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Background: Residential therapeutic communities (TCs) have demonstrated effectiveness, yet for the most
part they adhere to a drug-free ideology that is incompatible with the use of methadone. This study
used equivalency testing to explore the consequences of admitting opioid-dependent clients currently on
methadone maintenance treatment (MMT) into a TC.

Methods: The study compared 24-month outcomes between 125 MMT patients and 106 opioid-dependent
drug-free clients with similar psychiatric history, criminal justice pressure and expected length of stay
who were all enrolled in a TC. Statistical equivalence was expected between groups on retention in the
TC and illicit opioid use. Secondary hypotheses posited statistical equivalence in the use of stimulants,
benzodiazepines, and alcohol, as well as in HIV risk behaviors.

Results: Mean number of days in treatment was statistically equivalent for the two groups (166.5 for the
MMT group and 180.2 for the comparison group). At each assessment, the proportion of the MMT group
testing positive for illicit opioids was indistinguishable from the proportion in the comparison group. The
equivalence found for illicit opioid use was also found for stimulant and alcohol use. The groups were
statistically equivalent for benzodiazepine use at all assessments except at 24 months where 7% of the
MMT group and none in the comparison group tested positive. Regarding injection- and sex-risk behaviors
the groups were equivalent at all observation points.

Conclusions: Methadone patients fared as well as other opioid users in TC treatment. These findings provide

additional evidence that TCs can be successfully modified to accommodate MMT patients.

© 2008 Elsevier Ireland Ltd. All rights reserved.

1. Introduction

Research has demonstrated that therapeutic communities (TCs)
have beneficial effects in decreasing drug use (Simpson and Curry,
1997), and decreasing sexual HIV risk behaviors (Cooperman et al.,
2005). An extensive literature on TC treatments for opioid depen-
dence has found that retention in a treatment program is the main
marker of a variety of successful outcomes (Carroll and McGinley,
2000; De Leon and Schwartz, 1984; McCaul et al., 2001; Simpson
and Curry, 1997). In general the longer a resident remains in treat-
ment, the more likely positive outcomes will occur. Several studies
have indentified factors that predict longer retention, including
less severe psychiatric illness (Condelli and De Leon, 1993; Eland-
Goossensen et al., 1998), involvement with and pressure from the
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criminal justice system (Eland-Goossensen et al., 1998; Harrison
et al., 2007; Sacks et al., 2004), and client expectations about a
longer length of treatment (Condelli and De Leon, 1993; Kressel
et al., 2000).

In the last decade TCs have modified their approaches to accom-
modate a variety of special populations, including prisoners (Sacks
etal.,2004), women and their children, adolescents (De Leon, 1997),
people with HIV/AIDS (Sargent et al., 1999), homeless persons (De
Leon et al., 2000; Skinner, 2005) and those with co-occurring men-
tal illness requiring psychiatric medication (Sacks et al., 1997). A
small number of TCs have also made modifications to allow clients
on methadone maintenance treatment (MMT) into the TC. The pri-
mary application of TC methods to MMT patients was led by George
De Leon (De Leon et al., 1995). The “Passages” project was a day
treatment program based on TC methods that were adapted for
patients in methadone clinics. The most comprehensive evaluation
of Passages indicated that its clients improved significantly more
than comparison subjects on measures of cocaine and heroin use,
and those who remained in Passages for at least 6 months exhibited
further positive outcomes.
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The use of medically prescribed drugs for substance abuse has
been inconsistent with the TC perspective, however (De Leon,
2000). In the TC view, medications that alter emotional or mental
states could reinforce the substance abuse and impede recovery. For
example, TC staff may view methadone as a threat to the individual
and the system as a whole. MMT clients tend to be marginalized
and perceived as using a crutch to progress through the treat-
ment process (Greenbergetal.,2007). These beliefs may undermine
treatment success among methadone patients, and influence treat-
ment policies. Due to philosophical differences between TCs and
methadone programs, TCs often do not admit to treatment patients
who are receiving methadone, and very few actually provide
MMT services. For example, the National Survey of Substance
Abuse Treatment Services (Office of Applied Studies, 2007) found
that for residential treatment settings (including halfway houses
and TCs) only 3.6% had opioid treatment programs. Similarly, a
recent national survey of 380 TCs indicated that less than 10% use
methadone (Institute for Behavioral Research, 2005).

Yet methadone is one of the most widely used and extensively
evaluated treatments for opioid dependence. Research indicates
that opioid-dependent clients treated with methadone tend to fare
better than those who are not treated with methadone (Gossop et
al,, 2000; National Institutes of Health-Center for Disease Control,
1997; Farrell et al., 1994). In addition, the National Consensus Panel
on Effective Medical Treatment of Opioid Addiction (1998) calls
attention to the need for opioid-dependent persons to have access
to MMT and recommends expanding the availability of MMT.

The current study explored the effectiveness of admitting
opioid-dependent clients currently on MMT into TC treatment.
If more TCs are to treat MMT patients, it is vital to document
whether MMT patients do as well as opioid users who are not
enrolled in MMT, which TCs are accustomed to treating. To exam-
ine this question we used equivalence testing (Rogers et al., 1993)
to contrast a group of MMT patients to a comparison group of
similar non-MMT opioid users. Equivalence testing is a statistical
technique often used to show that a new medication is indistin-
guishable from an approved medication that is the standard of
care. In this study, TC treatment for drug-free opioid users repre-
sents the usual mode of care. The aim of the study was to learn
whether MMT patients would benefit as well from enrollment
in a TC. In the context of a TC setting we tested whether out-
comes for MMT patients would be indistinguishable from those of
opioid-dependent patients not enrolled in MMT. Specifically, using
a comparison group of opioid-dependent clients with similar psy-
chiatric history, criminal justice pressure and expected length of
stay in the TC, we tested the hypotheses that: (1) Retention in the TC
would be statistically equivalent between patients receiving or not
receiving MMT, and (2) use of illegal opioids would be statistically
equivalent in the MMT and comparison groups at assessments up
to 24 months from baseline. Secondary hypotheses posited statis-
tical equivalence between the two groups in the use of stimulants,
benzodiazepines, and alcohol, as well as in HIV risk behaviors and
criminal behaviors. Although medical issues, employment, family
issues, alcohol use, and many other factors are also important out-
comes, primary hypotheses focused on retention and illegal use of
opioids to preserve experiment-wise power.

2. Method
2.1. Study design

We used a two-group longitudinal follow-up design to compare outcomes for TC
residents admitted while receiving MMT (n = 125) to those of TC residents who were
not receiving MMT upon admission (n=106). Participants were not randomized to
conditions, but the groups were balanced on variables shown to predict TC retention
in prior studies: criminal justice pressure, history of psychiatric hospitalization or
suicidal attempt, and expected length of stay. Participants were followed for 24

months after admission to the TC. The primary outcomes included retention in the
TC and opioid use.

2.2. Setting and research participants

Participants were opioid users admitted to the residential TC treatment pro-
gram of Walden House, Inc. in San Francisco, CA. They were recruited at admission
to the TC from three Walden House adult programs that provided variable planned
length of residential treatment, ranging from 45 days to 12 months. All programs
provided continuity of treatment, and when residents completed one program they
were often transferred to the next level of care in the Walden House system. Thus,
while these three sites were the points of initial treatment for research participants,
TC treatment was also provided at other sites during the study, for example as partic-
ipants completed residential treatment and transferred to group living “satellites”,
and later to independent living as “outpatients.” TC clients were allowed to continue
in MMT while enrolled in the treatment program.

The program has a long history of embracing patients with diverse and chal-
lenging needs and has been providing residential treatment options for persons
on methadone for over two decades. The TC has made a number of modifications
to accommodate the presence of residents receiving methadone (see Greenberg et
al., 2007). For example, the program designates a “methadone counselor,” a TC staff
member who plays a vital role in the process of facilitating the residential treatment
program in modifying its services to accept and treat MMT patients. The methadone
counselor offers “methadone sensitivity” training sessions to staff periodically (such
as during TC staff training days) and to patients (providing education and confronting
stigma about methadone maintenance). The methadone counselor conducts a
weekly “methadone therapy group” for residents who are receiving methadone.
For patients who choose to attempt withdrawal from methadone, residents have
greater access to alternative therapies and medical services. Staff education pro-
grams in the TC setting have the potential to increase acceptance of non-abstinence
treatment goals and use of pharmacotherapies such as methadone. For example,
Andrews et al. (2005) found that TC staff that participated in methadone sensitivity
training had greater methadone knowledge and a lower abstinence orientation than
those who had not attended the training.

In this study the participants in the MMT group were all patients in San Fran-
cisco area MMT programs at the time they applied for admission to the TC. During
residential stay in the TC the patients were escorted to the relevant MMT program
to receive treatment, and if they received take-home doses those were stored in
a secure medication dispensary at the TC. During the course of the study the San
Francisco Department of Public Health began a mobile methadone van program. A
common problem for mobile methadone programs has been finding a site that is
acceptable to the community (see Besteman and Brady, 1994). As part of the com-
mencement of the van program, the mobile clinic was located for part of the day in
the staff parking lot of the Walden House Outpatient program (a few miles from the
TC residential programs), and in return for use of the parking lot and a counseling
office, the TC residents on methadone were able to transfer to the van program. Once
the methadone van was established the participants in treatment had the option of
receiving methadone treatment there, and most chose that option.

2.3. Inclusion and exclusion criteria

Participants were included in the study if they were residents at Walden House
TC treatment centers who qualified for MMT (current use plus confirmation of at
least 1-year documented history of opioid dependence), admitted to the TC no more
than three working days before the research screening interview, willing to allow
access to agency records, and willing to participate in follow-up interviews. In addi-
tion, participants in the MMT group either had to be enrolled in long-term 180-day
methadone detoxification or MMT. Participants were excluded from the study if
they were unable to provide informed consent or not qualified for MMT, or if the
study was unable to complete a research baseline interview within 7 days of their
admission to the TC.

2.4. Enrollment procedures

2.4.1. Recruitment

Screening procedures were adapted from methods developed for a prior study
of day treatment conducted at Walden House (Guydish et al., 1998). The project
director (SA) trained clinical staff in the program’s intake department to identify
participants meeting study criteria, and research staff determined eligibility. The
University of California, San Francisco Committee on Human Research approved all
procedures, and a Federal Certificate of Confidentiality was obtained to provide an
extra level of protection against disclosure.

2.4.2. Balancing the groups on factors that predict retention

Balancing procedures were designed to assure that the MMT and comparison
group participants did not substantially differ on three factors demonstrated to
predict retention in TCs: Criminal justice pressure, history of psychiatric hospital-
ization or suicidal attempt, and expected length of stay. All three variables were
dichotomous. Although each factor is conceptually a continuum, it was measured



102 J.L. Sorensen et al. / Drug and Alcohol Dependence 100 (2009) 100-106

as a “yes-no” dichotomy to allow the TC intake staff to screen new admissions for
possible research involvement more easily. Criminal justice pressure was defined as
presence of justice system involvement on the client intake form (including court
diversion, incarcerated pending trial, on parole, pending sentence, or on probation).
Psychiatric hospitalization was screened in a similar fashion; this factor differenti-
ated participants who had ever been hospitalized for psychiatric problems or had
made a suicide attempt in their lifetime from those who had not. Expected length of
stay was based on the number of days the TC staff expected a participant to remain
in the program. The staff estimate was based on knowledge of the client goals and
pressures for admission or discharge, as well as the treatment program to which the
resident was being admitted. Pilot data suggested that a cutoff score of 180 days dis-
tinguished participants who remained in the program for longer versus shorter stays.
The project director kept updated information on these factors in the MMT group.
As participants accrued, if a disparity of greater than 10% existed between MMT
and comparison group on any balancing criterion, the next candidate for the com-
parison group was not recruited unless the candidate met the under-represented
factor.

2.5. Measures

Research interviews were conducted at baseline and at 6, 12, 18, and 24 months.
As a primary measure of substance use, a urine sample was collected at each
research interview. Quest Diagnostics, a licensed laboratory in California, conducted
urine toxicology screens for amphetamines, barbiturates, benzodiazepines, cannabi-
noids, cocaine, ethanol, methadone, methaqualone, opioids, phencyclidine, and
propoxyphene using enzyme immunoassay.

Self-report measures included the Addiction Severity Index (ASI; McLellan et al.,
1992) and the Texas Christian University AIDS Risk Assessment (TCU/ARA; Camacho
et al., 1997). Three measures were calculated from the TCU/ARA. Four items for the
injection-related risk measure addressed self-reported injection frequency; times
used “dirty” needles or syringes (used by others but not sterilized or cleaned with
bleach); times shared cooker, cotton or rinse water; and times injected with people
who were also injecting. Three items for the sex-related risk measure addressed
times having sex without a latex condom with someone who was not a spouse or
primary partner, sex while “high” on drugs or alcohol, and vaginal sex. A Concern
with AIDS measure was calculated with three items that addressed a belief that one
could become exposed to the AIDS virus, a belief that one “really could get AIDS,”
and a desire to “make some changes now” to reduce AIDS risks.

We used the TC's main client database to determine retention in the TC. These
numbers were checked against retention logs the research staff updated through-
out the study. The research staff calculated retention as the number of days a client
remained continuously in treatment from admission to discharge, including res-
idential and satellite care. Because some clients dropped out of treatment and
then returned, we regarded treatment as continuous until a client remained out
of treatment for 14 days, a criterion that we had used when we previously studied
this setting (Guydish et al., 1998). Retention in MMT was based on self-reported
methadone use in the past 30 days from the ASIL

2.6. Statistical methods

As the two groups in this study were not randomized but balanced in three key
measures, baseline values were compared using standard two-group tests for pro-
portions and means. Statistical equivalence was examined using a two one-sided
confidence interval approach (Bristol, 1999). Under this method the two treat-
ment groups are declared as equivalent if the confidence interval for the difference
between the groups is completely within the range defined as plus and minus 20%
of the value of the comparison group. This is a standard limit in equivalence test-
ing (Stegner et al., 1996). For the outcomes measured on a binary scale (e.g., urine
test results) we tested the proportions drug-positive in each treatment group. Con-
tinuously distributed measures were compared using the difference in the group
means. Finally, for the survival function for days to end of treatment (reflecting
retention in the TC), the equivalence test of Wellek (1993) was used. This tests the
full survival function for equivalence as opposed to just the mean number of days
in treatment.

Statistical analysis consisted of two stages. In the first stage a test of equivalence
was conducted. When statistical equivalence was not established, a traditional test
of group differences was conducted in the second stage. Rogers et al. (1993) point out
that an equivalency test and a traditional hypothesis test are not mutually exclusive.
It is possible to obtain seemingly contradictory findings when an equivalency test
suggests that two groups differ, yet a traditional hypothesis test fails to find a sta-
tistical difference. In these instances, “the effect is not reliable enough to conclude
either a sizable difference or a reliable small difference” (p. 562). In these cases,
there is insufficient evidence to arrive at a decision regarding equivalency.

When no statistical equivalence was found, the proportions or means were com-
pared for statistical difference using standard Pearson x?-test of proportions and
t-tests for means.

All tests were considered statistically significant at p <.05. We allocated the Type
I error rate as follows: comparisons at baseline were at .05, comparisons at the
6-month assessment (i.e., during treatment) at .05, and the three post-treatment

assessments at a total of .05 using a correction based on Bonferroni’s inequality
(Hays, 1981). The injection- and sex-risk subscale scores from the TCU/ARA had a
large percentage of participants scoring at zero (i.e., no risk) at each assessment,
thus these two measures were dichotomized into risk versus no risk.

3. Results
3.1. Preliminary analyses

Missing data: A total of 231 participants provided baseline
data (125 MMT group, 106 comparison group). At the 6-month
assessment, 221 (96%) were assessed (95% of MMT group, 96% of
comparison group). The follow-up rates for the 12-, 18-, and 24-
month assessments were similar: 94%, 90% and 87% for the MMT
group and 92%, 91% and 82% for the comparison group. All partici-
pants had completed TC treatment by the end of Month 12. Analyses
were conducted on all observed data at each assessment. The base-
line measures for those who were not assessed past baseline were
compared to those who were available for assessment at 12, 18,
and 24 months. No significant differences were found on any of
the baseline measures, suggesting that participants who completed
follow-up assessments did not differ from participants who did not
complete follow-up assessments.

Sample demographics at baseline: Demographic characteristics
are summarized in Table 1. The only difference that emerged
between groups was in living arrangements: Participants in the
MMT group were more likely to describe themselves as homeless,
while in the last 30 days participants in the comparison group were
more likely to have been in an institution.

Balancing factors: As shown in Table 1, the MMT group did not
differ statistically from the comparison group on psychiatric his-
tory, expected stay in the TC beyond 180 days, or criminal justice
pressure.

Baseline measures: The study groups were equivalent on toxicol-
ogy screens for illicit opioids (11%, MMT versus 9%, comparison),
cocaine (4%, MMT versus 3%, comparison), stimulants (4%, MMT
versus 3%, comparison) benzodiazepines (6%, MMT versus 5%, com-
parison); no urine toxicology screens tested positive for alcohol.
Insufficient evidence exists to make a decision regarding statisti-
cal equivalence for Concern for AIDS measure on the TCU/ARA, and
mean self-reported days of heroin use. For these outcomes, the test
of statistical equivalence failed to reject the hypothesis of nonequiv-
alence, yet a traditional test of group differences also failed to reach
statistical significance.

Methadone treatment: Participants in the MMT group were
more likely to report receiving methadone on the ASI than the
comparison group at baseline (95% versus 12%) and at 6-month
(81% versus 11%), 12-month (77% versus 18%), 18-month (72%
versus 19%), and 24-month (70% versus 30%) follow-ups. This pat-
tern of findings is relatively consistent with participants’ study
group and suggests that participants in the MMT group tended
to adhere to a methadone-dispensing regimen while comparison
group participants did not use methadone. The linear increase from
baseline over follow-ups to 24 months in the use of methadone
among comparison group participants is statistically significant
(Cochran-Armitage Z=-3.42, p<.001).

3.2. Hypothesis testing

Hypothesis 1, retention in the TC: The mean number of days in
treatment was 166.5 for the MMT group and 180.2 for the com-
parison group; the median was 109.0 and 159.5 days, respectively.
A plot of the survival curves with confidence interval bounds is
shown in Fig. 1. The two survival functions are statistically equiva-
lent (X3, = 0.23, p<.0001), which supports the first hypothesis.
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Table 1
Background characteristics of participants by treatment condition.
Variable MMT (n=125) Comparison p level
(n=106)
Age in years 40.2+10.11 39.4+9.48 n.s
Men (%) 64 61
Ethnicity (%) n.s.
African-American/Black 28 35
Asian/Pacific Islander 0 1
Hispanic 9 7
Caucasian 54 44
Other 7 9
Multiple 2 4
Education (%) n.s.
Some high school 36 25
Completed high school/GED 64 75
Marital status (%) n.s.
Married 9 16
Divorced 41 35
Never married 51 49
Sexual orientation (%) n.s.
Homosexual/gay/lesbian
Heterosexual 91 91
Bisexual 8 7
Occupation (%) n.s.
Professional/technical 5 9
Managerial/administrative 2 1
Sales 7 5
Clerical/office 10 15
Craft [skilled trade] 14 17
Operative [not transportation] 6 2
Transportation operative 5 5
Laborer [unskilled] 17 16
Private household worker 2 1
Service worker 23 22
Military 1 0
Never employed 7 9
Annual income n.s.
LT $10,000 68 72
Living situation .029
House/apartment [rent/own] 9 8
House/apartment [another’s] 24 23
Halfway house/therapeutic
community
Room/hotel/motel 14 9
Homeless 29 18
Institution (jail, hospital) 14 32
Other 1 0
History of psychiatric hospitalization 29 32 n.s.
or suicide attempt (%)
Expected to remain in TC >180 days (%) 46 45 n.s.
Criminal justice pressure (%) 56 68 n.s.

Continuous variables are expressed as mean + standard deviation. All percentages
rounded to nearest whole number.

The mean days in treatment (instead of the entire survival curve)
were also compared for equivalence using the standard confidence
interval approach. The two groups were equivalent on this mea-
sure as well. At the 12-month assessment 193 (84%) of participants
were no longer enrolled in any Walden House treatment program,
and the remaining participants were enrolled in a WH treatment
program, specifically 8 (3%) were enrolled in outpatient treatment,
12 (5%) were enrolled in residential treatment, and 18 (8%) were
enrolled in a satellite treatment program.

Hypothesis 2, opioid use: As shown in Fig. 2, for each of the assess-
ments, the proportion of the MMT group testing positive for illicit
opioids was statistically equivalent to the proportion in the com-
parison group.

Product-Limit Survival Estimates
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Fig. 1. Survival curves show days of retention in treatment are equivalent for both
groups.

3.3. Supplementary analyses

Other drug use: As shown in Fig. 3, statistical equivalence was
also found for stimulant use (defined as testing positive for either
cocaine or amphetamines).

Tests of equivalence were also conducted for the presence
of benzodiazepines and alcohol even though the observed pro-
portions testing positive were close to zero. The groups were
statistically equivalent for benzodiazepine at all assessments
except at 24 months where 7% of the MMT group and none in the
comparison group tested positive (p<.05). No participant tested
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Fig. 2. lllicit opioid use increases over time for both groups.
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Fig. 3. Stimulant use increases over time for both groups.
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positive for alcohol at intake, and the groups were equivalent at all
other assessments.

HIV risk behaviors: Between group comparisons on the
dichotomized TCU/ARA injection-risk measure and sex-risk mea-
sure were equivalent across time. At baseline, about 46% in both
groups engaged in risky injection behavior. The rate of risky injec-
tion behavior decreased to approximately 24% at 6 months and
was sustained at 24 months. About 37% of the participants in both
groups engaged in risk sex behavior across the 24 months of the
study.

The Concern for AIDS measure was not equivalent at the 18-
month assessment only, with the MMT group having a lower scale
score, but because traditional tests of group differences were not
statistically significant, there is insufficient evidence to make a sta-
tistical decision on the 18-month assessment.

4. Discussion

In this study, equivalence testing was used to determine whether
MMT patients were indistinguishable from patients who were
not receiving MMT at a TC. TCs are not accustomed to treating
opioid-dependent patients on MMT. TCs traditionally emphasize
abstinence rather than maintenance on opioids, and even medi-
cally prescribed methadone is viewed as a mood-altering drug that
reinforces substance dependence and impedes recovery. Many staff
may view MMT as a threat to the environment of the TC. Despite
these potential obstacles to treatment, however, our findings sug-
gest that the MMT clients fare as well as non-MMT clients.

MMT clients did not differ from non-MMT clients on key out-
come variables, including retention in the TC, illicit opioid use,
alcohol use, stimulant use, benzodiazapine use (with the exception
of the 24-month follow-up), and injection- and sex-risk behaviors
at all follow-up assessments. These findings suggest that the TC was
modified to the point that MMT clients can be integrated success-
fully into an environment that is usually opposed toward patients
taking methadone.

The 24-month longitudinal study design allowed for the exam-
ination of long-term treatment effects. Multiple assessments up
to 24 months after admission, with excellent follow-up rates, pro-
vide a longer-term view than most previous studies of TC residents.
Of the published studies that have examined TC treatment out-
comes, for example, only three have followed patients up to 24
months (Condelli and De Leon, 1993; Wexler et al., 1999; De Leon
etal., 2000).A substantial proportion of participants in both groups
did not return to illicit opioid use, and of the clients in MMT,
many continued to use methadone. Across the follow-up periods,
however, the proportion of participants who used illicit opioids
increased steadily. At 18 months, a large proportion of clients were
no longer enrolled in the TC yet a subgroup used illicit opioids.
This subgroup of illicit opioid using participants may have ben-
efited from better availability of extended treatment or aftercare
services. For example, it may be useful to identify the point at
which clients had returned to illicit opioid use, reassess motivation
for treatment and actively link them to treatment, such as in the
Recovery Management Checkup intervention developed by Scott
et al. (2005).

It is noteworthy that more than two-thirds of the MMT patients
were receiving MMT at each follow-up point. Since methadone
use is viewed as inconsistent with TC philosophy and may pos-
sibly be seen as a threat by some treatment staff, MMT patents
may have felt pressure to discontinue MMT, yet a substantial pro-
portion of MMT participants reported using methadone during
the 24 months after enrollment in the study. Additionally, from
study admission to the 24-month follow-up interview a significant

increase appeared in the proportion of comparison group par-
ticipants receiving methadone. These findings suggest that many
clients in the comparison group also perceived advantages to being
on MMT.

Our MMT treatment rates are in the upper range of methadone
retention rates reported in recent studies; 1-year retention rates
ranged from 25% to more than 70% (Rowan-Szal et al.,2000; Neufeld
et al., 2008; Deck and Carlson, 2005). The relatively high MMT
participation rates and new entrants into methadone treatment
observed in this study suggest an acceptance of and commit-
ment to MMT among clients receiving services in a TC setting.
We caution, however, that the data are point prevalence enroll-
ment self-reported by study participants and do not always reflect
continuous retention in a single MMT program.

Regarding secondary hypotheses, stimulants (cocaine and
methamphetamine) were the most frequently used illicit drugs
after illicit opioids, and the MMT and non-MMT groups showed
equivalent use. Other drugs and alcohol were used less frequently.

The results of this study should be considered in light of design
limitations. Participants were not randomly assigned to treatment
conditions. Thus, participants self-selected to receive MMT, which
may reflect a higher perceived need for MMT, commitment to MMT,
knowledge of methadone treatment services, and acceptance of
methadone treatment as an important part of their recovery. The
finding that the majority of MMT patients were in MMT treatment
at follow-up interviews up to 24 months provides further evidence
of their commitment to this treatment modality. This strong com-
mitment to MMT may have protected these clients from antithetical
views toward MMT by some TC clients or staff. MMT clients with-
out this strong commitment may not have fared as well in other TC
settings. In addition, the TC environment of the treatment program
examined in this study may not extend to other TC programs. The
TC had years of experience with incorporating methadone patients
into the milieu, and the program made modifications to allow TC
residents to receive MMT (see Greenberg et al., 2007), thus findings
from this study may not extend to TCs that have policies excluding
or discouraging MMT. In addition, our study did not gather informa-
tion on short-term interruptions of TC treatment (under 14 days),
which could overstate the TC retention rates and make the results
less generalizable. Research shows that shorter dropout between
initial dropout and first readmission is a predictor of longer reten-
tion when clients return to the TC later (De Leon and Schwartz,
1984). Similarly, the findings for non-MMT group may not general-
ize to TCs that do not allow MMT. Allowing MMT patients may have
impacted non-MMT residents in unknown ways. For example, the
linear increase in methadone use by the comparison group may
reflect positive perceptions of MMT that they acquired during their
stay in the TC. Thus, additional studies are needed to assess the
impact of integration of MMT services in the TC setting, specifically
the impact on patients and staff.

Although the study has limitations, results suggest that
methadone patients can benefit from TC treatment and respond
as well as a comparison group matched on psychiatric history,
criminal justice pressure and expected length of stay. Because tradi-
tional TCs have had unfavorable views about methadone treatment
and a belief that the use of methadone treatment by those in the
TC would pose a threat to the entire community, it was reason-
able to raise the question of whether TC residents receiving MMT
would have equivalent treatment outcomes to those not receiving
methadone treatment in a modified TC setting. While the TC had
prior experience in treating patients on methadone, the present
study created a unique opportunity to increase the population of
patients on methadone maintenance therapy during the course of
the study. In preparation for the influx of methadone patients, the
TC developed specific strategies to educate both staff and clients
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about methadone treatment and to address the unique treatment
needs of methadone patients (Greenberg et al., 2007).

There remain significant barriers to overcome before a large
number of programs will treat MMT patients in the TC setting.
In addition to challenges about treatment philosophy, values, and
attitudes toward methadone there is also additional cost. In this
case the TC collaborated with the community’s mobile methadone
program, allowing residents already on MMT to continue receiv-
ing methadone without cost to them in trade for providing parking
and office space at the Walden House outpatient program. Similar
opportunities may not be available in other communities. We also
point out that evidence of equivalent effectiveness has not been
the driving force in shaping the substance abuse treatment net-
work. Thus, there are both scientific and practical limitations to this
work, and considerably more research, policy change, and positive
treatment experiences will be needed for system change to occur.

The results of the present study provide evidence that the
implementation of these staff, patient, and therapeutic adapta-
tions allowed methadone patients to be successfully integrated
into the TC setting. These findings are consistent with those of De
Leon et al. (1995) demonstrating that suitably modified TCs can
be employed successfully with methadone maintenance patients.
Perfas and Spross (2007) contend that the traditional drug-free ori-
entation of TCs has been changing rapidly in response to the need
to treat co-occurring disorders, and a key issue is to accept current
health care realities without compromising the unique qualities of
the TC approach. That said, persuading TCs to change their philos-
ophy is only one step in incorporating MMT into the TC setting.
Organizational change must also be addressed. For example, TC
programs may not have the medical staff and resources to store
methadone, and it may be difficult to identify MMT programs will-
ing to work as partners with a TC to provide methadone. Despite
these barriers, the results of the present study suggest that TC treat-
ment programs may want to consider expanding their reach to
accommodate patients receiving opioid replacement therapy such
as methadone.
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