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Dugosh et al. (2016) provided a useful service to readers by structuring their review of 

psychosocial treatment in conjunction with medication for opioid addiction by medication 

type (e.g., agonist v. antagonist), duration of medication treatment (maintenance v. 

detoxification) and types of “psychosocial treatment.” Unfortunately, the review did not 

specify what patient outcome was the focus of the review, the summary of the articles in the 

review were less than precise, and the discussion section considered all psychosocial 

treatments as if they were interchangeable.

Given the review's well-justified emphasis on the importance of addressing the opioid 

epidemic in the US, the key outcome in the review should have been opioid use. Yet, the 

specific outcome(s) of interest were not presented nor justified in the methods section and as 

a result findings were presented on no less than 20 outcomes as varied as “positive 

appraisal,” “counselor ratings,” and “retention in a therapeutic workplace.” This unfocused 

approach obfuscated the review's findings and its implications.

The review reported that 9 of the 27 studies demonstrated the efficacy of psychosocial 

interventions combined with medications in reducing opioid use. Upon closer examination, 

as described below, all those studies were either reviewed incorrectly or had significant 

methodological limitations that limited the ability to draw definitive conclusions. For the 

three-group RCT by Gruber et al. (2008), the superiority in reducing illicit opioid use in the 

group assigned to receive 6-months of methadone treatment with minimal services 

compared to a 21-day methadone detoxification was incorrectly attributed to the 

“psychosocial treatment” consisting of a minimal services (once-a-month brief check-in) 

rather than the continuous availability of methadone in the first group. The review also failed 

to mention that there were no differences in illicit opioid use between the minimal services 

group and the third group assigned to methadone treatment with standard counseling.

Three of the 9 studies were of contingency management in methadone treatment conducted 

in China whose findings may not generalize to the US and had low methadone doses 

(Chawarski et al., 2011; Chen et al., 2013; Hser et al., 2011). The Chawarski et al. (2011) 
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paper was a pilot study with only 37 participants, the Chen et al. (2011) paper was 

inaccurately reported in the review as having randomly assigned patients to condition, when 

the randomization was at the clinic level (n=4). Finally the Hser et al. (2011) had major 

differences in outcomes between its two study sites obscuring the various statistical findings 

regarding drug use.

Nyamathi et al. (2011) did not measure opioid use and Dunn et al. (2013) reported no 

differences in opioid use among study conditions, yet the review selectively mentions that 

secondary analyses show evidence that the interventions reduced opioid use. The study by 

Brigham et al. (2014) was a pilot study in the context of detoxification and the Marsch et al. 

(2014) study in methadone treatment found that replacing some in-person counseling 

sessions with computerized counseling was superior to standard methadone and hence did 

not provide evidence that adding psychosocial treatment improves outcomes. Finally, the 

study by Ruetsch et al. (2012) had only a 66% follow-up rate at 12 months and no urine 

testing data.

After carefully reviewing individual studies by psychosocial treatment type, the article's 

discussion inexplicably lumps all psychosocial treatments and patient outcomes as if they 

were interchangeable. Thus, the review draws the wrong conclusions by stating “the 

reviewed studies generally support the efficacy of providing psychosocial therapy in 

combination with medications for the treatment of opioid addiction” and “it is imperative to 

ensure that physicians understand that the best outcome for patients taking these medications 

may be achieved when they are used in conjunction with psychosocial interventions.” The 

review misses an important opportunity to clearly delineate the challenges facing the 

treatment field in addressing the rising tide of opioid use disorders. It reinforces the 

commonly held belief, not supported by research evidence, that opioid agonist treatment 

alone is inferior treatment to such treatment combined with “psychosocial” treatment (which 

many will understand to mean counseling).

An RCT overlooked by the review, Schwartz et al. (2011; 2012) found no difference in 

opioid use between participants assigned to methadone with v. without counseling. When 

these results are considered alongside three other well-conducted negative RCTs that 

compared buprenorphine with medical management alone to buprenorphine with: (1) 

cognitive behavioral therapy (Fiellin et al., 2013); (2) cognitive behavioral therapy, CM, and 

both (Ling et al., 2013); and extra manualized counseling sessions (Weiss et al., 2011), the 

most parsimonious conclusion is that patients randomly assigned to opioid agonist treatment 

without additional psychosocial treatments appear to reduce their opioid use as much as 

those receiving additional psychosocial treatment with their agonist medications.

The notion that opioid agonists should only be provided with psychosocial treatment results 

in limitations on the use of these effective medications. Physicians should be informed that 

prescribing an opioid agonist or antagonist along with medical management can be an 

effective approach to reducing illicit opioid use. In OTPs, “Interim methadone” (IM), which 

permits people on OTP waiting lists to receive methadone without counseling for up to 120 

days, could be widely used where waiting lists exist but for the burdensome regulations that 
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were based in part on the assumptions about the critical importance of psychosocial 

treatments that this review attempts to support.

As shown in a series of RCTs, providing methadone alone compared to placing patients on a 

waiting list significantly suppresses illicit opioid use, increases the likelihood of admission 

to standard methadone treatment (Schwartz et al., 2006; 2007; Yancovitz et al., 1993), and 

reduces arrests (Schwartz et al., 2009). Further, patients treated with IM were not found to 

be disadvantaged compared to those treated with standard methadone treatment in terms of 

drug use and criminal activity (Schwartz et al., 2011; 2012) and HIV-risk behavior (Kelly et 

al., 2012). There are many federal restrictions on the use of IM, including a 120-day limit, 

no take-homes permitted, and disqualifying its use by for-profit OTPs. While opioid-

addicted patients with additional particular concurrent problems (such as mental disorders, 

cocaine use, unemployment) may benefit from interventions focused on those particular 

issues (as would other substance abuse patients not on medications), the current evidence 

indicates that opioid agonist medications provided at adequate doses are effective in 

reducing illicit opioid use with (and without) other psychosocial interventions. Physicians 

should be encouraged to use these medications to treat their opioid-addicted patients and not 

be discouraged by the fact that they cannot by themselves address all of the additional 

psychosocial problems a particular patient might have. If this were the way medicine were 

practiced, many patients would not receive medical care.
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