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Abstract
Longer retention in drug abuse treatment is associated with better patient outcomes and research
indicates the first 12 months of methadone treatment are critical to patient success. Nevertheless,
large-scale multi-site longitudinal studies over the past three decades indicate that the majority of
patients drop out during the first year of methadone treatment. Through an examination of 42
qualitative interviews with patients prematurely discharged from six methadone treatment programs
in Baltimore, this paper highlights factors patients describe as contributing to their reasons for being
discharged within the first 12 months of the treatment. The two most consistent themes are program-
related factors and incarceration. The former factors are richly described through patients’ words and
underscore the ways in which patients’ perceptions of control exerted by the program and by the
medication and misunderstandings of program structure can lead to premature discharge. Patients’
reasons for discharge were compared to counselors’ reasons as indicated in discharge summary
forms. An analysis of the patterns of agreement and disagreement are presented. Patient-centered
program and policy implications are discussed.
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1. Introduction
Methadone treatment has been a mainstay of the US drug abuse treatment system since its
inception in the mid 1960s (Dole & Nyswander 1965) and today there are approximately
240,000 patients enrolled in such programs. These programs have been subjected to a large
number of studies (Schwartz et al. 2006; Strain et al. 1999; Platt et al. 1998; Metzger et al.
1993; Ball & Ross 1991), and expert (NIH Consensus Statement 1997) and evidence-based
reviews (Mattick et al. 2003) that have concluded that they are highly effective in reducing
heroin use, HIV-risk behavior and sero-conversion, criminal behavior, and overdose death.
While the retention rates in methadone programs far exceed those of other treatment modalities,
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drop-out among methadone patients remains a challenge to treatment service providers (Deck
& Carlson 2005; Jackson 2002; Simpson & Sells 1983).

Data from four large-scale, multi-site longitudinal studies conducted over the past 30 years
have yielded fairly consistent 12-month methadone program retention rates, ranging from 40%
(Simpson & Sells 1983), 34% (Hubbard et al. 1989) and 54% (Simpson et al. 1997). Thus, the
majority of patients enrolled in this “long-term treatment” drop out within the first year, leaving
considerable room for improvement. Improving retention in methadone treatment is quite
important as it has been shown that longer retention in treatment is associated with better patient
outcomes and that the first year of treatment is critical (Hartel & Shoenbaum 1998; Simpson
et al. 1997; Simpson & Sells 1983).

Understanding the patient-related and program-related factors that are associated with
treatment retention and drop-out may provide insights into avoidable factors that contribute to
premature discharge. Previous research on patient characteristics associated with greater
treatment retention include older age of onset of heroin addiction (Magura et al. 1999; Ball &
Ross 1991) and motivation or readiness for treatment (Joe et al. 1998), but not criminal justice
status (Fallon 2001; Desmond & Maddux 1996). Prior number of attempts at methadone
treatment also appears to be associated with greater retention (Koester et al. 1999; Rhoades et
al. 1998).

Factors associated with the methadone programs rather than the patients also appear to play
an important and perhaps key role in retention (CSAT 2005; Magura et al. 1998). As noted
above, studies have found a wide range of retention rates across programs. The clinic directors’
experience and hands on involvement in the clinic operation may have a significant impact on
the patient outcomes (Ball & Ross 1991), including retention in treatment (Magura et al.
1999). In addition, higher average methadone dose also has been found to be associated with
treatment retention (Strain et al. 1999; Caplehorn & Bell 1991).

In the present paper, we conducted in-depth, semi-structured interviews with 42 participants
in six Baltimore-area methadone treatment programs in which the prime focus of the interview
was to understand participant perspectives on their treatment experience and reason for
discharge within the first 12 months of treatment. We further explored the institutional reasons
provided by the treatment programs’ discharge summaries for why those participants left
treatment prematurely. The present paper is intended to: (1) understand premature methadone
program discharge from patients’ perspectives; and (2) compare patient and counselor
perspectives on reasons for premature discharge.

2. Methods
This study was part of a larger longitudinal examination of entry and engagement in treatment
among new admissions to six methadone treatment programs located in the Baltimore
metropolitan area and described elsewhere (Schwartz et al. 2008). Samples for the present
analyses were drawn from the 60 participants who were discharged within the first 12 months
of treatment between December 2004 and June 2006.

From this pool of 60, 42 (70%) in-depth, semi-structured interviews were conducted. Out of
the 18 discharged participants who were not interviewed, 10 were discharged without
notification of the study staff, four were incarcerated during a four-month period when tape
recorders were not allowed inside the corrections facility, and four were lost to follow-up. The
interview period was limited to December 2004 and June 2006 because qualitative analysis of
the interviews demonstrated we had reached saturation (Kuzel 1999) and no new themes were
emerging from continued interviews.
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All participants provided informed written consent at the time of their initial recruitment into
the parent study. The study was approved by Friends Research Institute’s Institutional Review
Board.

The semi-structured treatment discharge interviews, developed by the ethnographic research
team, were conducted by trained, experienced ethnographers. Interviews were conducted in
participants’ homes, other locations in their neighborhood, or at the research center site in order
to enhance the comfort and convenience of the participants. Approximately a third of the
interviews were conducted in jails. Each semi-structured interview lasted between 30 and 90
minutes and covered the participants’ drug use history, reason for leaving treatment, their
evaluation of their methadone treatment program (MTP), and attitudes concerning MTPs in
general. The interviews were transcribed, reviewed for accuracy and completeness, and entered
into Atlas.ti.

For each of the interviews, the participants’ reason for discharge was categorized by two
members of the ethnographic research team (HSR and EAM). The initial process was evolving
and the number of categories expanded and contracted as additional interviews were conducted
and analyzed. Over time, the categories were distilled into four domains: 1) program-related,
2) dissatisfaction with methadone, 3) life events/logistics, and 4) incarceration.

After the initial phase of categorization was completed, each discharge participant transcript
was read and coded in detail by two different research team members who met, discussed, and
reached consensus concerning content coding. Transcripts were coded using a modified
grounded theory approach (Strauss & Corbin 1991), initially limiting the content analysis to a
dictionary of prescribed codes developed for the project and then allowing for emergent themes
from the participants’ narratives. The two team members who completed the consensus content
analysis coding also discussed a participant’s primary categorization in one of the four
categories described above. If they questioned the original categorization of a participant, they
brought the case to the full ethnographic team for final consensus on the participant’s
categorization.

In addition to interviews, the discharge summary reports for all program participants who
prematurely left treatment were collected from clinic records and compared to the participants’
explanations as to why they were no longer attending treatment. The participant’s primary
counselor was responsible for completing the discharge summary report. Each form has space
for a short narrative regarding the patient’s treatment progress. It also lists eight categories
(completed treatment no substance use in past 30 days; completed treatment some substance
use in the past 30 days; referred for further treatment; did not complete treatment; program
decision to discharge due to non-compliance with rules; client stopped attending; incarceration;
and, death) for the counselor to choose from to classify the reason the patient is no longer in
treatment. The categories are standardized across the State of Maryland for reporting purposes.

3. Results
3.1 Characteristics of Interviewed Discharged Participants

Forty-two participants out of the total discharge sample of 60, were interviewed for this study.
The length of treatment prior to discharge of the total sample ranged from 2 days to 363 days,
with an average treatment length of 138 days. Of the interviewed participants, twenty-seven
(64.3%) were African American and 15 (35.7%) were Caucasian. The mean age was 40.4 years,
25 (59.5%) were men, 31 (73.8%) reported injecting heroin, and the sample had a mean of 2.8
lifetime drug abuse treatment episodes. As shown in Table 1, overall characteristics of those
interviewed were comparable to the non-interviewed discharge sample.
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3.2 Reasons for Discharge: Comparison of Participant Interviews and Program Discharge
Reports

In this section, we describe the four categories that finally emerged from our 42 interviews
with participants who were discharged within a year of entering treatment. These four themes
attempt to categorize participants’ perspectives on why they left treatment. Table 2 provides a
descriptive comparison of the participants who were categorized into each of the four themes.

3.2.1 Program-Related Reasons—Program-related is a broad category that covers
conflicts with program staff, administrative detoxification for nonpayment of fees, breaking
program rules, and general dissatisfaction with the program. This broad category describes the
plurality of patients who left methadone treatment (n = 17; 40.5%). The subcategories below
provide more detail about what constitutes this category. Nearly two-thirds of the patients in
this category were male, and nearly two-thirds were African American. On average, they
remained in treatment 140 days.

3.2.1a Disagreement with Program Rules: Several participants expressed frustration or
disagreement with program policies and procedures, often because they believed the rules
hindered their ability to progress in the life changes they were attempting to make. Frustration
mounted when participants felt the rules were being inconsistently applied or continuously
changed. Program-related problems that led to participants leaving or being discharged from
treatment often developed over time with one frustration building on top of another.

One discharged participant with whom we talked was homeless and was focused on obtaining
a job in construction, his past occupation. He had a specific plan for getting back on his feet
and he did not see changing his living situation as a top priority. He believed that his counselor,
on the other hand, saw things differently.

Participant (P): See, I’m trying to get my take home so I can go back to work so I
don’t have to go there every day. (...)Every time she {his counselor} asked me to do
something before I got take home I would do it and I’d get thrown something else.
And then she finally came up to me (...) and she goes, “Well, you don’t have a stable
house here. [You can’t,] no matter what you do.” You know. So I was really bummed.
(...) “I’m out of here.” So that very next day I think I was on another program, just so
happened it fell my way. I got lucky, you know.1

- 43 year-old white man who was in treatment for two months prior to discharge

This participant believed he had a clear understanding of the rules as they were laid out to him.
He had a sense of what he needed to do in treatment to successfully obtain take homes, but he
felt his counselor had changed the rules as they went along. He was hopeful that the new
methadone program to which he transferred understood his needs.

A 39-year-old African American grandmother who was discharged after 4.5 months from
admission, instead saw the rules at the program as inconsistently and unfairly applied. She was
a grandmother struggling to stay off heroin and care for her grandchildren, but the program

1Standard notations have been used in transcribing and editing the quotes for the paper. Place names and other identifying
information have been removed.
The notions are as follows:
--, To denote the speaker interrupting himself or herself in the flow of conversation.
... To denote longer pauses in speech.
(...) To denote omitted text for the sake of clarity or brevity for the paper.
[—] To bracket words that are “best guesses” because they are not clear on the recording. Also includes short interviewer responses
within larger flow of the interviewee’s responses.
{—} To denote words that were inserted by the authors either to remove identified place names or to provide clarity.
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had a policy that did not permit patients to bring children to the clinic. At the same time, she
believed she saw patients from the clinic using drugs without consequence.

P: I was babysitting the kids when they had detoxed me off of {the MTP} and I was
very upset about that. Because they just detoxed me off just like that. And there’s
plenty people go to that program and they be taking pills, different stuff and they [not]
getting detoxed. I think it was wrong because--, that’s why I took it to the board. (...)

Interviewer (I): Okay, okay. So do you want to talk a little bit about what went on
while you were there?

P: Nothing I was just watching my grandkids. It was like they was kind of like act
like they didn’t want no kids there. Like I bring the kids with me right. I bring my
grandkids. They was like even if I give somebody five dollars for holding my
grandkids so they could sit on the steps. They still ain’t want no kids there.

The participant was upset by what she saw as unfair handling of policies and procedures and
an inconsistent application of rules depending on the patient. She stated this feeling specifically
when comparing her discharge for breaking the “no children” rule to drug use around the clinic,
but she later implied the “no children” rule was inconsistently applied as well. It is, of course,
possible that there were other reasons from the point of view of the counselor that this
participant was discharged beyond the child care issue. Fortunately for the participant, she
transferred to another clinic that provided childcare—and where she felt she was treated fairly.

3.2.1b Conflict with Program Staff: Clearly, the previous participants also had conflicts with
program staff; however, at least seven individuals discussed conflicts with staff as the main
reasons they left treatment and this did not include those participants who were discharged for
late or nonpayment of fees or those with work conflicts. Some had conflicts with their
counselors, which escalated into confrontations for which they were discharged from the clinic.
Some of these participants asked to be transferred to another counselor because of a conflict
with their present counselor, but were refused by the program director. The next participant, a
37 year old African American woman, is an example of a participant who asked the director
for a change in counselors. When she did not see the results she wanted, she took it a step
further.

P: Well, it started with me and my counselor. We just we wasn’t hitting it at all, so
when I would go to the Director and he was saying, you know, that he believes in his
staff and I didn’t think that that was right, so I went over top of them. And it was like
when I went over top of them then the next day I’ll have problems with the clinic and
due to the big peoples came out there and, you know, they came back and they was
threatening me, talking about I can tell anybody whatever I want to tell them, you
know, its up to me. I just really wasn’t happy there so I stayed dirty all the time. And
it’s like now that I’m at a new clinic everything is just fine. I been doing good, I am
so proud of myself because I got like five or six clean urines and stuff. I’m getting
ready for my first take home.

- 37 year-old, African-American woman discharged after five months

This participant was officially “referred” to another clinic across town, according to her
discharge summary report.

Similar to this participant, the next quotation is from a 46 year-old African American man who
was struggling with his addiction while at the program, so much so that he tried to substitute
someone else’s urine for his “dirty” urine. The program caught him breaking the rules and
discharged him, but as he continued to talk about his discharge other underlying problems
appear to emerge:
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And then me and my counselor, right? Which I thought she was a good lady--, she is
a good lady but what I mean by what I thought she was in a [way] she was like trying
to give me tough love. I’m a grown man. I don’t need nobody, you know, I’ve been
out on the streets long enough. I might not be the educated way that she is, you know,
as far as to give counseling at this stage. But I just walked off.

- 46 year-old African-American man discharged after five months

Although substituting someone else’s urine for his own was the reason he was discharged from
the program, the participant did not believe that the “tough love” approach would work with
him. His comments also highlight a common perception of patients who feel their “street”
education was not respected when compared to their counselors’ formal education.

3.2.1c Feetox: One of the program-related patient discharge issues that elicited strong reactions
from the participants was discharge from the program because of nonpayment of fees.
Maryland grantfunded programs are not permitted by state policy to discharge indigent patients
solely for inability to pay clinic fees. However, some patients see programs giving mere lip-
service to this policy rather than adhering to it. Four patients were discharged for being behind
on payments.

P: I went to go see {the physician}. I paid, um, we paid a couple weeks ahead, in
advance, my wife and I both. But we had a lapse in between work and we fell not
quite a week behind. They put us in a, in, what they call, feetox. It’s a, in which they
start detoxing you because you can’t pay. And I said, “You can’t give me an
extension?” You know what I’m saying? And they were just—, they had just got my
dose to where it should be at and the next day they feetoxed me. So it took them two
weeks to up my dose to normal. Really upset me. (...) So I got disgusted. And then I
tried to—, my wife stayed on the program about a month after I got detoxed off
because I gave her my money to get her account caught up. And, um, I’m willing to
seek other treatment but I called detox centers, It [costs]. It’s all about money. It’s all
about money.

- 37 year-old white man discharged after one month of treatment

3.2.1d Schedule Conflicts: The last program-related issue that caused patients to leave
treatment prematurely was scheduling conflicts between the methadone program hours and the
patient working a newlyacquired job. Juggling schedules is a common theme for many
methadone patients, as well as long, complicated public transportation routes to get to the one
methadone program that had an open slot, trying to complete probation requirements, taking
care of family obligations, and trying to find a job. However, if they manage to find a job,
maintaining their methadone treatment program requirements and work schedule can be a
difficult task. One participant worked 12-hour shifts, which did not allow him time to get to
the methadone clinic before or after work during the clinic’s hours. Another participant found
a good construction job, but it came with a 1½-hour commute that did not allow him to make
it to the clinic in time despite numerous efforts. Three individuals decided they had to choose
work over maintaining contact with their MTP.

3.2.1e Other Program-Related Reasons: Two other reasons given by participants for being
discharged were consistently positive drug tests and missing three consecutive days of
medication. Generally, patients who continue to use illicit drugs in an outpatient drug-free
treatment setting are referred to a higher level of care, such as an intensive outpatient program
or inpatient rehabilitation program. The options in Baltimore for such treatment for methadone
patients are quite limited and many patients will not accept these referrals for a variety of
reasons, even if they are available. These reasons may include not wanting to discontinue illicit
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drug use, not being able to leave their children to attend the program, not wanting intensive
counseling, needing to continue to work or hustle for money, and other reasons. Missing
consecutive doses may result from many factors, such as a brief incarceration or hospitalization,
or a drug binge. Patients are generally not re-admitted unless they can prove they were
incarcerated or hospitalized.

3.2.2 Dissatisfaction with Methadone—Another reason for leaving treatment
prematurely that participants discussed was a desire to stop taking methadone. Nearly 12%
(n = 5) of the discharged participants who were interviewed expressed that they did not want
to be on methadone as their primary reason for leaving treatment. All were African American;
three were female and two were male; their average age was 40. The reasons they no longer
wanted to be on methadone were varied, complex, and mostly centered on the issue of control.

Several participants described a desire to be free of all addiction in their lives. Although an
“addiction” to methadone was recognized as different from an addiction to heroin, the bottom
line was that it was still viewed as an addiction to them. As one participant said, “I didn’t want
to become dependent upon methadone,” while another described it as “substituting one drug
for another.”

The next participant has a similar perspective, but went about leaving treatment in a much more
complicated way.

“Between me and you, I got on the program and I know a lot of people that have been
there for years and years, and with me, I got on it and, and it really didn’t take to me,
right? Because I didn’t--, I started really depending, you know, on, on methadone.
And I didn’t--, well, I didn’t want to be dependent on anything. That’s why I joined
the methadone program so I won’t be dependent on heroin or nothing. And I did it
for a while. It was working out at first. But then I seen myself abusing it. You know,
at first I was using it for its purposes. Its purpose was to stop using heroin, do that,
that’d keep the urges down, the desire down, and I’d do that, and I won’t have to, you
know, go out in the streets and hustle or, or do crime or steal or anything. And it was
working, but then it got to the point where it, where it didn’t work. Where I had to
change my lifestyle as far as work, family, my granddaughter, babysitter, and daycare
stuff. So I had to rearrange stuff in order to get there {the clinic} at that certain time
every day and it became a little hectic. It became a little hectic. So, so the long--, the
bottom line was I decided I wanted to get off the program because it became like a
schedule, like I had to do this.

- 40 year-old African-American man discharged after three-and-a-half months

For this participant, much of his desire to be off of methadone was his perception that yet
another drug controlled his life. He appreciated not having to engage in a criminal lifestyle,
but was frustrated by the schedule he had to keep at the methadone clinic. Although his
frustration with the strict schedule of a methadone clinic could also fall under the “program-
related” category, the meaning and logic with which he describes leaving the clinic is framed
in a desire to be free of addiction, much like others we interviewed. This participant took a
more extreme approach, however, and started using heroin to get detoxified and discharged
from the program. (The decrease and then subsequent increase was documented in his patient
record at the treatment program.) When asked why he did not just tell his counselor he wanted
to be detoxified, he said they would have told him he had not been at the program long enough
and he did not “really want to step on toes or anything” because he wanted to keep a door open
in case he wanted to return later in his life.
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The descriptions of the desire to be off methadone became even more emotionally powerful
when the participants’ words and meanings painted a visceral portrayal of fear. As this
participant said, “You know because I been on the program but I was scared of being
dependent.” The following 41 year-old African American man, who also spoke of taking
methadone as substituting one drug for another, also expressed similar fears.

P: I just didn’t feel like I wanted to go along with it, you know, and I said to myself,
even when I got on it, 60 days, I didn’t tell them, but I said 60 days and I’m off this
crap. That didn’t even last 60 days. ‘Cause the more close that I got to the month then
the phobia setting in. (I: What kind of phobia?) The phobia of me not being able to
be detox appropriately. And, somewhat abandoned, left out in the wilderness with a
habit, once again.

- 41 year-old African-American man discharged after one month

In the discharge interviews, it was a fairly common occurrence to hear participants express a
preset and self-determined timeframe for being on methadone. His deadline of 60 days was
very short on the time scale. The usual timeframe was six months. A 36 year-old African
American woman, who set a timeframe of six months for herself, felt God intervened to keep
her at the methadone clinic longer. However, even with intervention from a higher power, she
decided one year was the maximum. At 331 days, she transferred to a drug-free residential
treatment center where she was detoxified from methadone.

P: You know what, God knew what was in my heart, so I didn’t make a decision it
just happened that way. [I: Okay.] I always said I wasn’t going to stay no more longer
than a year. So, it just happened in the time that it was suppose to happen. I wanted
to do six months. But, six months grew into seven months, eight months, nine months.
It goes worse and worse, worse for me. So, like I say, I don’t know it was just some
power greater than me.

- 36 year-old, African-American woman discharged after eleven months

For some it was the control methadone exerted over their lives, a control that reminded them
of their addiction to heroin. Others felt it necessary to exert their own control in a predetermined
way and set deadlines on their treatment. Either way, these participants were not able to
reconcile their desire to control their own lives with methadone as an opioid-agonist treatment
or as a treatment modality.

3.2.2a Counter Points to Those Who Were Dissatisfied with Methadone: As a check to
insure rigor in ethnographic research, we often look for counter examples or “negative cases”
to test our conclusions and theories (Agar 1996; Mays & Pope 2006; Morse 1999). Powerful
counterpoints to the fears and desires of the previous participants were positive perspectives
of methadone. Counter points that two participants expressed above and are often included in
policy statements supporting opioid-agonist therapies include leaving a criminal lifestyle and
removing the financial drain of supporting a drug addiction. Related to these points, other
patients talked about finding stability and structure in the methadone program that helped them
move on with their lives. However, one counter point very specific to methadone as a treatment
modality was the perspective of two participants who also left their methadone program
prematurely, one because he was incarcerated and the other because she was no longer with
her boyfriend and lost her income source. For them, methadone took care of the physical
concerns of withdrawal and allowed them to focus on their mental health.

P: And like saying just in the amount of short time dealing with the staff there I was
working on the mental part so the methadone program has helped too because I wasn’t
craving.
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- 51 year-old African-American man discharged after one week of treatment

It was the whole purpose of getting help anyway is the counseling and medication.
Medication alone isn’t going to get you well.

- 52 year-old white woman discharged after two months of treatment

These two participants’ perspectives shed light on how differently participants can view
methadone treatment. Although both had similar treatment outcomes to the other five in this
category, they regret no longer being at their methadone treatment program, and the 51 year-
old male, in particular, felt that leaving the program was not under his control.

3.2.3 Life Event/Logistics—In many ways, life events/logistics is a catch-all category;
however, the complicated series of events that lead to changes in treatment status are important
to consider. Three of the four participants in this category were women. Half were African
American and half were white. They averaged 43 years of age. They also had the fewest number
of days in treatment than any other group 43.3 days (range: 2-77).

Two of the women in this category left after financial problems led to evictions from their
homes. The first participant’s boyfriend, as mentioned above, was also her source of financial
support. The second woman had plans to leave the state with her husband who had recently
lost his job. He was not from Baltimore and he wanted to try to re-build their lives in his
hometown; she was a life-long Baltimorean and was struggling with the decision to leave her
family and the place she knew. She was only in treatment for two days and it was difficult to
understand why she even enrolled in treatment; however, it was clear that the anticipation of
moving was feeding her habit and keeping her out of treatment.

P: I plan on getting back to another program. I need too. Right now, like I’m staying
w my mother. I don’t know what my situation is going to be. I don’t know if I’m
staying in Baltimore, see I don’t even want to start with no program and then have to
leave.

- 38 year-old white woman discharged after 2 days of treatment

Both of these women struggled with a series of stressful events in their lives which led to a
decision to leave treatment.

Of the other two participants, one left treatment because she was at a program that took “over
half the day” to get to on public transportation. After she left treatment, she was incarcerated,
but found a program closer to her home after she was released. The other participant was
hospitalized for 12 weeks to receive intravenous antibiotics for an infection in his hip. During
our interview with him, he insisted that he plans to return to treatment after he leaves the
hospital.

P: Once I leave here though I’m going to get back out there. I just have to take my
discharge papers to my counselor and go from there. But they know I’m here.

- 51 year-old African-American male discharged after 2 ½ months of treatment

3.2.4 Incarceration—In the discharge sample we interviewed, incarceration was one of the
two main reasons patients were not retained in treatment, with 38.1% (n = 16), stating that they
were no longer in treatment because of an arrest. Seven were white and the remaining nine
were African American. Women comprised about one-third (n = 5) of the individuals who
were incarcerated. Their average age was 39. Many of the arrests were for minor charges (e.g.,
trespassing, loitering) or system-initiated arrests (e.g., warrant issued for violation of
probation); however, several were also related to personal drug use (e.g., possession, robbery
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to obtain money to buy drugs). We did not ask participants directly what they were arrested
for in an effort to maintain rapport; therefore, we do not have the self-reported reason for
discharge for all participants we interviewed.

Although contact with the criminal justice system can be a catalyst for entering treatment
(Nurco et al. 1995; Anglin & Hser 1990), it is also a major reason for premature discharge from
treatment, and can have detrimental effects on those patients in methadone treatment (Fiscella
et al. 2004).

While we were concentrating on conducting discharge interviews, the Baltimore City Police
Department was pursuing the “broken window’s theory” of policing in which “quality of life”
infractions (e.g., loitering, open container) were pursued, leading to a marked increase in the
number of arrests in the city (Janis 2007). This increase in petty arrests was described by our
participants with anger and frustration.

P: See and this here’s getting to be really ridiculous. I’ve been living in a neighborhood
twenty-five, thirty years and I can’t even walk the streets in my own neighborhood
without being pulled up and being charged with trespassing. That’s ridiculous, I’m
{age} years old, you know. I’m not being charged with narcotics, murder or rape. I’m
being charged with trespassing, [I: Where you live?] that’s ridiculous, this is a police
state man. This is a police city, it’s terrible you know. I mean when I was out there
doing a little something-something I didn’t have this happen. Then when you try to
do right, man you can’t even walk the streets, that’s ridiculous, {interviewer’s name},
you know. Seriously I got grandkids now. I don’t need to be running up in no places
like this {jail}.

- 51 year-old African-American man discharged after 7 days in treatment

This was a particularly troubling phenomenon when witnessing the disruption it caused in the
lives of methadone patients trying to get their lives back together.

Besides the police strategies during that time, the participants often had legal problem from
their past that may have increased their chances of being incarcerated during their treatment.
When these past legal problems then surfaced while the participant was in treatment, it could
lead to a disruption in their methadone dosing and treatment. Unfortunately, patients often did
not inform their counselors so they could plan for the impending arrest.

P: I was just determined to not let this get to me anymore as far as the drugs and... So,
I be trying {the MTP}. And, you know, things were doing okay you know what I’m
saying because you know I was starting to function. I wasn’t taking my money and
blowing it. I was using it for the right reasons and it was just I was functioning, you
know, but unfortunately, I got a court order and I got locked up. [I: And, you said you
knew that was coming.] I knew it was coming, I just didn’t want to put it out there, I
knew it was coming. I didn’t want to tell them. I knew it was coming. I had a violation
for drug court, because I didn’t do a progress report and also I had a violation for not
going to court for another case, and that was because I was out there using {prior to
treatment}, you know. I stayed in jail from like July until like September. I came home
and I said I’m gonna take this and run with it. I didn’t want to get high no way any
more. And, I just made up my mind that that was it. (...) I come home and I’m not
goin’ to mess with any of it. And I did you know. I did...

- 38 year-old African American man discharged after four weeks

As this participant stated, he knew his arrest was coming, but he “didn’t want to put it out
there”, so he and his counselor could not plan for what might happen during his arrest or set
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up a transition plan upon his release. However, he was drug-free during his incarceration and
decided to “take this and run with it” when he returned home. This response was a very common
one we heard from incarcerated individuals, either that they were remaining drug free upon
their release from jail or that they planned to remain drug free. We did not confirm post-
incarceration abstinence, but studies indicate that relapse after release is common (Nurco et al.
1991; Maddux & Desmond 1981).

In addition, several of the participants experienced barriers to returning to treatment after
incarceration.

P: And the rules is that as long as you report at least a day after you’re released you
can be reinstated on it, which I did. I went over there I got released {specific date}
on a Monday. I went over there {specific date} that Tuesday. And of all paperwork--,
I didn’t have--, I couldn’t find the paperwork that had my expiration date on it. But I
gave them a copy of my arrest on my charge papers. They still got them. And they
said that, and they medicated me that day, that Tuesday that night for {specific date}.
And they said I wouldn’t be able to continue on medication unless I had proof of my
release and I could never find the expiration date on it. And the day that my counselor
called me, what’s her name, {name}, or something, she called me the day I was
suppose to have met her which see I got arrested.

- 51 year-old African-American male discharged after 7 days of treatment

This participant had experience with re-entering treatment after an arrest prior to this
incarceration and was still unable to navigate a system that required “release date” paperwork
rather than just charge papers. One of the female participants was convinced that if she would
have called the treatment program when she was incarcerated she would have been able to
return, but since she did not call she did not even attempt to re-enter treatment. However, one
of the reasons may have been the excruciatingly painful withdrawal she experienced while in
jail. Experiencing withdrawal symptoms while in jail was a barrier to re-entering treatment,
but we also found it was a barrier to ever entering treatment for many opioid-addicted
individuals (Mitchell, et al., in press).

The pain from withdrawal, the strategies employed by the participants to deal with withdrawal,
and the belief that methadone withdrawal is worse than heroin withdrawal all contributed to
participants being less likely to return to treatment, especially when the incarceration lasted
more than a few days. The lack of connection between the treatment and the corrections systems
is a significant contributor to treatment interruption.

3.3 Comparison of Participant and Counselor Reasons
Included in this analysis is a comparison of participants’ reasons for leaving treatment with the
reason the counselor indicated on the discharge summary report (see Table 3). One challenge
in making this comparison is that the counselor discharge form has pre-determined categories
for discharge that offer an evaluation of the patients’ conduct in treatment, while research
participants were able to talk about why they were no longer in treatment in whatever way they
chose. Although this may raise methodological questions when making the comparison, it is
important to remember the purpose of the discharge summary report. It is a document that, in
theory, travels with the participant to his/her next treatment episode, and so could affect
treatment planning in his/her next attempt at recovery.

The lack of agreement between the reasons given by participants’ for treatment discharge and
the reasons provided by the counselor on the discharge summary seems to indicate that
counselors frequently lack knowledge concerning the participants’ situation at discharge (e.g.,
incarceration) or their stated reasons for discharge. Whether counselors do not know because
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they are overburdened with a large caseload or because of the challenges of following up with
patients after they have left treatment, it is difficult to improve services without feedback from
those who decided to leave the program. For example, the non-descript category of “left before
completing treatment” is the most common reason counselors filled in when describing why
a patient was prematurely discharged from a program. More than 50% of participants who were
incarcerated were listed in this category. On the other hand, the category that is most consistent
between participant and counselor reasons is “program-related.” Thirty-five percent were
discharged for not complying with program rules, many of which included conflicts with
counselors. This category is also the one with the most referrals of participants to other
treatment programs. This referral may be beneficial to participants if they are able to find
treatment at a clinic closer to their home or that more closely meets their expectations of
treatment; however, it may also indicate a shifting of “problem” patients to other programs in
the city.

4. Discussion
This study provides a rare glimpse into the methadone patient perspectives on reasons for their
discharge from treatment. While methadone treatment has relatively high retention rates as
compared to other ambulatory types of drug-abuse treatment, studies indicate that the majority
of newly admitted patients are discharged within the critical first 12 months (Magura et al.
1999′ Simpson et al. 1999; Hubbard et al. 1989). Because good patient outcomes have been
shown to be related to longer treatment retention (Hartel & Schoenbaum 1998; Hubbard et al.
1997), it is critical to understand the reasons patients leave treatment in order to formulate an
effective strategy to proactively address possible drop-out.

Program-related reasons for discharge included a disagreement over program rules, conflict
with counselor, “feetox,” and schedule conflicts. These frequent reasons for discharge have
nothing to do with the pharmacology of methadone or with therapeutic counseling. While it
has been found that the clinic director sets the policy and tone for the clinic (Magura et al.
1999; Ball & Ross 1991) and MTP directors could reduce administrative discharge (Jackson
2002), it is generally up to the counselor to provide enforcement and interpretation of the clinic
rules. This enforcement role may put the counselors in conflict with their therapeutic role.
Clinic rules regarding issues such as take home doses, hours of operation, number of
consecutive missed doses that are permitted, bringing children into the clinic, and a variety of
other matters vary considerably and are of great importance to the patient population. These
rules have not been a subject of study, although from the perspective of the patient, they play
a key role in satisfaction and retention.

In the common circumstance in which methadone treatment is in short supply, patients may
have limited choices about which clinic they can attend. This circumstance may put some
patients into a submissive and dependent relationship with the program (Hunt & Rosenbaum
1998). Some discharged study participants did not seem able to successfully negotiate clinic
rules with the counselor or program administrators. Moreover, in clinics with high case loads,
it may be difficult for patients to receive individualized attention. This situation has been
exacerbated over the past several decades as the funding for methadone programs has been
eroded, counselor case loads have increased and the number and variety of services received
by patients has declined (Hubbard et al. 1997; Etheridge et al. 1995).

The financial pressure under which public programs operate may lead them to “feetox” patients.
Although some providers may harbor a belief that it is “therapeutic” for patients to contribute
fees even if they are indigent, the data seem to indicate the opposite. There is evidence from
clinical trials that heroin-addicted individuals who are provided free treatment are more likely
to enter and remain in treatment than those who are required to pay (Booth et al. 2004;
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Kwiatkowski et al 2000). Given the higher costs associated with treatment admission related
to staff effort and laboratory testing as well as the potential societal costs associated with relapse
from discharged patients, the overall costs of discharging patients for non-fee payment may
exceed the benefits of receiving the small fee payment.

Possible approaches to deal with program-related reasons for discharge include having rules
clearly communicated to the patients at admission and throughout treatment, having a clearly
described and fairly implemented system of appeal (CSAT 2005), which includes a patient
advocate and appeal to an outside authority (such as the funder), and the ability to switch
counselors when conflicts are insurmountable. It would also be interesting to consider
separating the counseling function from the rule enforcement function to try to improve rapport
with counselors and improve patient satisfaction. Another alternative would be to have a
discharge team of clinical experts to review each case prior to discharge and to make alternative
treatment recommendations or transfer to another program when discharge is determined to
be the best course. Considering the increase in overdose deaths associated with premature
discharge from methadone treatment (Clausen et al. 2008; Zanis & Woody 1998), discharge
from treatment is to be avoided if possible and more research is needed to determine the best
approaches to these issues.

The disconnect between the criminal justice system and the methadone treatment system has
been a long-standing problem in most jurisdictions in the US. With few exceptions, such as at
Rikers Island in New York, incarcerated methadone patients are not provided continued
methadone treatment in jail, a gradual methadone dose reduction, or reconnection to the
program upon release (Schwartz et al. 2007; Rich et al. 2005; Magura et al. 1993). This
disconnect creates a strong disincentive for patients to enter methadone treatment and exposes
them to overdose death and relapse upon release. Indeed, several international studies have
now indicated that heroin-addicted individuals are at high risk of overdose death upon release
from incarceration (Farrell & Marsden 2007). This increased risk of overdose death is
particularly problematic given the large number of patients who may be arrested for minor
charges or technical violations of probation or parole. Fortunately, there has been a growing
interest in providing methadone treatment in correctional facilities (Smith-Rohrberg et al.
2004) and Baltimore began providing methadone during pre-trial detention to incarcerated
methadone patients in January 2008.

It is ironic that some patients report not wanting to be on methadone for an extended period of
time, fearing a “life-time” of methadone maintenance, when retention data indicates that the
majority of new admissions drop out within the first year. Some patients do not appear to be
able to tell clinic staff at admission that they intend to remain in treatment for only a limited
amount of time because they may correctly assume that they might not be admitted to the
program. A potential alternative to this false dichotomy of maintenance or detoxification would
be to permit patients to enroll in the clinic for the length of time of their choosing at the outset
and then to work with them to determine whether they chose to remain in the clinic for longer
periods of time. This strategy might engage more patients than categorically refusing any
patient but one who states a desire for maintenance therapy. Although short-term methadone
treatment has been shown to have inferior outcomes to longer term treatment (O’Brien 2005),
providing it might be a better engagement strategy if accompanied by patient education and a
quick return to treatment following any relapse. A consistent, thorough, and evidence-based
patient education program may be of use to deal with this pervasive issue.

In summary, there appear to be two treatment perspectives which emerge. The clinic can view
its patients as consumers of service who expend their time and energy and sometimes their
money to engage in treatment. The alternative view is the classic patient as the beneficiary of
services for whom treatment is a privilege provided by the clinicians and the public health
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service. Where the patients are viewed as consumers, the staff would be concerned with
attracting them by making available hours that meet their need, flexible clinic rules and services
such as child care appropriate to the patients’ needs. Where the participant is a beneficiary of
services, activities are done to the patient in line with the structure and system that meets the
needs of the program as much as or more than those of the patient.

Of course, no health care system is unidimensional, yet the methadone treatment programs
could usefully make effort to more largely view patients as consumers of services (Hunt &
Rosenbaum 1998) than as the beneficiaries of the programs’ largesse. Where patients are
consumers, programs feel an increased responsibility to adapt procedures and services to meet
the needs and concerns of its patients. That may involve the modification of rules to meet the
scheduling needs of patients (e.g., use of hours that accommodate individuals’ work schedule
and child care responsibilities), as well as the incorporation of services to meet particular
concerns (e.g, providing a play area for patients’ children, linkages to mental and physical
health and others).

In contrast, where the patient is viewed as a beneficiary of the program’s largesse, he or she is
given none or at best a narrow range of options in a more nearly inflexible treatment paradigm.
Where the weight of emphasis is on the patient as beneficiary only, there is built into methadone
programs a potential for conflict between patient and program. In conflict between two unequal
forces, the weaker either yields without commitment, or leaves the situation when the conflict
becomes sufficiently untenable, i.e., where the disadvantages of staying are seen to outweigh
the advantages. Interestingly, several participants in this study resolved their conflict with their
original clinic by leaving and successfully “shopping,” as a consumer might, for another clinic.
Thus regardless of the particular clinic’s view, patients did not leave treatment because they
were rejecting the idea — or work--- of behavior change. They left the clinic because the
program wasn’t meeting their needs and concerns. As consumers will, they went shopping for
a program that would meet those needs and concerns.

Several limitations in this study should be noted. First, participants may not have been
representing their reasons for discharge accurately because of social desirability or lack of
insight. As interviews with discharged patients were not conducted at the actual time of
discharge, it is possible that their memory of events may have been clouded or modified with
the course of time. Finally, the counselor perspective on discharge was based solely on the
discharge form and not on an ethnographic interview. Despite these limitations, the data
provided by participants has provided a rare glimpse of their view of treatment and reasons for
leaving treatment. It is hoped that these data can be used to improve approaches to treatment
to afford patients and treatment programs improved outcomes.
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Table 1

Characteristics of Discharged Participants (N = 60) by Interview Status

Variable
Interviewed

(n = 42)
Not interviewed

(n = 18)
Total sample

(N = 60)

Age, mean (SD) 40.4 (7.9) 41.4 (8.1) 40.7 (7.9)

Male, number (%) 25 (59.5) 14 (77.8) 39 (65.0)

African American,
number (%) 27 (64.3) 15 (83.3) 42 (70.0)

Inject (heroin), number
(%) * 31 (73.8) 9 (50.0) 40 (66.7)

Number of days in
treatment, mean (SD) 124.3 (92.9) 155.8 (123.8) 133.7 (103.1)

Lifetime treatment
episodes, mean (SD) 2.8 (2.2) 2.4 (1.4) 2.7 (2.0)

*
n = 17 for the discharged not interviewed sample, and N = 59 for the total discharged sample due to one participant who has

reported never using heroin.
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Table 2

Demographic and Treatment Characteristics of Interviewed Discharge Sample by Participant
Reason for Discharge Category (n = 42)

Participant Reason for Discharge Category

Program-Related Methadone Life Event/
Logistics Incarceration

Number of
Participants (%) 17 (40.5%) 5 (11.9%) 4 (9.5%) 16 (38.1%)

Average Age 42 40 43 39

Male (%) 11 (64.7%) 2 (40.0%) 1 (25%) 11 (68.8%)

African American (%) 11 (64.7%) 5 (100.0%) 2 (50.0%) 9 (56.2%)

Inject (%) 12 (70.6%) 2 (40.0%) 3 (75.0%) 14 (87.5%)

Average Number of
Days
in Treatment (Range) 140.2 (23-341) 139.4 (33-331) 43.3 (2-77) 120.5 (8-307)

Average Number of
Lifetime Treatment
Episodes (range) 2.5 (0-7) 5.0 (1-10) 3.5 (1-7) 2.3 (1-4)
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Table 3

Participant and Counselor Reasons for Discharge

Reason for Discharge According to
Patient Reason for Discharge According to Counselor

Program-related 17 (40.5%) Noncompliant 6

Left Before Completing Tx 4

Referred 4

Missing Form 3

Incarceration 16 (38.1%) Noncompliant Incarceration 3

Left Before Completing Tx 9

Referred 1

Missing 3

Did not want to be on
Methadone

5 (11.9%)
Left Before Completing Tx 4

Referred 1

Life Event/ Logistics 4 (9.5%) Left Before Completing Tx 3

Completed Tx 1

TOTAL 42 (100%) 42 (100%)
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