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Abstract

Introduction: Patients who discontinue methadone for opioid use disorder are at increased risk
of overdose and death. We know little about how patients make the decision to stop treatment. This
study explored reasons why patients discontinue methadone treatment.

Methods: We conducted 20 individual semi-structured patient interviews and two staff focus
groups, each with five participants, at two opioid treatment programs in Baltimore, MD, in the
United States from June 2021 to May 2022. Patient interviews and staff focus groups covered
three domains: 1) reasons why patients may want to discontinue methadone; 2) perspectives about
the ideal length of methadone treatment; and 3) changes that could improve retention. We used a
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modified grounded theory approach to code interviews, identify emergent themes, and develop a
conceptual model.

Results: We identified three themes related to patients’ internal relationships to methadone:
patients (1) viewed methadone as a bridge to opioid-free recovery, (2) believed that long-term
methadone damages the body, and (3) felt that methadone increases craving for cocaine; and three
themes related to their external relationships with opioid treatment programs and society at large:
patients (4) viewed daily dosing as burdensome, (5) feared methadone inaccessibility could trigger
relapse, and (6) experienced stigma from friends, family, and peers. Patients with internal reasons
planned to stop as soon as possible and asked for education about perceived side effects and
treatment for cocaine craving to promote retention. Patients with external reasons were willing to
continue for longer and asked for adaptive take-home policies and reduced societal stigma around
methadone.

Conclusions: Patients want to discontinue methadone either because of their internal
relationship to methadone and its real or perceived side effects, or because of their external
experiences with opioid treatment programs and societal stigma of methadone. To improve
retention, clinical and policy changes should consider responses to both of these categories of
reasons.
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Introduction

Less than 15% of the more than 2.7 million individuals in the United States with opioid
use disorder (OUD) received methadone, buprenorphine, or extended-release naltrexone

in 2020 (Krawczyk, Rivera, et al., 2022; Substance Abuse and Mental Health Services
Administration., 2021a), despite evidence that at least 6—12 months of treatment with one
of these medications is the standard of care (Crotty et al., 2020; National Academies

of Sciences, Engineering, and Medicine 2019, 2019; National Institute on Drug Abuse,
2012). This treatment gap reflects both a failure to initiate care and to retain patients

in treatment (Williams et al., 2019). Of the three FDA-approved medications for OUD,
methadone has the best retention in care (Amato et al., 2005; Hser et al., 2014). However,
even methadone treatment retention remains poor and highly variable, with 6-12-month
retention rates in methadone treatment ranging from 40% to 65% in systematic reviews
(O’Connor et al., 2020; Timko et al., 2016). Early methadone discontinuation can have
profound consequences: all-cause and overdose mortality increase by 23 and 10 deaths per
1000 person-years, respectively, for individuals who stop methadone treatment (Sordo et al.,
2017).

Within the United States, methadone for OUD must be dispensed directly from state and
federally licensed opioid treatment programs (OTPs) (Substance Abuse and Mental Health
Services Administration., 2021b). Historically, patients were required to visit an OTP at
least 5-6 days a week for observed dosing during the first 90 days of treatment (Crotty

et al., 2020; Substance Abuse and Mental Health Services Administration, 2021b), after
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which they could receive more frequent take-home doses. In response to the COVID-19
pandemic, federal guidance from 2020 temporarily allowed OTPs flexibility for take-home
doses earlier in treatment (Levander et al., 2021, 2022). Despite the safety (Jones et al.,
2022) and improved retention (Hoffman et al., 2022) associated with this dosing flexibility,
many OTPs did not implement these changes broadly (Brothers et al., 2021; Krawczyk,
Maniates, et al., 2022). Most recently, in December 2022 the Substance Abuse and Mental
Health Services Administration (SAMHSA) proposed to make permanent these and other
changes to methadone treatment of OUD (Substance Abuse and Mental Health Services
Administration, 2022).

As these changes are debated, it is crucial to understand patients’” experience of methadone
and how that experience shapes their intentions about continuing treatment. Prior studies
have shown that older age (Darker et al., 2016), sufficient or higher doses of methadone
(Amato et al., 2005; Biondi, 2022), cessation of other drug use (Deck & Carlson, 2005;
Proctor et al., 2015), and stable housing (Deck & Carlson, 2005; Huissoud et al., 2012)

are all associated with improved retention. However we know less about how patients,
themselves, make the decision to continue or discontinue medications for OUD. Qualitative
studies conducted more than a decade ago or among exclusively White patients found

that patients cited conflicts with program, high clinic fees, incarceration, and stigma as
reasons for discontinuing methadone (Randall-Kosich et al., 2020; Reisinger et al., 2009).
Recently, the spread of fentanyl and other high-potency synthetic opioids has dramatically
increased overdose risk, especially for Black, American Indian/Alaska Native, and Hispanic
or Latino individuals (Friedman & Hansen, 2022). In this context, we must assess reasons
for discontinuation from a diverse cohort of individuals actively enrolled in methadone
during the fentanyl era and explore interventions that could promote retention among these
patients.

The goal of this study was to characterize how patients in the first year of methadone
treatment for OUD decide whether and when to discontinue methadone. We conducted
qualitative analyses of individual patient interviews and OTP staff focus groups to uncover
shared and distinct themes from patients and clinicians. We explored three related domains:
1) reasons why patients previously, currently, or perhaps in the future would want to
discontinue methadone; 2) how these reasons inform patient perspectives about the ideal
length of treatment on methadone; and 3) perspectives on clinical or policy changes to
promote retention in treatment.

2. Methods

2.1. Setting & study population

We obtained a convenience sample of patients and clinicians from two OTPs in Baltimore,
Maryland, a city where 58% of the population identifies as Black of African American,

28% as White, and 8% Hispanic or Latino (Baltimore City Department of Planning, 2021).
One OTP is a comprehensive, community-based outpatient substance use recovery program
with an approximate census of 750 patients. The second is a comprehensive outpatient drug
addiction treatment center associated with a university medical center with a census of about
120 patients.
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Patients had to meet the following eligibility criteria: (1) age 18 years or older, (2) able to
give verbal informed consent and to conduct an interview in English, (3) access to Zoom
videoconferencing either at their OTP or through a personal device, (4) active enrolment
in methadone treatment at one of the two study site OTPs, and (5) in the first 12 months
of continuous methadone treatment. Patients could have started their current methadone
treatment episode at a different OTP. We enrolled patients independent of whether they
expressed a desire to discontinue methadone. Clinic staff had to be employed by one of
the two study site OTPs as a counselor, therapist, peer support specialist, nurse, nurse
practitioner, physician assistant, or physician.

We recruited OTP staff through presentations at virtual all-staff meetings and through emails
to OTP staff. We recruited patient participants through flyers and through direct referral
from counselors. One author (APT) screened potential participants to verify eligibility and to
describe the study procedures.

2.2. Data collection

Three of the authors (APT, JDP, and GC) collaboratively developed the individual interview
guide and focus group discussion guide to explore reasons for discontinuing methadone
treatment (see Supplement for interview and discussion guides). For patients who actively
wished to discontinue, the interview guide focused on current reasons. For others, the guide
focused on reasons for discontinuing prior episodes of methadone treatment, or, for those
without prior treatment episodes, on reasons they might discontinue in the future. The
individual interview guide was pilot tested with two patients and five clinician-researchers
and subsequently revised.

One author (APT) conducted all individual patient interviews and staff focus groups

from June 2021 to April 2022 using Zoom, version 5.11.1 without any non-participants
present. Each interview and focus group lasted approximately 60 minutes. All interview
and focus group participants provided verbal informed consent and received a $30 gift
card honorarium for their time. An institutional review board at Johns Hopkins University
approved this research. We followed the Consolidated Criteria for Reporting Qualitative
Research (COREQ) reporting guideline (Tong et al., 2007).

2.3. Data analysis

Interviews and focus groups were audio-recorded and professionally transcribed. Following
a modified grounded theory approach (Foley & Timonen, 2015), two authors (APT & JDP,
both board-certified addiction medicine physicians) with training in qualitative methods
reviewed the two focus groups and first four individual interview transcripts to develop
initial codes. Three authors (APT, JDP, and GC) reviewed the preliminary codes for

clarity and consistency between coders and developed an initial codebook. APT & JDP
completed a second round of coding for the initial transcripts using the codebook, then
coded subsequent individual interviews independently and in parallel with regular meetings
to iteratively revise codes, update the codebook, and discuss emerging themes. APT &

JDP supplemented analysis with analytic memos to explore the relationship among codes
and to aid in the development of a conceptual model with input from all study authors.
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Individual interviews were conducted concurrently until we reached thematic saturation. We
used NVivo qualitative software to organize codes and facilitate analysis.

3. Results

Thirty-five patients were referred to participate in this study. Eight of these patients did

not meet inclusion criteria: four had been enrolled in methadone for more than 12 months
in the current treatment episode, three were enrolled in a nonparticipating OTP, and one
was enrolled in buprenorphine treatment. Six individuals were unable to be scheduled for
interviews despite three attempts. One individual interview was not completed because
thematic saturation had been reached. Six staff members from each OTP expressed interest
in joining a focus group, but only five joined from each at the scheduled times. One
individual from the second OTP did not have a functioning video or microphone but
listened, watched, and contributed via a text-based chat that was added to the second focus
group transcript.

3.1. Participant characteristics

The median patient interview length was 43 minutes (interquartile range [IQR] 40.3-46.3).
Among the 20 patient participants, the median age was 45 years (IQR 37-53); 7 (35%)
identified as female; 10 (50%) identified as Black, one (8%) as Native American, and

nine (45%) as White; one (5%) identified as Hispanic/Latino (Table 1). The median time
enrolled in the current methadone treatment episode was 4.2 months (IQR 1.9-5.0), median
methadone dose was 70mg (IQR 53.5-87.5), and median take-homes per week was 2 (IQR
2-4). Eight (40%), were enrolled in their first methadone treatment episode and had never
previously discontinued. Among the 10 staff members in the two focus groups, median age
decile was 50-59 years; 7 (79%) identified as female; 4 (40%) and identified as Black and 6
(60%) as White. Seven (70%) of the focus group participants were counselors or therapists
and the remainder comprised a peer support specialist, a nurse, and a nurse practitioner.
These participants reported median time working at the specific study OTP as 5.5 years
(IQR 3.5,9.8).

3.2. Reasons for discontinuing methadone

Patient interviews and staff focus groups revealed two categories of themes regarding why
patients wanted to stop methadone treatment (Figure 1). Three themes related to patients’
internal relationship to methadone and three themes related to patients’ external relationship
with OTPs and society at large. Each of these two theme categories informed one of

two orientations about the ideal length of treatment: patients with internal reasons for
discontinuing wanted to stop methadone as quickly as possible; those with external reasons
were willing to continue as long as the benefits outweighed the burdens. These orientations,
meanwhile, aligned with different types of changes that patients and staff believed would
support retention.

We assigned all patients pseudonyms to protect anonymity. For additional context, we also
list each patient’s total daily dose of methadone and number of take-homes per week.
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3.2.1 Internal reasons for discontinuing methadone—For some patients, the
primary reason to stop methadone stemmed from their personal relationship with
methadone, itself. We labeled these “internal reasons.”

Theme 1: Methadone is a bridge to opioid-free recovery.: Some patients conceptualized
methadone as a temporary bridge to opioid-free recovery, not as indefinite treatment for a
chronic medical condition. For Anthony (40s, male, 50mg, methadone delivered every two
weeks to his residential treatment program), methadone was “just a crutch, though, because
you'’re not completely clean... That’s what methadone is, it’s a means to an end. But the end
should not last forever... The end is getting off methadone.” An OTP staff member agreed,
telling us “some do not feel it is ‘real recovery’ because it is not abstinence.” These patients
defined recovery as being opioid-free and never intended to continue methadone long-term.
For them, discontinuing methadone was a sign of success.

Theme 2: L ong-term methadone damages the body: A second theme for why patients
discontinue was the belief that long-term methadone would have harmful side effects. David
(50s, male, 50mg, two take-homes per week) thought about stopping methadone “every day
because of these concerns:

2

| don’t want to be on methadone because | see how it do people’s bodies and how
it destroys your bones and stuff, and | don’t want to get to the point where I can’t
walk around, or I’m leaning when | walk, bending over and stuff...They say it
destroys your teeth.

OTP staff also raised these patient concerns, with one saying she frequently hears patients
telling her “false information about losing their teeth, their bones get brittle.” For Elizabeth
(30s, female, 110m, two take-homes per week), these concerns were so prominent that they
were the first thing she mentioned when asked how she would describe methadone to a
friend: “/ would tell her it’s something good to try but not for long “cause it bothers your
teeth and mess with your bones.”

Theme 3: Methadone increases craving for cocaine: The last theme was how methadone
increased craving for cocaine. Susan (40s, female, 57mg, two take-homes per week)
previously discontinued methadone because of these cravings. At the time of the interview,
she was “scared to be on [methadone] a long time”’ because “Jt gives me a stronger urge to
want to smoke.” OTP staff members in the first focus group also noted that patient’s report
increased cocaine cravings from methadone.

3.2.2 Orientation A: “As short as possible”—Patients with these internal reasons
for stopping methadone described their ideal length of methadone treatment as some
variation of “as short as possible” (see Figure 1). For Mary (50s, female, methadone
delivered every 14 days to her residential treatment program), “if you could just get off
methadone as quickly as you could get on it, 90 days would be good.” Anthony, the man
who described methadone as a crutch, wanted to start tapering off methadone as soon as
he left his residential drug treatment program: “once I get done that program, | hope to
be moving off of the methadone program and exiting off.” An OTP staff member saw this
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orientation often: “/’ve been in this field over 15 years... it’s usually like a short-term goal of
1, 2, 3 months to a year.”

Some patients with this orientation said that nothing could change their plan to stop
methadone treatment. When asked about what could change about methadone to help her
stay on it longer, Elizabeth (30s, female, 85mg, two take-homes per week) said, “Nothing.
1 just don’t want to be on it long.” Others needed their specific internal reason addressed.
Some patients concerned about damage to their bones or teeth said that education could
help:

Barbara (30s, female, 90mg, two take-homes per week): | guess just more
information about it, | guess. More facts about the side effects, and like all of
the good and the bad; Just being more knowledgeable about everything about it.

Another patient had heard concerns about bone damage but had changed his mind after
trying methadone and after talking to her doctor:

Gary (50s, male, 70myg, six take-homes per week): Yeah, I heard all kinds of crazy
stuff...but I changed my mind totally... Because now | experienced it... The doctor
explained everything to me about methadone... He said it was all a myth. Just all
hearsay... Everything he said made sense.

Finally, patients with cocaine craving triggered by methadone asked for treatment for
cocaine use disorder. Susan, the woman who described cocaine craving, would continue
methadone indefinitely “/f you could take a pill and it would block you from getting high
from opioids and cocaine... it takes away those cravings.”

3.2.3 External reasons for discontinuing methadone—A second group of patients
wanted to discontinue methadone because of reasons related to the experience and stigma of
being enrolled in an OTP for methadone. We labeled these “external reasons.”

Theme 4: Daily dosing at an OTP is burdensome: One theme that emerged was that daily
dispensed dosing at an OTP is burdensome because of transportation challenges or travel
restrictions. Without access to a car, patients had to walk, take a bus, or pay for a taxi or
ride-share daily. This introduced major challenges to their daily lives. Barbara (30s, female,
70mg, four take-homes per week) wanted to stop within the next six months because “/’m
not mobile right now; so | don’t have a vehicle. So I’'m walking two miles each way, and
that’s a lot.” OTP staff also identified daily dosing and transportation challenges as reasons
why patients discontinue. One staff member said “they might say ‘we don’t have no money
for no bus fare or for no bus pass’ and ‘I live maybe 30 or 40 minutes away.’” Other patients
felt constrained because they felt they could not travel while enrolled in an OTP. Michael
(30s, male, 80mg, two take-homes per week) discontinued methadone previously because he
had to choose between his job and methadone:

I was traveling for the job, which made me miss multiple days. So | would have to
be reinstated over and over and over. | would have to do it every week...So it just
didn’t work out.
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Theme 5: OTP inaccessibility risks triggering relapse: Separate from the burden of
obtaining care, a theme emerged of how some patients, like George (50s, male, 95mg, six
take-homes per week), live in a state of precarity while enrolled in methadone treatment.
These patients wanted to stop methadone because they worried that their OTP might be
inaccessible one day, and that the subsequent withdrawal would trigger relapse, since street
opioids are always available:

George: There could be a bad snowstorm or something and I can’t get to
methadone. Then 1’m gonna start getting sick, and then if I can get heroin, which is
realistic, rather than staying sick 1’'m gonna get that.

Barbara shared this concern in the context of the commute to her OTP *“/’m walking 2 miles
each way...what if | have a weak moment, or a weak day, or something, and I don’t feel like
going? | have money, and 1 [could] decide to mess up.” For these patients, methadone from
an OTP was harder to reach than illicit opioids; they believed that tapering off methadone
was safer than risking a missed dose, which could trigger relapse. This idea of precarity

was the only theme that arose in patient interviews, but not in staff focus groups. OTP staff
from both focus groups noted that some patients suddenly discontinue without warning or
explanation, with one staff member telling us that “/t’s hard to tell why, because some will
Just drop out of treatment.” Patients, however, related sudden discontinuation back to the
challenges of accessing their OTP on a nearly daily basis.

Theme 6: Friends, family, and peers stigmatize methadone: Patients and OTP staff
members also pointed to stigma from friends, family, and peers in recovery as a reason for
stopping methadone. This theme of pressure from patients’ social networks was exemplified
by Jennifer (32, female, 85mg, two take-homes per week), who felt that her Narcotics
Anonymous peer-recovery community “pushed me to try to get off [methadone] when |
wasn’t ready to get off it”because “some of them think that you’re not clean if you’re on
methadone.” Others felt devalued as members of their peer-recovery network because they
could not publicly commemorate their time in recovery or serve as sponsors while enrolled
in methadone treatment. Pressure to stop methadone also came from family and friends,

as noted by a staff member in the first focus group who said, “/ hear families say that
methadone is worse than heroin.”

3.2.4 Orientation B: “As long as it takes”—These external reasons for stopping
methadone informed a second orientation toward the ideal length of methadone treatment:
“as long as it takes” (see Figure 1). Patients with this orientation expected to stop at some,
undetermined point in the future, once the burdens outweighed the benefits. They planned to
stop methadone once they achieved stability, although they did not have explicit indicators
of what stability would look like. As Susan (50s, female, 120mg, two take-homes per week)
put it, “/ hope I’ll just know.” Susan went on to say:

It would be a feeling. Depends on how | will feel that particular day. Like, “Man, |
ain’t feeling this shit no more.” That’s how | would decide...Really, it’ll be in my

feelings...1 don’t know. Maybe one day | may get up and | might be tired of it, just
say, “Man, forget it.”
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Some patients with this orientation would be willing to continue methadone long-term if
take-home policies adapted to their stage of recovery. Barbara, the woman walking two
miles to her OPT, had been in methadone treatment for nine months and felt that her OUD
had stabilized, but she worried that she would be unable to get a job because of the burdens
of daily dosing at her OTP:

I’m looking for a job right now at the same time, and it’s going to be really
difficult for me to get to the clinic, and then to get to work....If I’'m making all my
appointments now, and I’m there, and my [urine drug tests] are showing that it’s
metabolized in my system, | feel as though I should be able to get a week at a time.

Steven (30s, male, 80mg, two take-homes per week) was similarly frustrated with how long
it took for him to transition to more take-homes, saying “/f / had take-homes and then | had
to come up there once, twice, maybe two times a week, | could see myself staying on it for
longer”

Last, patients with this orientation felt that reducing the societal stigma and discrimination
toward methadone would help them to remain in treatment.

Patricia (30s, female, 120mg, two take-homes per week): There’s people out there
like, “Oh, you’re just substituting for another drug.” And it’s hard to explain to
people that don’t have addiction.

Staff from both focus groups generally agreed that stigma reduction around methadone

at a societal level would help to support long-term methadone retention. A staff member
described how some patients are “afraid that if people at work are going to find out, they’re
going to get fired.”

4. Discussion

This qualitative study of methadone patients and clinical staff revealed two categories

of reasons that patients seek to stop methadone treatment: reasons related to patients’
internal relationship with methadone, and reasons related to their external relationships
with opioid treatment programs and society at large. Patients who primarily cited internal
reasons sought to discontinue methadone as fast as possible and requested education about
perceived side effects and treatment of cocaine use disorder to improve retention. Patients
with external reasons were willing to continue methadone until they reached stability and
felt that retention would be improved by take-home policies that adapted to their stage of
recovery and by reduced societal stigma around methadone treatment.

A novel finding from this study is that some patients never intended to continue methadone
long-term because of internal reasons related to fear of bone or dental damage or to
increased cocaine craving. Notably, patients did not cite concerns about weight gain or
loss of libido, two known side effects of methadone (Substance Abuse and Mental Health
Services Administration., 2021b, p. 63). The internal reasons they did cite present unique
opportunities for improving retention on methadone treatment. Long-term exposure to any
opioid is associated with low bone mineral density, especially among men and among
individuals with heavy alcohol use (Ramli et al., 2021). However, many details about this

J Subst Use Addict Treat. Author manuscript; available in PMC 2024 July 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Thakrar et al.

Conclusion

Page 10

association remain unclear, including its mechanism, timing of onset, and the relative risk
of methadone compared to other opioids (Grey et al., 2011; Kim et al., 2006; Ramli et

al., 2021). A paucity of studies has examined the effects of methadone on dental health
(Brondani & Park, 2011); however opioids, in general, suppress salivary secretion (Titsas
& Ferguson, 2002) and have been associated with xerostomia (Gotrick et al., 2004) and an
increase in sugar cravings (Carr & Papadouka, 1994; Zador et al., 1996).

Approximately 40-60% of individuals enrolled in methadone maintenance treatment have
co-occurring cocaine use disorder (Dhingra et al., 2015; Leri et al., 2003; Sees et al., 2000).
Prior work has demonstrated increased craving for cocaine while enrolled in methadone
(McNeil et al., 2020); however, to our knowledge this is the first study to show that
increased cocaine craving is sometimes the dominant reason for discontinuing methadone.
Neither SAMHSA nor the American Society of Addiction list any of these three concerns
(bone damage, dental damage, or cocaine craving) as side effects or topics to cover when
counseling patients who are starting methadone (American Society of Addiction Medicine,
2020; Substance Abuse and Mental Health Services Administration., 2021b). Patients could
perhaps benefit from education on what is known about these risks, treatment for these
conditions, and more rigorous research into these associations.

The external reasons for discontinuing methadone treatment described here highlight the
importance of structural changes to methadone treatment in the United States. For patients,
dosing flexibility can be liberating (Harris et al., 2022; Suen et al., 2022), makes treatment
more attractive (Deering et al., 2011), and increases treatment satisfaction while reducing
stigma (Frank et al., 2021). SAMHSA’s proposed rule changes allow for take-home

doses on treatment initiation and reduces the frequency of required visits for patients

with unreliable transportation, among other changes (Substance Abuse and Mental Health
Services Administration, 2022). In light of our findings here, this dosing flexibility—if
implemented by OTPs—has the potential to improve retention.

This study has a number of limitations. First, the themes uncovered here may not generalize
to patients in methadone treatment outside of Baltimore or to patients with more than

12 months in their current methadone treatment episode. Second, patient recruitment may
have been biased by our requirement that patients use Zoom for a video interview. We

did so to protect patients and staff during the COVID-19 pandemic. Third, we included
patients whether or not they expressed an active desire to stop methadone treatment. For
patients who did not actively wish to stop methadone treatment, we focused interviews on
discontinuation from prior treatment episodes or on reasons they may perhaps discontinue
in the future. These responses might have been subject to recall bias or they might represent
theoretical, instead of actual, reasons for discontinuing. Fourth, this study was limited to
patients in treatment for less than one year; reasons for discontinuation may change after this
period. Last, interviews and focus groups exclusively asked about reasons for discontinuing
methadone and not about reasons for continuing methadone.

In this qualitative study, opioid treatment program patients and staff described similar
reasons that patients seek to discontinue methadone treatment for OUD. Some patients
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wanted to stop methadone as quickly as possible and were motivated by a preference

for opioid-free recovery, fear of bone or dental damage, or increased cocaine craving.
Addressing these internal reasons with education, treatment, and research may present new
opportunities to improve retention in methadone treatment. Other patients were willing to
continue methadone until the burdens outweighed the benefits. Patients with this orientation
described reasons for stopping such as the burdens of daily dosing at an OTP; fear of

relapse after missing a dose; and stigma from family, friends, and peers in recovery. These
external reasons show how patients experience the challenges of existing systems of care for
methadone treatment and reinforce the importance of structural changes to improve retention
in methadone treatment.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Highlights

. We explored reasons why patients stop methadone for treatment of opioid use
disorder.

. Some patients prefer opioid-free recovery.

. Some patients fear bone and dental damage or have increased cocaine
craving.

. Some patients find daily dosing too burdensome or face stigma from family
and peers.

. Patients asked for education about side effects and adaptive take-home
policies.
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Fig. 1.
Conceptual Model of Why Patients Stop Methadone Treatment for Opioid Use Disorder.

Abbreviations: OTP, opioid treatment program.
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Table 1:
Participant Characteristics
Patients
(n=20) Staff (n=10)

Age, median years (IQR) or median decile 45 (37, 53) 50-59
Female, n (%) 7 (35) 7(79)
Race, n (%)

Black/African American 10 (50) 4 (40)

Native American 1(5) 0

White 9 (45) 6 (60)
Hispanic/Latinx, n (%) 1(5) 0
Clinic, n (%)

Clinic A 8 (40) 6 (60)

Clinic B 12 (60) 4 (40)
Length of current methadone treatment episode, median months (IQR) | 4.2 (1.9, 5.0) -
Methadone total daily dose, mg (IQR) 70 (53.5,87.5) | -
Methadone take-homes per week (IQR) * 22,4 -
Number of prior methadone treatment episodes, n (%)
0 8 (40) -
1-3 10 (50) -
24 2(10) -
Opioid(s) used most often prior to starting methadone, n (%)

Heroin/fentanyl 19 (95) -

Oxycodone 1(5) -
Injection drug use prior to starting methadone, n (%) 11 (55) -
Years working at specific opioid treatment program, median (IQR) - 5.5(3.5,9.75)
Clinical role, n (%)

Counselor/therapist - 7 (70)

Peer Support Specialist - 1(10)

Nurse - 1(10)

Nurse Practitioner - 1(10)

*
Excluding two participants who had methadone delivered to their residential treatment centers every 14 days

J Subst Use Addict Treat. Author manuscript; available in PMC 2024 July 01.

Page 17



	Abstract
	Introduction
	Methods
	Setting & study population
	Data collection
	Data analysis

	Results
	Participant characteristics
	Reasons for discontinuing methadone
	Internal reasons for discontinuing methadone
	Theme 1: Methadone is a bridge to opioid-free recovery.
	Theme 2: Long-term methadone damages the body
	Theme 3: Methadone increases craving for cocaine

	Orientation A: “As short as possible”
	External reasons for discontinuing methadone
	Theme 4: Daily dosing at an OTP is burdensome
	Theme 5: OTP inaccessibility risks triggering relapse
	Theme 6: Friends, family, and peers stigmatize methadone

	Orientation B: “As long as it takes”


	Discussion
	Conclusion

	References
	Fig. 1.
	Table 1:

