 10Andraka-Christou et al. Substance Abuse Treatment, Prevention, and Policy           (2023) 18:45 

32. Novotná G, Urbanoski KA, Rush BR. Client-centered design of residential 
addiction and Mental Health Care Facilities: staff perceptions of their work 
environment. Qual Health Res. 2011;21:1527–38.

33. Gerteis ME-LS, Daley J, Delbanco TL. In: Gerteis M, Edgman-Levitan S, Daley J, 
Delbanco T, editors. Through the patient’s eyes: understanding and promot-
ing person-centered care. San Fransisco, CA: John Wiley & Sons, Ltd; 1993.

34. Andraka-Christou B, Randall-Kosich O, Totaram R, Cortelyou-Ward K, Atkins 
D, Gabriel M et al. Operationalization Methods for Person-Centered Care in 
SUD/MHD: Stage 1 Result Summary 2020 [Available from: https://ccie.ucf.
edu/wp-content/uploads/sites/12/2019/10/PCR-SummaryReport.pdf.

35. Winter N. CHECKIPADDRESSES: Stata module to detect Fraud in Online 
Surveys by Tracing and Scoring IP Addresses. 2019.

36. Guerrero E, Andrews CM. Cultural competence in outpatient substance 
abuse treatment: measurement and relationship to wait time and retention. 
Drug Alcohol Depend. 2011;119(1–2):e13–22.

37. Greenfield SFG, Christine E. Alcohol & drug abuse: what is “Women-Focused” 
treatment for Substance Use Disorders? Psychiatric Serv. 2009;60(7):880–2.

38. Girouard MP, Goldhammer H, Keuroghlian AS. Understanding and treating 
opioid use disorders in lesbian, gay, bisexual, transgender, and queer popula-
tions. Subst Abus. 2019;40(3):335–9.

39. Burrow-Sánchez JJ, Hops H. A randomized trial of culturally accommodated 
versus standard group treatment for Latina/o adolescents with substance use 
disorders: Posttreatment through 12-month outcomes. Cultur Divers Ethnic 
Minor Psychol. 2019;25(3):311–22.

40. Steinka-Fry KT, Tanner-Smith EE, Dakof GA, Henderson C. Culturally sensitive 
substance use treatment for racial/ethnic minority youth: a meta-analytic 
review. J Subst Abuse Treat. 2017;75:22–37.

41. Guerrero EG, Garner BR, Cook B, Kong Y. Does the implementation of 
evidence-based and culturally competent practices reduce disparities in 
addiction treatment outcomes? Addict Behav. 2017;73:119–23.

42. Wendt DC, Gone JP. Group Psychotherapy in Specialty Clinics for Substance 
Use Disorder Treatment:the challenge of Ethnoracially Diverse clients. Int J 
Group Psychother. 2018;68(4):608–28.

43. Williams ND, Fish JN. The availability of LGBT-specific mental health 
and substance abuse treatment in the United States. Health Serv Res. 
2020;55(6):932–43.

44. Stahler GJ, Mennis J, DuCette JP. Residential and outpatient treatment 
completion for substance use disorders in the U.S.: moderation analysis by 
demographics and drug of choice. Addict Behav. 2016;58:129–35.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 

https://ccie.ucf.edu/wp-content/uploads/sites/12/2019/10/PCR-SummaryReport.pdf
https://ccie.ucf.edu/wp-content/uploads/sites/12/2019/10/PCR-SummaryReport.pdf

	﻿Key person-centered care domains for residential substance use disorder treatment facilities: former clients’ perspectives
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Instrument development
	﻿Ethics
	﻿Data collection
	﻿Data analysis

	﻿Results
	﻿Discussion
	﻿Conclusions
	﻿References


