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Abstract
Background—Despite the proven effectiveness of methadone treatment, the majority of heroin-
dependent individuals are out-of-treatment.

Methods—Twenty-six opioid-dependent adults who met the criteria for methadone maintenance
who were neither seeking methadone treatment at the time of study enrollment, nor had participated
in such treatment during the past 12 months, were recruited from the streets of Baltimore, Maryland
through targeted sampling. Ethnographic interviews were conducted to ascertain participants’
attitudes toward methadone treatment and their reasons for not seeking treatment.

Results—Barriers to treatment entry included: waiting lists, lack of money or health insurance, and
requirements to possess a photo identification card. For some participants, beliefs about methadone
such as real or rumored side effects, fear of withdrawal from methadone during an incarceration, or
disinterest in adhering to the structure of treatment programs kept them from applying. In addition,
other participants were not willing to commit to indefinite “maintenance” but would have accepted
shorter time-limited methadone treatment.

Conclusion—Barriers to treatment entry could be overcome by an infusion of public financial
support to expand treatment access, which would reduce or eliminate waiting lists, waive treatment-
related fees, and/or provide health insurance coverage for treatment. Treatment programs could
overcome some of the barriers by waiving their photo I.D. requirements, permitting time-limited
treatment with the option to extend such treatment upon request, and working with corrections
agencies to ensure continued methadone treatment upon incarceration.
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The majority of heroin-dependent individuals, both in the US and internationally, remain
outside the drug abuse treatment system (Friedman et al., 2004; Guggenbuhl et al., 2000),
costing the US an estimated $21.9 billion per year associated with lost productivity, crime,
health and social service expenditures (Mark et al., 2001). Despite the proven efficacy of
methadone maintenance treatment in reducing heroin use (Mattick et al., 2003) and its ability
to reduce HIV transmission (Drucker et al., 1998; Metzger et al., 1998; Moss et al., 1994) and
criminal behavior (Ball & Ross, 1991; Campbell et al., 2007), methadone treatment is in short
supply (Des Jarlais et al., 1995; Lewis 1999; Schwartz et al., 2007) and even when it is available,
may be hard to access (Brown et al., 1989; Schwartz et al., 2006; Zule & Desmond, 2000).
Indeed, a recent report indicated that in Baltimore, there was a three-month-long waiting list
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for methadone treatment and that only 27.5% of individuals on the waiting list entered
methadone treatment within 10 months (Schwartz et al., 2007).

Prior research has demonstrated that if it were possible to readily access methadone treatment,
not all opioid addicts would accept treatment when offered (Booth et al., 2003; Zule &
Desmond, 2000). It is likely that reasons for not entering treatment differ by country and
include: whether treatment is provided through specialty methadone programs or primary care
practitioners, the number of take home doses permitted, the cost of treatment and other local
factors. In order to understand and address the difficulty in attracting into treatment those
opioid-addicted individuals who remain outside the treatment system, it is important to clarify
their views of methadone treatment. Such knowledge could help public policymakers,
treatment providers, and public health care system administrators attract a greater percentage
of opioid-addicted individuals into treatment.

While there has been research comparing the characteristics of people entering treatment to
individuals not entering treatment (Booth et al., 1996; Schwartz et al., 2008; Watters & Cheng
1987; Zule & Desmond, 2000), there is a paucity of research that has examined the concerns
regarding treatment entry from the perspectives of drug-addicted individuals (Hanson et al.,
1985; Stancliff et al., 2002). Existing studies suggest that some out-of-treatment individuals
perceive that methadone: 1) is difficult to discontinue once initiated; 2) interferes with their
daily lives; 3) has serious side effects; and 4) has low “status” in the community. Data from
these studies were collected between 1982 (Goldsmith et al., 1984; Hunt et al., 1985) and 1992
(Zule & Desmond, 1998); hence, there is a need to determine whether these attitudes continue
to be influential.

Purpose of the present study
This ethnographic study was part of a larger investigation conducted in Baltimore, Maryland
between November 2004 and November 2007 that examined factors associated with
methadone treatment entry and retention (Schwartz et al., 2008). This article focuses on the
out-of-treatment sample that met the admission criteria for methadone maintenance treatment
in the US, but was neither in-treatment nor was currently or had been seeking-treatment in the
12 months prior to study entry. Its primary purpose was to identify barriers to methadone
maintenance and to suggest strategies for lowering those barriers.

Methods
Study Participants

Out-of-treatment participants were recruited using targeted sampling techniques, described in
detail elsewhere (Peterson et al., 2008). In summary, 12 areas throughout the city were chosen
for recruitment based on: 1) interviews with public health officials and police; 2) a review of
the data concerning rates of HIV infection; 3) crime and drug abuse treatment admissions; and
4) street observations. Choosing two areas per month, the recruiters approached individuals in
the street, inquired about their interest in participating in the study and screened them for
participation.

The inclusion criteria were: 1) 18 years old or over; 2) meeting the criteria for opioid
dependence as described in the American Psychiatric Association’s Diagnostic and Statistical
Manual of Mental Disorders, IV Edition (APA, 1994), which includes items indicating loss of
control, use in spite of adverse consequences and physiological expressions of dependence
(e.g., tolerance and withdrawal); 3) meeting U.S. federal requirements for methadone
maintenance treatment (i.e., at least one year of opioid dependence); 4) not currently seeking
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drug abuse treatment; 5) not having sought drug abuse treatment in the past year; and 6)
willingness to provide informed consent.

As part of the larger study and prior to the ethnographic interviews, participants took part in a
structured baseline interview assessing demographics, drug use and criminal justice histories,
drug treatment experience, and other aspects of psychosocial functioning (Schwartz et al.,
2007). The participants were recruited to the ethnographic component of the study within
approximately 30 days of the baseline interview. The out of treatment ethnographic cohort was
selected based on their willingness to participate in the ethnographic component of the study.

Study Sample—There were 26 out-of-treatment adult opioid dependent participants who
were interviewed at baseline. These individuals had a mean age of 44.5 years, 46% were men,
88% were African American, 62% were divorced or had never been married, and just over
one-third reported completing less than 12 years of formal education. Twenty-seven percent
of the participants had no prior drug abuse treatment experience, 42% reported one prior
treatment experience, 19% had two previous treatments and 12% reported 3 or more prior
treatments. Forty-two percent of the participants stated that they frequently used both heroin
and cocaine, while 58% reported that heroin was their primary drug of choice. Forty-six percent
of the participants reported injecting drugs two or more times per day within the past 6 months,
on average. In terms of criminal behavior, the sample reported that for the period of 30 days
prior to the interview they committed crimes on an average of 18.7 days and earned $931 in
illegal income. Five (19.2%) of the participants were on probation or parole. Participants had
spent an average of 47 months incarcerated in their lifetime prior to the study entry. Three
participants (11.5%) reported having unstable living arrangements and eight (30.8%) reported
living with a drug user. Twenty-two (84.6%) reported no employment income in the past
month,

Ethnographic Interviews—The majority of the out-of-treatment ethnographic interviews
were conducted in locations indigenous to the research participants (e.g., participant’s homes,
local coffee shops, and porch steps) and at field locations in the general proximity of the
neighborhoods where the participants live and congregate. This technique provided a setting
familiar to the participant and an opportunity to conduct field observations of the settings in
which participants live and spend time.

All ethnographic interviews began with semi-structured questions concerning participants’
drug use and treatment histories and attitudes towards methadone, but the participants
themselves guided the flow of the interviews. When necessary, the ethnographers asked
questions in order to elicit greater detail and to clarify participants’ statements. Interviews
typically lasted between 30 and 60 minutes. All participants provided informed consent and
were given $20 for each interview. The Friends Research Institute’s Institutional Review Board
approved the study.

Analysis—The ethnographic interviews were recorded, transcribed, reviewed for accuracy
and completeness, and entered into Atlas.ti. Analyses were conducted using a modified
grounded theory methodology, an approach that permits systematic analysis of data and
inductively builds theory (Strauss & Corbin, 1991). The ethnographers coded data in Atlas.ti
in two phases. In the open coding phase, two coders looked for descriptions of facilitators and
barriers to treatment entry. Codes were compared and discussed by the two coders until
consensus was reached. During the second coding phase, the data were selectively coded and
categorized to reflect the reasons given by participants for seeking, entering, or not entering
treatment. For this paper, focused on the codes pertaining to participants’ perspective on not
entering treatment.
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Findings—Although one of the inclusion criteria for study participation was that opioid-
dependent individuals were not seeking nor had been enrolled in drug abuse treatment in the
12 months preceding enrollment, all of the participants had opinions about treatment entry and
nearly three-quarters had sought treatment in the past. Based upon these opinions and
experiences, several themes emerged from the participant data which are described below.

Barriers to treatment entry
Many of the participants had, at one time or other during their addiction careers, recognized
the need for entering drug abuse treatment; however, they reported a variety of barriers that
thwarted their efforts. A number of the participants discussed the ubiquitous waiting lists for
methadone treatment in Baltimore, which have existed for all the publicly-funded methadone
treatment programs for more than a decade. In order to gain treatment entry from the waiting
list, participants reported having to call the clinic on a frequent basis, which created a barrier
for those who did not have ready access to a telephone.

Once a treatment spot became available on the waiting list (when another patient was
discharged from the clinic, permitting a new admission), participants reported facing two
additional barriers. First of all, many clinics required applicants to bring a photo ID card prior
to admission. The out-of-treatment participants’ chaotic lifestyles, poverty, and unstable living
arrangements often led them to be without an ID (e.g., driver’s license, etc.). Secondly,
participants frequently mentioned the lack of insurance or money to pay clinic fees as a major
barrier to treatment enrollment. Publicly funded methadone programs charge a weekly fee
based on the ability to pay (ranging in Baltimore from $2 to $70 per week). Non–publicly
funded programs may charge the same fee to all patients, regardless of ability to pay (a
minimum of $70 or more per week). The lack of insurance or ability to pay may not be an
important factor in most other countries such as Australia, Canada, France and the United
Kingdom which have a public health system which includes coverage for opioid agonist
therapy. One participant recalls the experiences from his days of seeking treatment:

Participant (P): “It seem like every morning. I’m trying hard to get into a treatment
you know. I call say I have no insurance. I - Every morning I’m calling somebody to
try to get help.”

Taking care of business
Some study participants reported not wanting to give up the lifestyle that accompanies opioid
addiction. This aspect of addiction was described as “taking care of business” prior to the
widespread availability of methadone treatment in the US (Preble & Casey, 1969). The
following statement highlights this sentiment.

P: “I know I can go back again in the Program anytime I want, you know what I mean,
that’s why I have that crutch, I know that’s there! But the streets is here, you know
what I mean and I’m so used to being in the streets, I am so used to getting up in the
morning, go out and you know, go get the dope. See when I just go get medicated, I
ain’t do nothing but come home! Go to work and come home, take a bath, eat and you
gone to sleep. See when you out chasing heroin, I am out in the street, I’m running
into different people, you see what I’m saying, I’m hooking up with this chick, I’m
going half with this person or this person gave me something and this and that.”

Prefer time-limited treatment
There were those participants who reported not wanting to be on the “program” for long-term
maintenance. A 48-year-old White woman expressed her apprehension about maintenance
treatment:
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P: “If I was to get into a methadone program I would tell my counselor that I don’t
want to be drinking this for the rest of my life. And I don’t want to go over certain
milligrams because it’s detrimental to you when they detoxing you. And after they
finish with you, you gets real sick. Like I say my girlfriend just come out the hospital
and she bad off. And see that’s what scares me, that’s what scares me, I’m scared.”

Some would have preferred a 6 to 12 month-long methadone treatment. However, participants
did not feel they were able to advocate for themselves for such time-limited treatment and in
fact, methadone detoxification is generally not available in Baltimore as it is viewed by the
treatment system as ineffective compared to maintenance therapy, because good patient
outcomes are associated with longer retention in opioid agonist therapy (Sees et al., 2000).

Question effectiveness—Others state that they remained outside of treatment because they
question methadone treatment’s effectiveness, pointing to examples of methadone patients who
are seen purchasing and using other drugs such as benzodiazapines and cocaine. It is possible
that this is simply a rationalization for not seeking treatment. On the other hand, successful
patients may not be as visible to out-of-treatment individuals as compared to those who are
enrolled in treatment but who continue to use drugs. This perspective is clearly stated in the
following quote:

P: “I got a girlfriend, she take them pills every now and then. To me she’s defeating
the purpose because she’s on the meth program and now she want to shoot coke. And
with her shooting coke she’s waking up ill in the morning. And she drinking a hundred
and something, a hundred and ten milligrams of meth. And then she go to program
doing meth and come home and shoot coke all day. The meth ain’t going to work if
you doing that much coke and popping pills.”

Beliefs about Methadone—Others cited beliefs regarding the physical effects of
methadone previously reported among drug users (Zweben & Sorensen, 1988), which may
have served as a deterrent for treatment entry. The following exchange between a 53-year-old
African American man and the ethnographer reflects some of these beliefs.

P: Cause Methadone worser than the heroin. You know. Interviewer (I)I: Why do you
say that?

P: Because it makes your bones brittle it mess your teeth up and oh man. And all that!
And it’s a worser habit than heroin.

I: So you don’t - you, you --

P: I would rather mess with the dope and the coke than mess with that Methadone. I
got a buddy that was on that Methadone, he got 150 milligrams they locked him up,
he almost died.”

Fear of methadone withdrawal
In some cases, the fear of methadone withdrawal and detoxification may occur for sound
reasons. The heroin-addicted individual relinquishes control upon entry into treatment. Should
the clinic decide to reduce the patients’ dose for any number of reasons, or should the
participants become incarcerated, they are subject to methadone withdrawal, which
participants believe to be more difficult than withdrawing from heroin.

Enabling
Others chose not to enter treatment because their relatives and/or partners provided various
kinds of support that enabled them to continue their drug use without causing them hardship.
A 38-year-old African American woman further illustrated the point by reporting:
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P: “Ah, when I get up in the morning I’m thinking about how I’m going to go about
getting [on out] and sniffing some dope. Um, ah, using-I probably hit up my own
family for a couple of dollars. You know what I mean? If that don’t work, I just…I
just doing. I just have to tough it out. I don’t - you know what I mean, because I don’t
want to be - I don’t put myself out on the street like that, you know what I mean, try
to sell myself to get it because I don’t believe in all of that. You know what I mean?
I just try to, do what I got to do. I’d rather visit those in my family or go to friends.
You know what I mean? People that I know. You know what I mean? That would be
my last - I mean I’d have to be at my rock bottom for me. I could be like, I don’t know
where to get nothing from nobody and I would go stand on the corner, I couldn’t do
it because [chuckles] it’s not in me. [chuckles] I can’t do it.”

Demands upon the Patient
Other participants reported that they did not want to deal with the demand associated with
attending the drug treatment program. For example, this 53-year-old African American man
said:

P: “I might not want to get up every morning and go on to the program but you got
to go you got to go. Some people go every day some of them go two or three times a
week. Some of them go once a week and get medicated for the whole week. But that
ain’t for me, you know that ain’t for me. If I want to stay in the bed half the day you
know I can do that.”

Self-medication—Some participants preferred attempting personal or alternative methods
for “getting clean” or to using a self-prescribed strategy for managing opioid use to the more
formal treatment process. In one particular case, a 56-year-old African American woman
reported being able to gain access to street acquired methadone.

P: “But I don’t want to be on a program I don’t want to be dependent. You know what
I’m saying on that. Because that’s leaving one - - and that Methadone is worser than
the heroin. So what I do is I’ll get a bottle not a whole bottle. [Me and a friend of mine
we get a bottle on Wednesday or Thursday and I’ll put twenty and he’ll put twenty.
And he drinks a hundred and twenty milligrams. I get half he gets half.”

For this participant, who was not willing to enter treatment at the time of the interview, buying
street methadone, despite its risks of arrest and overdose, was a viable option. After nearly 30
years of heroin addiction, she believed she had found an alternative formula that allowed her
to avoid withdrawal and to participate in the lives of her grandchildren.

Discussion
Heroin-dependent individuals who try to access treatment but are unable to do so represent a
lost opportunity to effect beneficial change for both the individuals and the communities of
which they are a part, given methadone treatment’s proven efficacy in reducing heroin use,
HIV transmission and criminal behavior (Ball & Ross, 1991; Mattick et al., 2003; Metzger et
al., 1993). While it is possible that, for some number of individuals, reasons given for not
seeking treatment are rationalizations reflecting ambivalence about discontinuing heroin use
(Rosenblum et al., 1991), the fact that a rationale can be provided for difficulty in accessing
treatment makes it important that we address the issues and concerns that are cited.

Some of the reasons given as barriers to treatment entry represent policies or practices that are
capable of remediation by individual programs, and/or by the treatment systems within which
those programs exist. Other reasons, such as the shortage of treatment slots in the US, are
decades-long problems that have had serious impact on public health and safety in terms of
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the spread of HIV infection, overdose death and incarceration. Such reasons would be resolved
by increased funding for drug treatment or universal insurance coverage with parity for
addiction treatment such as is available in many countries throughout the world. Reforms on
this front have thus far eluded US policymakers and are outside the control of drug abuse
treatment programs.

Difficulties associated with waiting lists for treatment entry were cited by study participants
and have been consistently reported in the literature for the last three decades (Brown et al.,
1989; Glasscote et al., 1972; Schwartz et al., 2006; Zule & Desmond, 2000). While adequate
funding for all treatment forms remains the ultimate solution for increasing treatment capacity
and reducing waiting lists, there are actions that can be taken by programs and treatment
systems that demand limited or no additional resources. Interim methadone treatment, in which
individuals on a waiting list are provided pharmacological treatment only pending program
entry, has been found to be efficacious in randomized clinical trials, in that it has been shown
to reduce heroin use and increase treatment entry rates (Yancovitz et al., 1991; Schwartz et al.,
2006; 2007). Interim treatment with buprenorphine has been proven efficacious in Norway
(Krook et al., 2002). Other viable alternatives include referral to buprenorphine treatment
through primary care settings, such as in France (Fatseas & Auriacombe, 2007), or inpatient
rehabilitation, both of which may have their own limitations on availability. At minimum,
individuals needing to be placed on a waiting list can be contacted by phone (if individuals
have phone access) or by post card on a weekly basis employing an address provided by the
treatment applicant, or the individual can be provided a business card allowing the individual
to contact the program and learn his/her status. These latter strategies can, at least, allow
individuals to feel they are not getting lost in an overwhelmingly complex system.

Some participants endorsed payment for services as a barrier to treatment entry. Treatment
demand can be met to some extent by the growing number of private-for-profit clinics for those
able to pay their full fee on an ongoing basis. Even the relatively small co-payment required
by some grant-funded programs (which average about $5 per week) may present a barrier to
treatment entry for some potential patients. Providing free treatment may increase the rate of
treatment entry and retention (Booth et al., 2003; Jackson et al., 1989; Maddux, Prihoda &
Desmond, 1994), although this approach too is dependent upon the unlikely prospect of
increased funding for such services.

Some participants reported their lack of health insurance as a barrier to entry. This issue reflects
the large number of uninsured individuals in the US as well as the lack of health insurance
coverage parity for addictive diseases as compared to other illnesses for those who are insured.
Furthermore, in the US, Medicaid coverage, the federal health insurance program for the poor,
varies from state to state, may not cover drug abuse treatment, and has restrictive eligibility
criteria (Deck & Carlson, 2005).

Other barriers to treatment entry include the requirement set by some programs that applicants
present a valid ID at the time of admission. Many addicted individuals live chaotic lives and
do not have such documents. While the ID requirement is well intentioned, it may pose an
unnecessary barrier to treatment initiation. Some programs have reduced this barrier by issuing
picture IDs for individuals indicating their affiliation with the program and permitting a
continuing check on the individual’s right to receive services. Alternatively, treatment systems
can permit patients a grace period following admission during which time they provide
assistance in obtaining such an ID within a reasonable amount of time after admission.

Some individuals reported wanting to receive methadone for a time-limited episode, such as
six to 12 months. This type of time-limited treatment was not available in Baltimore’s public
methadone programs because of its relative lack of efficacy as compared to maintenance (Sees
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et al., 2000). However, there is a concern with such a comparison. The efficacy of long-term
detoxification would be more appropriately compared to the efficacy of continuing life on the
streets than to methadone maintenance. Individuals who reject a long-term detoxification are
not going to opt for maintenance. Their alternative is continuing drug use on the streets with
its demonstrated risk of crime, disease and death. The intent of long-term detoxification is not
only to provide sufficient time to allow individuals to be exposed to counseling and treatment
services, it is to allow individuals time to acclimatize themselves to the role of methadone
patient and encourage as long a period of treatment as the patient will accept. In that regard, it
should be noted that patients in long-term detoxification can “roll themselves over” for an
additional period of treatment after concluding an initial six months or can enter maintenance
treatment at any time. Denying individuals who choose to view themselves as being in time-
limited methadone treatment rather than maintenance the opportunity to access treatment has
the undesirable consequence of relegating those individuals to life on the streets. Arguably,
when we should be creating the fullest possible range of treatment options to attract individuals
into treatment we are closing off options that have the potential to engage some number of
individuals.

Nevertheless, for individuals to make an informed decision about their length of treatment, it
would be of some benefit to make available to them a standardized and rigorous summary of
the evidence of the effectiveness of drug abuse treatment. While evidence-based reviews are
common in the medical field and provide the practitioner reliable information about
effectiveness of treatment, there does not appear to be a widely accepted and utilized review
for drug-abuse treatment program applicants. Such a summary could provide evidence-based
outcome data with various treatment approaches, duration and dose. It would permit patients
to have the same information available to practitioners and could form the basis of a more
informed discussion about treatment. In this regard, future research could examine social
marketing approaches that provide the community-at-large with a more positive view of
successful methadone treatment.

There are other active approaches that have proven useful to increase treatment enrollment.
Some of these approaches involve structural changes in clinic practices that may alter the
mechanism by which clinics admit patients. These approaches include providing rapid intake
(Woody et al., 1975), identifying a central intake point for the treatment system (Guydish et
al., 2001), and using performance improvement approaches to make rapid changes in the intake
process (McCarty et al., 2007). Other approaches, include street outreach (Booth et al., 2003)
and providing entry into treatment through syringe exchange programs have been shown to be
effective (Riley et al., 2002).

Some participants reported not wanting to deal with the onerous nature of the methadone
maintenance treatment structure. At the onset of treatment, patients must attend the clinic daily
for methadone administration. Medication hours may be limited and may interfere with
patients’ work schedules (Bourgois, 2000). Program hours of operation may provide an
impediment where individuals have work, child care or other family responsibilities. Programs
within a system can provide overlapping, but differing, hours of operation to make certain that
patients have a capacity to access programs on a schedule that accords with reasonable needs.

Methadone patients must also attend counseling and provide a urine sample upon request or
face possible sanction from their counselor. Thus, the control over access to methadone
treatment (unlike their access to heroin) must be ceded to the clinic, leading to the patients’
fear of being involuntarily withdrawn from methadone. Programs should recognize the role
demands that are placed on treatment patients. In adhering to a schedule, in becoming involved
in a counseling relationship, in complying with rules and procedures, the patient is expected
to cede to the program a considerable portion of his/her independence. In return for the potential
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to limit his/her dependence on opioid drugs, the individual must be willing to become, in
substantial measure, the passive respondent to program wishes and demands. In that context
the initial period of engagement into treatment can be seen as highly significant, and as a period
when the advantages as well as the rigors of the treatment process need to be made clear, in
order to limit the risk of unwelcome surprises and resulting dropout.

The fear of detoxification is heightened by the lack of methadone availability in US jails and
prisons (Rich et al., 2006). Withdrawing from methadone in jail is a common experience of
methadone patients. This day-to-day reality for methadone patients has little to do with
treatment per se but rather lies in the inability or unwillingness of many correctional facilities
to maintain the continuity of care for addictive disorders generally afforded to other illnesses.
Paradoxically, the unintended consequence of arrest (even on a minor charge) is to make
methadone treatment undesirable for those individuals who may need it the most. Such a policy
is at odds with the goals of both the treatment and the corrections systems and is easily
remediable. For example, Rikers Island has provided continued methadone treatment for
incarcerated patients since 1987 (Magura et al., 1993; Tomasino et al., 2001) and Baltimore’s
Detention Center began doing so in January 2008.

Participants raised a number of pharmacological issues, some of which were centered in reality
and others in myth. Among the former was the experience that withdrawal from methadone
was worse than withdrawal from heroin and that methadone was a crutch, substituting one drug
for another. This belief was mentioned in association with involuntary “cold turkey”
detoxification in a correctional facility and also with respect to discharge from treatment. This
view can be addressed by a deliberate effort to solicit ideas about methadone and methadone
treatment as a part of the initial engagement process with an effort to discuss patient beliefs
and concerns without criticism of the patient or dismissal of concerns as trivial or silly. By
providing continued methadone in jail, slow dose reductions for patients being discharged from
treatment, the abolition of using dose reduction as a form of punishment, and low threshold
treatment as an alternative to discharge (Calsyn et al., 2003) for patients who desire it, programs
could address some of their potential patients’ concerns about withdrawal from methadone.

Even patients enrolled in methadone treatment for several years may be poorly informed about
their treatment (Stancliff et al., 2002) and myths about methadone such as that it rots your
bones and teeth have been persistently reported (Schwartz et al., 2008; Zweben & Sorensen,
1988). The present study confirmed these findings and it supports the need for community and
patient education about this widespread treatment modality.

Of course, even if all of the issues above are addressed, not all opioid-dependent individuals
will seek treatment. Participants mentioned the allure of the lifestyle and of the drug as keeping
them actively using and disinterested in treatment. This allure has not changed since before
the widespread availability of methadone treatment (Preble & Casey, 1969). In order to attract
and retain individuals in methadone treatment, it might be helpful for programs to develop
meaningful employment opportunities or social activities to serve as a counterbalance to those
aspects of the drug using lifestyle. The development of effective employment opportunities
has proven challenging (Magura et al., 2007; Zanis et al., 2001). A void in the social life of
individuals who discontinue compulsive drug or alcohol use is not limited to patients in
methadone treatment programs and can be filled by attendance at 12 step meetings (Brown
1985). Unfortunately, patients enrolled in opioid agonist treatment are not always welcome in
Narcotics Anonymous meetings and special groups called Methadone Anonymous have been
developed to provide recovery support for patients in opioid agonist medications (Gilman et
al., 2001; Glickman et al., 2006).
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This article has a number of limitations. First, the findings may not generalize to other parts
of the world in which the drug treatment system differs considerably from the system in the
US. Second, this population was recruited through targeted sampling from the streets and may
not reflect those opioid-dependent individuals who are working and who obtain heroin from
acquaintances or indoor drug markets.

Efforts to increase the relative percentage of patients in treatment may have a significant impact
on overdose death, HIV infection, and crime (Woody & Munoz et al., 2000). Treatment
programs, systems of treatment and funders should do what is possible to reduce barriers to
treatment entry. More research is needed on approaches to increase the attractiveness of
treatment, including linking it to employment or socialization opportunities, the use of social
networks to increase drug treatment entry, and ways to improve the knowledge and attitudes
of the community-at-large towards drug treatment. These efforts may help reduce the number
of out-of-treatment individuals.
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