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Abstract

Objective: This qualitative study identifies and describes experiences and challenges to retention 

of individuals with opioid use disorder (OUD) who participated in a low-threshold combined 

buprenorphine-peer support treatment program in Baltimore.

Methods: In-depth semi-structured interviews with staff and former clients of the Project 

Connections Buprenorphine Program (PCBP) (9 people) and focus group discussions with current 

and previous clients of PCBP (7 people) were conducted. Content analysis was used to extract 

themes regarding barriers to enrolling and remaining in, and transitioning from the program.

Results: Primary challenges identified by the participants included struggles with cravings and 

symptoms of withdrawal, comorbid mental health issues, criminal justice system involvement, 

medication stigma, and conflicts over level of flexibility regarding program requirements and the 

role of employment.

Conclusions: This study identified several obstacles clients face when seeking care through a 

combined bupre- norphine-peer support model. Findings highlight potential programmatic factors 

that can be improved and additional resources that may support treatment retention rates and better 

outcomes. Despite challenges, low- threshold and community-based programs can increase access 

to effective maintenance treatment for OUD, especially among vulnerable populations who may 

not have access to formal health services.
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1. Introduction

The opioid epidemic is a critical public health issue that has led to a dramatic rise in 

overdose deaths throughout the United States. As of 2016, the estimated number of drug 

overdose deaths rose to over 64,000, an amount that has nearly doubled in a decade (NIDA, 

2017). Of these deaths, approximately 66% involved an opioid (CDC, 2017). Paralleling 

national trends, fatal overdoses in Maryland have nearly doubled to 2089 between 2014 and 

2016, of which one-third occurred in Baltimore City (MDH, 2017). The number of deaths in 

Baltimore has been sharply driven by illicitly manufactured fentanyl, which has tripled 

overdose deaths from 2015 to 2016 (CDC, 2018; MDH, 2017). Other consequences of the 

opioid epidemic include increases in injection drug use (IDU), heightened transmission risk 

of hepatitis C and HIV, and an economic burden of $78.5 billion annually (Zibbel et al., 

2018; CDC, 2018; Florence, Luo, Xu, & Zhou, 2016).

There is an urgent need to increase access to effective treatment for people with an opioid 

use disorder (OUD). Medication-assisted therapies (MAT) for OUD have been found to be 

safe, significantly reduce risk of overdose, increase treatment adherence, and decrease 

transmission of infectious disease (Voklow, Frieden, Hyde, & Cha, 2014; Sordo et al., 2017; 

Mattick, Breen, Kimber, & Davoli, 2009; Tsui, Evans & Lum, 2014; Metzger et al., 1993). 

Opioid agonist therapies (OAT), including methadone and buprenorphine, are considered the 

highest standard of care for OUD (Connery, 2015). Studies have found methadone to be 

most effective for treatment retention, and buprenorphine to be safer in overdose and easier 

for withdrawal (Mattick, Kimber, Breen & Davoli, 2014; Barnett, Rodgers, & Bloch, 2001).

Despite the evident need for treatment, there is still a large disparity in the number of 

services available and their accessibility. In 2012, an estimated 96% of U.S states had higher 

OUD rates than buprenorphine treatment capacity (Jones, Campopiano, Baldwin, & 

McCance-Katz, 2015). In addition, OATs have been underutilized in specialty substance use 

programs (Krawczyk, Feder, Fingerhood, & Saloner, 2017). Other barriers include MAT 

stigma, long waiting lists, treatment costs, non patient-centered treatment designs, lack of 

access through primary care, and zero tolerance approaches (Krawczyk, Negron, Nieto, 

Agus, & Fingerhood, 2018; Voklow, 2014; Kourounis et al., 2016).

There is a growing body of evidence that suggests low-threshold programs with fewer access 

and treatment barriers might have better outcomes than high-threshold designs (Deering et 

al., 2011; Kourounis et al., 2016; Nolan et al., 2015). These options can increase access to 

services for marginalized populations such as the justice-involved, people who inject drugs, 

and women who engage in sex work (Krawczyk, Picher, Feder, & Saloner, 2017; Nolan et 

al., 2015; Marchand et al., 2012).

Integrating buprenorphine into existent community-based treatment programs can play a 

powerful role in connecting individuals who are otherwise disconnected from much of the 

healthcare sector. Community programs often have established relationships and credibility 

with community members and can offer additional supportive services to clients. In an effort 

to provide OUD treatment to hard-to-reach populations, the Behavioral Health Leadership 

Institute (BHLI), a Baltimore non-profit organization dedicated to increasing access to 
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behavioral health services for disadvantaged populations, established the Project 

Connections Buprenorphine Program (PCBP) in 2010. The PCBP is a treatment program 

based on a low-threshold and harm reduction care model that is housed within a community-

based, peer-led recovery center (Daniels, Salisbury-Afshar, Hoffberg, Agus, & Fingerhood, 

2014; Krawczyk et al., 2018). Services consist of an experienced clinical team of peer 

advisors, nurse, doctor, and social worker as well as other recovery supports. The PCBP 

aims to engage individuals in buprenorphine treatment and transition stable clients to 

buprenorphine maintenance in an integrated primary care setting, where clients can continue 

to receive OUD treatment while simultaneously addressing other comorbid health needs.

With the critical state of the opioid epidemic both nationally and locally in Maryland and 

Baltimore City, it is imperative that research explore how to best utilize and maximize 

retention in community-based treatment programs that offer evidence-based treatment for 

OUD. Despite PCBP’s innovative model, attrition for this program is high: approximately 

59% of PCBP clients leave the program without being transitioned to ongoing care (BHLI, 

2016). Other low-threshold programs have similar attrition rates that are lower than in 

traditional treatment (Simon et al., 2017; Amato et al., 2005). This underscores how 

essential it is to identify barriers for access, retention, and treatment continuation in order to 

gain a better understanding of the factors that contribute to attrition in these settings. The 

aim of this qualitative study was to identify key challenges faced by PCBP clients and better 

inform community treatment program strategies to increase client-centered care, improve 

treatment experience and retention, and promote long-term recovery.

2.  Methods

2.1. Study setting

This study took place from February to June 2017 at the PCBP site located at Dee’s Place, a 

Baltimore City peer-recovery center. Dee’s Place hosts peer recovery meetings, refers clients 

to treatment programs, and connects them to other health and social services. From 2010 to 

2017, PCBP has served a total of 333 clients at Dee’s Place. The mean client age is 51 years 

(SD ± 9.4) and ranges between 16 and 85 years old. A majority of clients are male (61%) 

and African American (87%). In addition, most clients report living with family or friends 

(59%), having a history of criminal justice involvement (84%), and being unemployed 

(65%) (BHLI, 2016).

2.2. Recruitment

Researchers were trained to conduct in-depth, semi-structured individual interviews, focus 

group discussions (FGDs), and data analysis. Staff participants for individual interviews 

were identified by the PCBP leadership, and later recruited by the research team. These 

participants all had worked with buprenorphine treatment and were actively providing 

services in the program. Former and active client participants were recruited through 

convenience and snowball sampling. Potential participants were invited to interview at Dee’s 

Place or at another public and safe location through flyers and a recruitment script.
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2.3. Interviews and focus group discussions

For each individual interview and FGD, participants were informed of confidentiality and 

their right to withdraw from the study at any time. The purpose of the study was explained 

before orally confirming participant consent. Permission for audiotaping and confidential 

transcription was sought verbally prior to interviews and FDGs. All participants were 

encouraged to speak freely, and interviewers probed follow-up questions based on topics that 

arose during the interview.

Duration of interviews and FGDs was approximately one hour. A semi-structured guide 

explored benefits and motivations for participation (Krawczyk & Dejman et al., 2018), 

challenges faced in participating and remaining in the PCBP, reasons for leaving the 

program before transition to ongoing care, and strategies for better retention and 

transitioning onto maintenance MAT.

2.4. Qualitative analysis

All transcripts were analyzed using an inductive process and content analysis with the help 

of Dedoose, a data analysis application used for data management and coding (Lieber, 

Weisner &Taylor, 2018). There were 5 coders among the research team and al transcripts 

were reviewed by at least 2 of them. At least two coders reviewed each transcript. Interview 

questions and FGD topics were utilized as guides for initial code development. During 

analysis, coders independently created and modified themes based on recurrent ideas that 

emerged from the narratives, driven by consensus between study members and theme 

saturation.

Credibility, dependability, conformability, and transferability are used to describe various 

aspects of trustworthiness in qualitative methods (Graneheim & Lundman, 2004; Rolfe, 

2006; Dahlgren, Emmeline & Winkvist, 2007). To enhance credibility, we utilized two 

qualitative techniques: semi-structured individual interviews and FGDs with participants of 

different genders, levels of education, and experiences in the PCBP. To address 

conformability, we shared summarized interview findings with participants to ensure results 

accurately represented their ideas. Transferability was addressed by attempting to clearly 

detail methods of data collection, analysis, and meaning interpretation. For dependability, 

researchers used peer checking to reanalyze portions of the data, performed consistency 

checks between members throughout the coding process (respondent validation), and 

discussed emergent codes.

The Institutional Review Board (IRB) at Johns Hopkins University Bloomberg School of 

Public Health approved the research protocol for this study (IRB #: 00007637).

3. Results

Sixteen individuals participated in this study, with nine completing semi-structured 

interviews and seven participating in two focus groups. Interviews were conducted with 

PCBP staff (n = 5; nurse, doctor, social worker, and two peers) and former clients (n = 4) 

who left the PCBP before they could transition to primary care maintenance. Focus group 

discussions were conducted with client alumni (n = 2) who successfully completed the 
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program and transitioned to maintenance, and active clients (n = 5). Table 1 summarizes 

selected characteristics of this sample.

3.1. Symptoms and triggers of addiction

Participants described symptoms of addiction, such as withdrawal and cravings, as a 

prominent challenge to engaging and remaining in treatment. Both factors negatively 

impacted participants’ lives and often led to relapse. As a former male client explained:

“Some days the disease is more active than other days. When you just want to go 

back to your old behaviors… ‘What if’- ‘cause you’re grounded some days, it’ll 

flash cross your mind. It’s your thinking. You can’t stop your thoughts from 

happening. That’s why I say you’re not responsible for your disease, but you’re 

responsible for your recovery.”

A female staff participant further described the struggle and how it impacts program 

retention:

“So many times people would start and enroll and then just not show up the second 

week […] they were just so physically unhappy and, like, not feeling well 

physically that it’s really hard to feel much of anything other than that.”

In addition, participants recognized relapse risk was especially elevated due to the high 

availability of drugs in clients’ neighborhoods; their social and home environments were 

often triggers. This temptation continues to be an obstacle even after a client has been 

actively engaged in treatment. In one focus group, an alumni male client described this 

difficulty:

“You know the compulsion. Once you start something it’s hard to stop it and you 

usually go back to what’s familiar. Your old neighborhood, old friends, old thinking 

patterns. Because it’s a familiarity in it.”

3.2. Mental health needs

Participants recognized comorbid mental health problems as a major challenge to retention. 

Clients often required greater mental health support to help them properly engage in 

recovery than the program was able to provide. Staff also recognized this need and detailed 

how these issues could affect treatment progress. As one female staff participant explained:

“A lot of it has to do with things that haven’t been addressed with their mental 

health. […] I feel like we have a pretty, like, fairly lax requirements for someone. 

Um, but for someone who’s, like, dealing with anxiety or depression-like just 

asking the bare minimum from somebody or what we see as like the bare minimum 

is over-whelming.”

3.3. Criminal justice involvement

Clients with illicit substance use histories, who also often experienced living in poverty and 

unstable housing conditions, were often subject to criminal sanctions that disrupted their 

medication use. These sanctions became barriers for continued participation in the program-
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even when clients were actively engaged and doing well in treatment. As a female staff 

participant recounted:

“There have been other clients where that has happened to. Where they were locked 

up for the weekend […] for giving an opiate-positive urine, but it can be like weeks 

old? So…I just, it doesn’t seem, even particularly accurate or like a reflection of 

how people are actually doing.”

3.4. Medication stigma

Another challenge was the ideological clash that often occurred due to the nature of the joint 

peer-support buprenorphine model: those of buprenorphine maintenance and those of 

medication-free abstinence. Participants explained that many clients internalized the stigma 

against medication, and this led some of them to want to stop treatment. As one alumni 

detailed:

“The total key to getting into NA is that you don’t have no experience in living 

right. You were living, but you don’t have no experience in living a normal life. 

Being responsible. So when you get here, you really want that. And all it takes for 

one of them guys in their 15 to say ‘you gotta stop taking that stuff to be clean’” 

(Male, 50).

A female staff participant described one client’s situation:

“He didn’t believe that he would be truly in recovery if he was taking 

buprenorphine and […] he consistently struggled every week at some point with 

using. […] But in talking more with him, like, he had a lot of shame about using 

medication and a lot of, like, deeply held beliefs about what recovery is supposed to 

look like. And he internalized a lot messages that he got from NA or from his 

family members or from his peers or whoever who just believed that um-that using. 

that he wouldn’t really be “clean” until he was not taking medications.”

3.5. Flexibility vs. structure

Another main challenge was the level of flexibility for mandated program requirements. 

Some participants believed that structure and accountability were the most essential for 

successful recovery and should be prioritized regardless of client circumstances. As a male 

staff participant explained:

“A lot do get on medication or whatever and they been on there for awhile-they 

always think they got this. I’m better now. I feel better now. Uh, I need less help. I 

don’t need that much structure. You know that they think they got it then before 

you know it-they relapse and they back out the door again.”

Others instead preferred flexibility as the most effective approach for recovery, especially 

when clients faced several competing needs. One of the main reasons raised for increasing 

flexibility was clients’ need to balance employment with program requirements. As one staff 

member noted:

“What the clients were saying made sense to me, which was like ‘I’m bored all day, 

I’m idle, I have nothing to do’, so those are all triggers to wanting to use. And 
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working or being able to get a job would give me something else to do with my 

time and would make it easier to not use.”

Other PCBP staff contended that clients should first and foremost focus on their recovery; 

they believed that missing program activities and recovery meetings due to employment 

could act as a trigger for relapse and be counterproductive to the recovery process. For some 

clients, however, this arrangement did not seem feasible. One female active client described:

“I’ve seen a lot of people come and go since I’ve been here. That a lot of people are 

leaving because they don’t have a choice to get-well they have a choice, but the 

choice is they need employment and they-by being in the program-it’s conflicting 

with that… so they have to leave even though they don’t want to. They have to 

leave because need to provide, you know, provide for their household and 

everything.”

4. Discussion

This study explored challenges to participation and retention in a low-threshold combined 

buprenorphine-peer support treatment program. One common challenge was struggling with 

cravings and withdrawal symptoms. Participants described how these symptoms not only 

influenced their decision to engage in treatment, but also interfered with their ability to 

continue in the program. Many individuals with OUD experience high stress and extended 

withdrawal symptoms early in the recovery process, and these factors increase cravings and 

vulnerability to relapse; those with withdrawal symptoms that quickly decline after receiving 

treatment often fare better, especially when receiving buprenorphine (Northrup et al., 2015). 

While many participants agreed that medication helped in reducing these symptoms, it was 

still difficult to resist relapse when they return to neighborhood environments that can often 

cause stress due to competing responsibilities. In addition, associating with social networks 

that engage in substance use can increase the temptation to relapse. Both of these factors 

have been found to be significantly associated with increased risk of problem substance use 

and relapse (Brewer, Catalano, Haggerty, Gainey, & Fleming, 1998; Sinha, 2001). Since 

buprenorphine is protective against overdose, it is critical that these vulnerable clients with 

high relapse risk continue to engage in treatment (Sordo et al., 2017).

Managing comorbid mental health problems while undergoing treatment is another struggle 

that participants recognized as significant. Comorbid mental health problems have been 

found to be significant factors for continued substance use and relapse (Bradizza, 

Stasiewicz, & Paas, 2006; Brewer et al., 1998). To overcome this, alternative care models 

integrate mental health and substance use treatment. One robust model is the Behavioral 

Health ECHO (Extension for Community Healthcare Outcomes) program that uses 

videoconferencing to provide consultation regarding psychopharmacological and non-

pharmacological treatments to primary care teams and community health workers (Hager et 

al., 2018). Another approach is Behavioral Health Homes that provide co-located primary 

care and wellness services in community mental health centers (Viron, Zioto, Schweitzer, & 

Levine, 2014).
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High substance use and mental health disorder comorbidity can increase the risk of criminal 

involvement and incarceration, especially among minority groups and marginalized 

populations that experience poverty and other risk factors (Lamberti, 2007; McNiel, Binder, 

& Robinson, 2005). A prominent challenge that arose was the disruption of treatment due to 

involvement of the criminal justice system. Clients underwent incarceration for previous 

transgressions despite successful adherence to treatment. In addition, staff also reported that 

clients who recently returned from prison settings felt increased stress and negative self-

feelings. This is particularly dangerous given that mortality risk increases immediately after 

OAT discontinuation. Studies have estimated that individuals experience significantly higher 

risk of fatal overdose in the weeks after release from incarceration (Cousins et al., 2011; 

Binswanger et al., 2007). Structured drug treatment programs and community-based 

resources can serve as protective factors against relapse and overdose after release, but 

assuring linkage upon release was key (Binswanger et al., 2012).

Medication stigma was another challenge that clients faced. Stigma frequently stemmed 

from recovery groups that believed in complete abstinence as the true form of recovery, and 

viewed using medication as a weakness. Oftentimes, this ideology is also a common 

viewpoint in the community (White, 2011). As a result, clients who take medication are 

often treated differently and are not viewed as “clean” while participating in support groups 

like Narcotics Anonymous (NA). Clients internalized this pressure and stigma, and often 

stopped medication in an attempt to recover without it, which can subsequently increase risk 

of relapse or overdose. This barrier has been observed in other studies, and often serves as a 

persistent deterrent to long-term OAT maintenance (Monico et al., 2015; Cooper & Nielsen, 

2017). In an effort to combat this, it has been suggested that there is a need for recovery 

groups that recognize individuals on medication as being in recovery and destigmatize 

medication use to treat OUD (Krawczyk et al., 2018).

While in treatment, participants reported tension between a rigid program structure and the 

need for individual flexibility. Participants emphasized the value of structure in restoring 

routine and promoting recovery. But many also acknowledged the need to balance recovery 

with other life responsibilities. One significant issue of contention was employment and how 

program requirements made it difficult for clients to maintain it. Some participants believed 

in complete focus on treatment, and consequently viewed employment as a harmful 

distraction. However, many others felt employment was essential for providing for 

themselves and family, which they also saw as important to their recovery. Studies have 

found positive associations between employment and improved treatment outcomes, lower 

rates of substance use relapse, and improved treatment duration (Richardson, Wood, 

Montaner, & Kerr, 2012). Some studies have suggested that the workplace can serve as a 

channel for administering and reinforcing SUD treatment (Everly et al., 2011). This 

disagreement stresses the importance of finding a balance between establishing structure, a 

large recovery component that is often lost during active addiction, and individualizing care.

This study does not aim to represent client experiences in buprenorphine programs in 

Baltimore or the U.S. generally and is limited by its small sample. In addition, because 

information gathered was selfreported, attitudes and responses could have been subject to 

social desirability effects (Davis, Thake, & Vilhena, 2010; Zemore, 2012). The research 
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team, based on their ongoing work with the program, may have had previous interactions 

with participants that could have influenced responses. Researchers utilized multiple 

interviews and FGDs, included different respondent types (staff and client), and emphasized 

study confidentiality in order to limit this bias. In addition, staff and client responses often 

aligned with each other, adding strength to study findings.

5. Conclusion

Clients with OUD, especially those who experience several vulnerabilities and co-morbid 

psychosocial needs, face a range of barriers to care. Addressing these barriers is essential to 

ensuring long-term recovery and reducing opioid related morbidity and mortality. Findings 

highlight the need to integrate mental health and SUD services, modify criminal justice 

protocols to allow for continued care, increase training and education regarding medication 

stigma, and develop individualized treatment plans to balance the need for flexibility and 

structure. Expanding programs like PCBP that provide low-barrier care can help fill the 

service gap for individuals with OUD. Still, more research needs to be conducted to 

understand the factors that impact treatment out-comes for community recovery programs. 

Increased understanding can inform future strategies to promote treatment retention and 

successful transition rates to long-term medication maintenance.
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HIGHLIGHTS

• Individual client barriers include cravings, withdrawal, and comorbid mental 

health issues.

• Treatment was often disrupted by criminal justice system involvement and 

medication stigma.

• Participants disagreed on the level of program flexibility and role of 

employment.
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