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Abstract
Background—Important questions remain regarding the necessary duration and intensity for
methadone treatment to be effective.

Methods—As part of a clinical trial of tuberculosis chemoprophylaxis (Batki et al., 2002), patients
with opioid dependence were recruited from an outpatient 21-day methadone detoxification program
and were randomly assigned to one of three treatment conditions: 1) continuation in 21-day
methadone detoxification; 2) transfer to six-month methadone maintenance with only minimal
counseling; or 3) transfer to six-month methadone maintenance with standard twice monthly
counseling and as-needed social work and psychiatric services. Both of the six-month maintenance
treatments were followed by 1.5 months of detoxification. Urine drug tests and self-report measures
were collected at baseline, months 1 through 6, and month 8.5.

Results—Compared to 21-day methadone detoxification, six-month methadone maintenance with
either minimal or standard counseling resulted in fewer opiate positive urine tests and days of self-
reported heroin and alcohol use. There was no change in cocaine use or other outcome measures.
The increased counseling available in the standard counseling condition did not appear to reduce
heroin use further than the minimal counseling condition, in contrast to the effect found for more
structured counseling in long-term methadone maintenance (McLellan et al., 1993).

Conclusions—Six months of methadone maintenance, even with minimal counseling, reduces
heroin and alcohol use more than 21-day methadone detoxification.
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1. Introduction
Few people with opioid dependence attain long-term remission without medication-assisted
treatment (National Institute of Health, 1998; Department of Health and Human Services,
2005). There is a large demand for medication-assisted treatment, particularly methadone, and
only a fraction of opioid dependent individuals are receiving treatment. Because of the unmet
need and limited treatment resources, it is important to determine the relative effectiveness of
methadone treatment of different durations and intensities.

1.1 Methadone Detoxification
Methadone detoxification has been widely used because of its brevity and the resulting ability
to serve more patients than long-term methadone maintenance. Although detoxification has
been found to be effective in reducing the symptoms of opioid withdrawal, it is not an effective
treatment for opioid dependence (Amato et al., 2005b). Because it is widely used but not
effective, it is helpful to include methadone detoxification as a routine care control group in
studies evaluating methadone maintenance. For example, randomized trials have shown that
methadone maintenance results in more opiate free urine test results than methadone
detoxification conducted over 60 days (Newman and Whitehill, 1979), 45 days (Vanichseni et
al., 1991), or 35 days (Strain et al., 1993).

1.2 Methadone Maintenance with Minimal Counseling
Methadone maintenance is helpful even with minimal counseling. A randomized trial showed
reduction in heroin use with just one month of methadone maintenance with occasional
counseling, relative to a waiting list control group (Yankovitz et al., 1991). Based on these
findings, interim methadone maintenance with minimal counseling was authorized in the
U.S.A. for opioid dependent individuals awaiting admission to comprehensive methadone
maintenance programs (Federal Register, 1993). Several other countries, such as the
Netherlands, allow methadone maintenance without mandatory counseling in office-based
settings without time limitations (Solberg et al., 2002).

1.3 Methadone Maintenance with Standard Counseling
In order to improve outcomes, psychosocial interventions such as counseling have been added
to methadone maintenance. Randomized trials have shown that methadone maintenance with
regular counseling is more effective than no treatment, a waiting list, outpatient drug free
treatment, placebo medication, or methadone detoxification, all of which have poor outcomes
on urine drug tests as well as other measures (Amato et al., 2005a; Mattick et al., 2003).

Randomized trials have shown that methadone maintenance outcomes are better with regular
counseling than with minimal counseling (Amato et al., 2004). In one of these studies
(McLellan et al., 1993), standard counseling was provided twice a month, or twice a week if
drug tests were positive. In addition, employed patients with drug free urine tests earned up to
two take-home doses per week. In contrast, the minimal counseling group received minimal
monthly counseling and non-contingent take-home doses for employed patients. Patients were
randomly assigned to methadone maintenance with standard versus minimal counseling and
followed for six months. Although both treatments reduced drug use, the standard counseling
condition reduced heroin and cocaine use more than the minimal counseling condition. In
another randomized trial, standard counseling twice a month or more in the first three months
of treatment was compared to minimal monthly counseling. The twice monthly counseling
reduced opiate positive urine test results relative to minimal counseling (Saxon et al., 1996).
Of note, both of these clinical trials comparing standard to minimal counseling were conducted
with patients in their first six months of long-term methadone maintenance.
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1.4 Short-term Methadone Maintenance
Developed to serve more patients and to limit time on opiate replacement, short-term
methadone maintenance consists of several months on a stable dose of methadone followed
by a six-to-eight-week taper off methadone. In one randomized study, four months of
methadone maintenance followed by a two-month methadone detoxification was compared to
long-term methadone maintenance (Sees et al., 2000). Heroin use was similar during the first
four months while both groups remained on a stable dose of methadone. Heroin use remained
low in the long-term methadone maintenance group, but increased during the taper in months
5 and 6 in the short-term methadone maintenance group.

Although short-term methadone maintenance did not have effects past the end of treatment, it
appeared to protect patients from the harmful effects of heroin use during the time that they
were in treatment. This could be helpful for patients who prefer time-limited methadone
treatment, and in settings where the number of patients needing methadone maintenance
exceeds the number of available treatment slots. Although randomized studies have shown that
open-ended methadone maintenance is more effective than methadone detoxification, there
are no controlled studies yet comparing short-term methadone maintenance to methadone
detoxification.

1.5 Study Aims
This study assessed the benefits of transferring patients to six months of methadone
maintenance, with either standard or minimal counseling, compared to keeping them in 21-
day outpatient methadone detoxification, the usual care available to them. Although previous
randomized trials had compared various methadone dosages to each other and to methadone
detoxification controls (e.g. Strain et al., 1993), the present study was the first to compare
methadone maintenance with different counseling intensities to each other as well as to a
methadone detoxification control group.

This study was primarily designed to test the effects of methadone maintenance on adherence
to six months of directly observed tuberculosis (TB) chemoprophylaxis with isoniazid. As
described in Batki et al. (2002), heroin dependent patients with latent TB who received
methadone maintenance, even with only minimal counseling, were more likely to complete
the six-month TB preventive therapy than those who received only 21-day methadone
detoxification with monthly visits to a TB clinic. As the earlier report focused on the main
findings and did not describe other outcomes, the present report focuses on the effects of the
six-month methadone maintenance with different counseling intensities on substance use and
psychosocial outcomes.

1.6 Hypotheses
We hypothesized that six months of methadone maintenance, even with only minimal
counseling, would result in less substance use, fewer psychiatric symptoms, and fewer family/
social problems compared to 21-day methadone detoxification. We further hypothesized that
methadone maintenance with standard counseling and a take-home dose contingency would
result in more improvement in substance use, psychiatric problems, and family/social problems
than methadone maintenance with only minimal counseling.

Differences were expected in outcomes related to drug use, psychiatric, and family/social
problems. However, no differences were expected in legal, employment, or medical problems,
as these were likely to take longer than six months to change.
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2. Methods
2.1 Design

This was a randomized prospective trial with three outpatient treatment arms: 1) a usual care
control group consisting of 21-day methadone detoxification, 2) six months of methadone
maintenance with minimal counseling followed by a six-week methadone detoxification, or 3)
six months of methadone maintenance with standard counseling followed by a six-week
methadone detoxification. This study was designed primarily to test the effectiveness of
methadone maintenance in increasing completion of six months of TB preventive therapy (as
described in Batki et al., 2002). The study also allowed analysis of the effects of six-month
methadone maintenance with differing amounts of counseling on substance use and related
outcomes.

2.2 Setting
Heroin dependent patients recently discharged from inpatient medical and psychiatric units at
San Francisco General Hospital (SFGH) were routinely admitted to the hospital’s outpatient
21-day methadone detoxification program. These patients had limited access to methadone
maintenance treatment due to their lack of Medicaid or other insurance, and the shortage of
publicly funded methadone maintenance in the county. Buprenorphine treatment was not
available in 1995–1997 when this study was conducted. The study created additional six-month
methadone maintenance slots at no cost to the research participants, who had a 2 out of 3 chance
of being randomly assigned to six-month treatment and a 1 out of 3 chance of remaining in 21-
day detoxification.

2.3 Participants
Participants were recruited from a public hospital’s 21-day outpatient methadone
detoxification program. Patients in this outpatient detoxification program had not sought out
methadone treatment, but instead had been referred from the hospital’s inpatient medical and
psychiatric units. To be eligible for this study, patients in the 21-day methadone detoxification
program had to meet the following inclusion criteria: 1) latent TB infection as demonstrated
by a positive PPD test, a negative chest radiograph, and approval by a TB clinic physician; 2)
a DSM-III-R diagnosis of opioid dependence; 3) age between 21 and 59 years; 4) expressed
willingness to receive 6 months of isoniazid (INH) preventive therapy and methadone
treatment. Patients who were pregnant or had HIV were excluded from this study because they
received priority admission to routine long-term methadone maintenance. Patients with active
liver disease or aspartate transaminase (AST) greater than three times the upper limit of the
normal range were excluded because INH was contraindicated for them.

Patients in the 21-day methadone detoxification program who were eligible for the study
underwent complete informed consent procedures, as approved by the University of California
San Francisco Institutional Review Board. This included description of study procedures, risks
and benefits, payment, and participant rights, all of which followed the international standards
for human experimentation. These were presented in writing and in person. Participants signed
and received copies of the consent form and a research subject bill of rights. A Federal
Certificate of Confidentiality was obtained to further protect participants.

Of the 115 individuals who were eligible and consented to participate in the study, four were
excluded during the baseline assessment period. One was found to have past history of INH
intolerance, two were judged to have active TB, and one dropped out. The remaining 111
participants were randomly assigned to the treatment conditions.
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2.4 Randomization
The schedule for randomization to treatment conditions was generated by a statistician who
placed subject assignments in individual sealed envelopes and did not reveal the schedule to
project staff. At the conclusion of the final baseline interview, the project staff opened the
envelope containing the condition assignment.

2.5 Treatment Conditions
The 111 participants were randomly assigned to one of three outpatient methadone treatment
conditions. Depending on this assignment, they either continued in their 21-day methadone
detoxification, or were transferred to one of the six-month methadone maintenance conditions.

1) Methadone detoxification (n = 39): In this control intervention, participants remained in the
outpatient 21-day methadone detoxification and were not admitted to methadone maintenance.
They were eligible for readmission to 21-day detoxification every 7 weeks from the date of
the initial detoxification admission. Participants in this treatment condition received their TB
preventive medications (INH and pyridoxine) in 30-day supplies at monthly visits to the TB
clinic, which was in the same building as the methadone clinic.

2) Six months of methadone maintenance with minimal counseling (Minimal MM) (n = 35):
Participants in this group were transferred from the 21-day methadone detoxification program
to six-month methadone maintenance. They were guaranteed methadone maintenance for six
months (60–90 mg) followed by a six-week taper. Methadone dose was progressively raised,
to a maximum of 90 mg per day, until withdrawal symptoms and cravings were eliminated, or
until sedation or other side effects occurred, or until participants requested no further increase
because of concerns about anticipated withdrawal symptoms during the six-week taper at the
end of the six-month treatment. The lower limit of 60 mg per day was selected because doses
below this level have been found to be less effective (e.g. Faggiano et al., 2003). The upper
limit of 90 mg per day was selected because of concerns that higher doses would make it more
difficult to taper off methadone after the six-month period of maintenance.

In this minimal counseling treatment condition, participants received counseling only on an
emergency basis or to enforce program rules, approximately once a month for no more than
15 minutes. Urine drug tests and alcohol breathalyzer tests were administered once a week;
however, participants and counselors were not given the results, and no take-home methadone
doses could be earned based on these results. This level of care approximated the interim
methadone maintenance guidelines (Federal Register, 1993). Participants in this treatment
condition received their TB preventive therapy in directly observed doses at their daily
methadone clinic visits.

3) Six months of methadone maintenance with standard counseling (Standard MM) (n = 37):
As in the minimal MM condition, participants were transferred from 21-day methadone
detoxification to the six-month methadone maintenance program, and were guaranteed
methadone maintenance for six months (60–90 mg) followed by a six-week taper. Likewise,
participants in this treatment condition received their TB preventive therapy in directly
observed doses at their daily methadone clinic visits. However, in the standard MM condition,
participants received counseling twice per month and employed participants could earn two
take-home doses in the week after each negative weekly random urine drug test and alcohol
breathalyzer test. If the participant and counselor agreed that additional services would be
helpful, he/she received additional counseling sessions and/or onsite social work or psychiatric
services. In contrast, McLellan et al. (1993) required twice weekly counseling sessions when
drug tests were positive, and offered no onsite social work, psychiatric, or medical services.
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2.6 Baseline Measures of Participant Characteristics
After study entry, demographic information was obtained and the Structured Clinical Interview
for DSM-III-R (SCID) (Spitzer et al., 1989) was administered in order to diagnose the presence
or absence of major depressive disorder.

2.7 Outcome Measures Administered at Baseline and Monthly
Participants were asked to complete an interview and provide an observed urine specimen at
baseline prior to randomization, as well as at each of the 7 monthly follow-ups. They were paid
$12 for each completed interview. Only the once monthly urine samples were used in study
analyses, not the additional weekly random urine drug tests and alcohol breathalyzer tests that
were collected as part of the standard and minimal methadone maintenance conditions. Urine
was analyzed for opiates, methadone, cocaine, amphetamines, barbiturates, benzodiazepines,
and phencyclidine. Using the Quantitative Drug Inventory (Gawin and Kleber, 1984),
interviewers asked participants to report the frequency and amount of heroin and cocaine use
on each day of the past week. The Addiction Severity Index (ASI), fifth edition (McLellan et
al., 1992b) was administered to assess addiction problem severity in the past 30 days. The Beck
Depression Inventory (BDI) (Beck et al., 1961) was used to assess symptoms of depression
experienced in the past week. The Treatment Services Review (TSR) (McLellan et al.,
1992a) was used to assess treatment services received in the past week. The TSR asked about
services received both within the methadone treatment program (if applicable) and elsewhere.

2.8 Data Analysis
With 111 randomized participants, this study had the power to detect a medium or larger effect
size for both dichotomous and continuous measures. Outcomes were compared using parallel
models that included treatment condition, assessment month (months 1 through 6, or months
1 through 8.5), and the interaction of condition-by-time. For each outcome measure, its baseline
level was included as a covariate. General Estimating Equations were used to adjust for the
dependency inherent in repeated measures via Proc Genmod in SAS (v9.13). A contrast
statement was used to estimate and test the specific comparisons of interest: a) methadone
detoxification versus methadone maintenance with minimal counseling, and b) methadone
maintenance with minimal counseling versus methadone maintenance with standard
counseling. For binary outcomes a binomial distribution with log link was specified, and for
continuous outcomes the normal distribution with identity link was used.

3. Results
3.1 Participant Characteristics

Characteristics of the 111 randomized study participants are shown in Table 1, as well as in
Batki et al. (2002, Table 1, p. 286). The majority of patients were male and non-white. Average
income was below $2000 per month. Although all were dependent on heroin, only a third stated
they wanted to quit heroin completely; most were hoping to use less or use more safely. Over
a third met criteria for cocaine dependence or abuse, and over a quarter met criteria for alcohol
dependence or abuse.

Despite random assignment, the treatment groups differed significantly on several
characteristics. The standard MM group was slightly younger (mean = 40.2, SD = 4.8) than
the minimal MM group (mean = 42.6, SD = 6.2) and the detoxification group (mean = 43.0,
SD = 4.8). The detoxification group had higher levels of depressive symptoms (Beck
Depression Inventory mean = 20.1, SD = 11.12) than the minimal MM group (mean = 13.7,
SD = 9.81) and the standard MM group (mean = 16.4, SD = 9.03).
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3.2 Retention in Methadone Maintenance
The median length of stay was 180 days for both the minimal MM group and the standard MM
group. The mean was 175.5 days (range 37–221) for the minimal MM group, and 157.5 (range
31–203), for the standard MM group. The difference was not statistically significant (Wilcoxon
Log-Rank Chi-square = .4696, p = .4931).

3.3 Completion of Outcome Assessments
Attrition increased at each follow-up period, and was highest in the methadone detoxification
group. Urinalysis results for month 8.5 were available for 15 of 39 in methadone detoxification
(38.5%), 17 of 35 in minimal MM (48.6%), and 19 of 37 in standard MM (51.4%). We did not
impute missing data.

3.4 Effects of Treatment Conditions on Treatment Outcomes
The percentages of urine tests positive for opiates and cocaine, by assessment month and
treatment condition, are displayed in Figure 1. The means and standard deviations for self-
reported substance use are displayed in Table 2. At the baseline assessment (month 0), when
all three treatment groups were in outpatient 21-day methadone detoxification following an
inpatient medical or psychiatric hospitalization, the groups’ urinalyses were 87.5–100% opiate
positive and their self-reported heroin use averaged 18–19 of the previous 30 days.

Following randomization, participants in the methadone detoxification group continued their
21-day taper, and were allowed to repeat detoxification every 7 weeks. Nevertheless, in months
1 through 6, 78%–96% had opiate positive test results, and they reported heroin use an average
of 15.5–18.4 days in each follow-up month. Compared to 21-day methadone detoxification,
six-month methadone maintenance with minimal counseling resulted in a greater decrease from
baseline in opiate positive urine tests (65%–85%, p = .0302) and self-reported heroin use (mean
= 5.8–8.1 days per month, p = .0003) during months 1 through 6. These comparisons remained
significant when the month 8.5 follow-up assessment was included (p = .0149 for opiate
positive urine tests, p < .0001 for days of heroin use).

Six-month methadone maintenance with minimal counseling differed from 21-day
detoxification in one other outcome, days of alcohol use. Compared to 21-day detoxification,
six-month methadone maintenance with minimal counseling resulted in a greater decrease from
baseline in self-reported days of alcohol use during months 1 through 6 (p = .0192), and this
difference remained significant when the month 8.5 follow-up assessment was included (p = .
0065). There were no significant differences in cocaine positive urine tests or days of cocaine
use.

The standard methadone maintenance group did not differ from the minimal methadone
maintenance group on any outcome. There were no statistically or clinically significant
differences in opiate positive drug tests (59%–77% opiate positive), self-reported heroin use
(mean = 4.2–6.1 days per month), self-reported alcohol use, or self-reported cocaine use during
months 1 through 6 or when the month 8.5 follow-up assessment was included.

There were no other differences between the treatment groups on any other outcomes, i.e. there
were no differences in BDI or in ASI psychiatric or family composite scores. Given that the
only changes were in opiate and alcohol use, no one in the standard methadone maintenance
condition achieved both employment and a weekly random test result free of all drugs and
alcohol, and thus no one earned the available take-home methadone doses.

Analyses were repeated excluding 6 participants in the 21-day methadone detoxification
condition who were able to access methadone maintenance in other programs in the county.
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Results excluding these patients were the same for all variables. Therefore, all findings were
presented for the treatment groups as randomized.

4. Discussion
4.1 Interpretation of Findings

Six-month Methadone Maintenance with Minimal Counseling The present study contributed
to the evidence that methadone maintenance with minimal counseling reduces opiate positive
urine test results and self-reported days of heroin use. An earlier study compared methadone
maintenance with minimal counseling to a no-treatment control over one month of follow-up
(Yankovitz et al., 1991). The present study compared it to 21-day methadone detoxification,
and extended follow-up to 8.5 months.

Six-month methadone maintenance decreased heroin use more than 21-day methadone
detoxification. This effect is consistent with previous research demonstrating less heroin use
in methadone maintenance compared to methadone detoxification over 35 days (Strain et al.,
1993), 45 days (Vanichseni et al., 1991) or 60 days (Newman and Whitehill, 1979). In this
study, however, better outcomes were obtained with methadone maintenance even though it
was limited to six months and involved only minimal counseling.

In addition to its effects on heroin use, methadone maintenance with minimal counseling
appears to facilitate entry into more comprehensive methadone maintenance if available. A
randomized study showed that providing 4 months of methadone maintenance with minimal
counseling helped more patients access comprehensive methadone maintenance elsewhere
than providing referral only (Schwartz et al., 2006, 2007). At four-month follow-up, 75.9% of
the minimal methadone group had been able to access comprehensive methadone maintenance,
compared to only 20.8% of the referral-only group, and at ten-month follow-up, 64.8% of the
minimal methadone group were in comprehensive methadone maintenance, compared to
27.5% of the referral-only group.

4.2 Interpretation of Findings
Six-month Methadone Maintenance with Standard Counseling In the context of six-month
methadone maintenance, standard counseling yielded no improvements over minimal
counseling. In contrast, studies of the first six months of long-term methadone maintenance
showed that standard counseling yielded fewer opiate positive (McLellan et al., 1993; Saxon
et al., 1996) and cocaine positive urine results (McLellan et al., 1993) compared to minimal
counseling.

The reduction in both opiate and cocaine positive urine results in the McLellan et al. (1993)
study could be in part because of the immediate contingencies in their standard counseling
condition. Patients with positive urine drug tests lost take-home doses and were required to
participate in increased counseling. In contrast, in the present study, positive urine drug tests
triggered only offers of increased services, and none of the participants achieved or lost take-
home doses.

The differences in the effects found for counseling could also be due in part to differences in
study populations. The heroin users in this study had not sought out methadone maintenance
on their own. At baseline, over 85% had opiate positive urine tests, in contrast to less than 65%
in McLellan et al. (1993). Early positive urine drug tests predict worse six-month treatment
outcome in methadone maintenance (e.g. Morral et al., 1999). Indeed, only 36% of participants
stated they wanted to stop using heroin; most were hoping to continue using heroin, but to use
less and or use more safely (Batki et al., 2002). This population may benefit from motivational
interviewing (Miller and Rollnick, 2002;) or contingency management (Elk et al., 1995).
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Although short-term methadone maintenance can serve more patients per treatment slot, it is
not as effective as long-term methadone maintenance. In a randomized trial comparing four-
month methadone maintenance to ongoing methadone maintenance, heroin use was similar
during the first four months while both groups were on maintenance, but then increased in the
four-month group during their methadone detoxification in months 5 and 6 (Sees et al.,
2000).

4.3 Study Limitations
This study was designed primarily to test the effect of methadone maintenance and directly
observed dosing on completion of a six-month course of TB chemoprophylaxis (Batki et al.,
2002). As a result, some variables that are relevant to drug treatment outcome were not
measured. No data were collected on the duration of and methadone dose during the medical
or psychiatric hospitalization preceding outpatient methadone detoxification. There were no
measures of counseling session attendance; it is possible that participants in the standard
counseling condition did not attend significantly more sessions than those in the minimal
counseling condition.

The sample size provided sufficient power to detect medium or larger effect sizes, but not small
effect sizes. In addition, the substantial missing drug use data may have reduced power further.
Caution must be used in interpreting any lack of difference that may be the result of insufficient
power. Also, with the most missing urinalysis data in the methadone detoxification group, and
the high likelihood that missing urinalysis results were positive, the difference between
methadone detoxification and methadone maintenance outcomes may have been
underestimated.

It is possible that the methadone doses at 60–90 mg were too low. Some studies have shown
better outcomes with slightly higher doses (e.g. Strain et al., 1999), and many patients may
need more than 90 mg to benefit from methadone. However, effective doses have been found
to range from 1.5 mg to 191.2 mg and overlap considerably with ineffective dosages (Trafton
et al., 2006). In the present study, methadone doses were raised based on clinical need (until
withdrawal symptoms and cravings were eliminated, side effects occurred, or participants
requested no further increase) up to a maximum of 90 mg because of the six-week taper.
Likewise, the other randomized trials of methadone maintenance with minimal counseling also
had a target dose of about 80 mg and provided higher or lower doses based on participant needs
(Yankovitz et al., 1991; McLellan et al., 1993; Schwartz et al., 2006).

4.4 Conclusions
The findings from this study contribute to the evidence base for short-term methadone
maintenance with minimal or standard counseling. Compared to 21-day methadone
detoxification, six months of methadone maintenance appears to reduce the frequency of heroin
and alcohol use, but not cocaine use. In the first six months of long-term methadone
maintenance, standard counseling has been shown to help patients reduce their heroin use more
than minimal counseling (McLellan et al., 1993, Saxon et al., 1996). In six-month methadone
maintenance, in contrast, heroin use appears to decrease regardless of whether standard or
minimal counseling is made available to patients. Incorporating additional interventions used
by McLellan et al. (1993), such as requiring more frequent visits after positive drug test results,
may increase the impact of standard counseling in six-month methadone maintenance.
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Figure 1.
Percent urine tests positive for opiates by assessment month and treatment condition.
( 21-day methadone detoxification, 6-month methadone maintenance with minimal
counseling, 6-month methadone maintenance with standard counseling.) Although the
standard errors of some of the proportions may overlap [SEP = p (1-p)/n], the combined
difference was statistically significant: Opiate positive urine tests months 1–6: Minimal MM
vs. Detox p = .0302. Opiate positive urine tests months 1–8.5: Minimal MM vs. Detox p = .
0149.
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Table 1

Participant Characteristics

21-day
detoxification n =
39

Minimal MM n
= 35

Standard MM n
= 37 p-value

% (n) % (n) % (n)

Gender

Male 74.4% (29) 54.3% (19) 54.0% (20) 0.114

Female 25.6% (10) 45.7% (16) 45.9% (17)

Ethnicity (n = 37)

White 40.5% (15) 37.1% (13) 45.9% (17) 0.896

African American 27.0% (10) 34.2% (12) 29.7% (11)

Latino 18.9% (7) 20.0% (7) 21.6% (8)

Native American 5.4% (2) 2.9% (1) 2.7% (1)

Asian/Pacific Islander 8.1% (3) 5.7% (2) 0.0% (0)

Marital status

Married 12.8% (5) 20.0% (7) 13.5% (5) 0.842

Widowed 5.1% (2) 2.9% (1) 5.4% (2)

Separated 12.8% (5) 8.6% (3) 21.6% (8)

Divorced 33.3% (13) 37.1% (13) 27.0% (10)

Never married 35.9% (14) 28.6% (10) 32.4% (12)

Clinical Variables

Opioid dependence 100% (39) 100% (35) 100% (37)

Alcohol dependence 7.7% (3) 12.1% (4) 16.2% (6) 0.532

Alcohol abuse 17.9% (7) 12.1% (4) 21.6% (8) 0.568

Cocaine dependence/abuse 41.0% (16) 42.4% (15) 48.6% (18) 0.780

Current major depression 43.5% (17) 21.7% 34.8% (9) 0.518

Goal to quit heroin completely 46.2% (18) 25.7% (9) 35.1% (13) 0.186

Continuous Variables Mean (S.D.)

Age (years) 43 (4.8) 42.6 (6.2) 40.2 (4.8) 0.047

Education (years) 12.2 (1.6) 11.9(2.0) 12.0 (2.3) 0.79

Income ($ per month) 1608 (1853) 1308 (1853) 1262 (1461) 0.64

Years of heroin use 20.4 (8.93) 16.6 (8.46) 16.9 (9.41) 0.121

Beck depression inventory 16.4 (9.03) 13.7 (9.81) 20.2 (11.12) 0.022

Drug Alcohol Depend. Author manuscript; available in PMC 2010 February 13.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Gruber et al. Page 14

Ta
bl

e 
2

M
ea

ns
 (S

ta
nd

ar
d 

D
ev

ia
tio

ns
) o

f S
el

f-
R

ep
or

te
d 

U
se

, b
y 

A
ss

es
sm

en
t M

on
th

 a
nd

 T
re

at
m

en
t C

on
di

tio
n.

A
ss

es
sm

en
t M

on
th

0
1

2
3

4
5

6
8.

5

D
ay

s o
f H

er
oi

n 
U

se

D
et

ox
17

.7
 (1

0.
28

)
17

.5
 (1

2.
46

)
18

.1
 (1

3.
48

)
17

.4
 (1

2.
63

)
18

.0
 (1

3.
68

)
15

.5
 (1

3.
43

)
18

.4
 (1

2.
85

)
12

.8
 (1

3.
64

)

M
in

im
al

 M
M

19
.3

 (9
.5

0)
8.

0 
(6

.5
7)

5.
8 

(5
.3

3)
8.

1 
(8

.5
5)

6.
3 

(7
.9

2)
6.

5 
(7

.8
0)

5.
9 

(7
.6

9)
11

.3
 (1

2.
91

)

St
an

da
rd

 M
M

19
.1

 (9
.8

4)
6.

1 
(8

.0
0)

4.
4 

(5
.4

8)
5.

4 
(7

.0
3)

5.
9 

(7
.5

0)
4.

3 
(6

.6
0)

4.
2 

(6
.6

7)
15

.2
 (1

3.
18

)

D
ay

s o
f C

oc
ai

ne
 U

se

D
et

ox
5.

1 
(9

.0
7)

4.
7 

(8
.6

0)
4.

0 
(8

.3
6)

4.
3 

(8
.2

3)
4.

5 
(9

.0
3)

4.
6 

(8
.9

9)
4.

6 
(9

.9
2)

3.
8 

(8
.5

9)

M
in

im
al

 M
M

5.
5 

(8
.4

7)
5.

2 
(7

.1
4)

3.
3 

(4
.3

4)
5.

7 
(9

.3
1)

4.
3 

(7
.8

0)
4.

1 
(6

.1
2)

2.
2 

(3
.8

9)
3.

2 
(7

.9
1)

St
an

da
rd

 M
M

6.
2 

(9
.5

2)
4.

4 
(7

.1
9)

4.
3 

(7
.0

0)
4.

4 
(7

.1
2)

5.
9 

(8
.1

0)
3.

5 
(5

.9
3)

4.
0 

(6
.2

9)
4.

5 
(6

.8
0)

D
ay

s o
f A

lc
oh

ol
 U

se

D
et

ox
5.

3 
(9

.4
0)

5.
1 

(9
.9

1)
5.

6 
(9

.8
0)

4.
5 

(8
.8

9)
6.

4 
(1

1.
46

)
5.

8 
(9

.8
4)

7.
2 

(1
1.

15
)

9.
1 

(1
2.

44
)

M
in

im
al

 M
M

5.
9 

(9
.7

6)
6.

2 
(9

.3
9)

5.
9 

(8
.6

1)
6.

2 
(9

.3
0)

6.
2 

(1
0.

12
)

6.
9 

(1
0.

76
)

6.
5 

(9
.7

1)
6.

1 
(1

2.
01

)

St
an

da
rd

 M
M

7.
6 

(1
0.

60
)

6.
2 

(9
.4

9)
6.

5 
(8

.8
2)

7.
3 

(9
.9

3)
9.

7 
(1

1.
71

)
7.

9 
(1

0.
78

)
8.

4 
(1

1.
11

)
6.

4 
(1

0.
35

)

D
et

ox
 =

 2
1-

da
y 

m
et

ha
do

ne
 d

et
ox

ifi
ca

tio
n 

an
d 

no
 m

ai
nt

en
an

ce
.

M
in

im
al

 M
M

 =
 6

-m
on

th
 m

et
ha

do
ne

 m
ai

nt
en

an
ce

 w
ith

 m
in

im
al

 c
ou

ns
el

in
g.

 S
ta

nd
ar

d 
M

M
 =

 6
-m

on
th

 m
et

ha
do

ne
 m

ai
nt

en
an

ce
 w

ith
 st

an
da

rd
 c

ou
ns

el
in

g.

Se
lf-

re
po

rte
d 

da
ys

 o
f h

er
oi

n 
us

e 
m

on
th

s 1
–6

: M
in

im
al

 M
M

 v
s. 

D
et

ox
 p

 =
 .0

00
3.

Se
lf-

re
po

rte
d 

da
ys

 o
f h

er
oi

n 
us

e 
m

on
th

s 1
–8

.5
: M

in
im

al
 M

M
 v

s. 
D

et
ox

 p
 <

 .0
00

1.

Se
lf-

re
po

rte
d 

da
ys

 o
f a

lc
oh

ol
 u

se
 m

on
th

s 1
–6

: M
in

im
al

 M
M

 v
s. 

D
et

ox
 p

 =
 .0

19
2.

Se
lf-

re
po

rte
d 

da
ys

 o
f a

lc
oh

ol
 u

se
 m

on
th

s 1
–8

.5
: M

in
im

al
 M

M
 v

s. 
D

et
ox

 p
 =

 .0
06

5.

N
o 

ot
he

r d
iff

er
en

ce
s w

er
e 

st
at

is
tic

al
ly

 si
gn

ifi
ca

nt
.

Drug Alcohol Depend. Author manuscript; available in PMC 2010 February 13.


