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Abstract 

Background: Patients with opioid use disorder (OUD) often have complex health care needs. Methadone is one of 
the medications for opioid use disorder (MOUD) used in the management of OUDs. Highly restrictive methadone 
treatment—which requires patient compliance with many rules of care—often results in low retention, especially 
if there is inadequate support from healthcare providers (HCPs). Nevertheless, HCPs should strive to offer patient-
centred care (PCC) as it is deemed the gold standard to care. Such an approach can encourage patients to be actively 
involved in their care, ultimately increasing retention and yielding positive treatment outcomes.

Methods: In this secondary analysis, we aimed to explore how HCPs were applying the principles of PCC when car-
ing for patients with OUD in a highly restrictive, biomedical and paternalistic setting. We applied Mead and Bower’s 
PCC framework in the secondary analysis of 40 in-depth, semi-structured interviews with both HCPs and patients.

Results: We present how PCC’s concepts of; (a) biopsychosocial perspective; (b) patient as a person; (c) sharing power 
and responsibility; (d) therapeutic alliance and (e) doctor as a person—are applied in a methadone treatment program. 
We identified both opportunities and barriers to providing PCC in these settings.

Conclusion: In a highly restrictive methadone treatment program, full implementation of PCC is not possible. How-
ever, implementation of some aspects of PCC are possible to improve patient empowerment and engagement with 
care, possibly leading to increase in retention and better treatment outcomes.

Keywords: Opioid use disorder, Health care providers, Canada, Methadone, Buprenorphine/naloxone, Treatment 
outcomes, Social justice, Patient-centred care
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Background
Methadone and buprenorphine/naloxone (suboxone) are 
two medications commonly used to treat opioid use dis-
orders (OUD). In Canada, up until recently, methadone 
has been the treatment of choice for managing OUD 
through methadone treatment programs [1]. However, 
compared to buprenorphine/naloxone, methadone has 
a high-risk profile for overdose. To mitigate the risk for 

overdose with methadone, health care providers (HCPs) 
use direct daily observation of methadone ingestion and 
routine toxicology screens to monitor compliance with 
the treatment [2]. This involvement in patients’ care is 
contested as a form of governmentality, where metha-
done treatment is deemed a technology that is meant to 
produce productive and obedient subjects [3, 4]. Restric-
tive methadone treatment programs informed by this 
governmentality often have imbalanced power dynamics 
where HCPs play the role of disciplinarians and enforc-
ers of the desired code of conduct [3, 5, 6]. Patients’ pow-
erlessness in contributing to treatment related decisions 
is exacerbated by diverse social and health inequalities 
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and complex medical conditions, which may impede a 
patient’s ability to follow through with the treatment con-
tract [5, 7–9].

Besides the restrictive nature of methadone treatment, 
patients receiving care often experience stigma from 
society and HCPs, based both on their substance use 
and for their enrollment in methadone treatment [9–11]. 
Stigma from HCPs impedes access to care and positive 
clinical outcomes [10, 11]. Furthermore, retention of 
patients on methadone treatment varies and is depend-
ent on multiple factors. These factors include equitable 
access to social services, employment, carry privileges, 
positive interactions between HCPs and patients, family 
and other social support, and positive attitudes towards 
methadone treatment [12].

Social justice involves equitable redistribution of power 
and resources amongst all members of society [13]. 
Resources consist of anything that may have a positive 
effect on health, including social support and access to 
services that are inclusive, equitable and just [14]. Patient 
centered care (PCC) reorients care to focus on essen-
tial outcomes to the patient and creates space for the 
patient’s to be engaged as equals, all while acknowledging 
them as individuals with unique values, experiences, and 
goals [15–17]. Because patients on methadone treatment 
are often socially marginalized, they lack social support 
and advocates [6]; therefore, HCPs have moral and ethi-
cal obligations to advocate and support patients in their 
treatment journey regardless of their conditions [18, 19], 
PCC is a beneficial framework when working with this 
community. PCC framework contradicts the paternalistic 
biomedical model of care because it considers patients’ 
preferences or wishes [20]. Paternalism in patient care 
creates challenges to advocate for patients best interests 
and may perpetuate biases caused by sex, race, culture, 
and socioeconomic status, affecting decision making; 
therefore, depriving the patient of the opportunity to 
make decisions that reflect the reality of their lived expe-
rience, condition and preferences [21].

A PCC framework is congruent with principles of 
social justice in health, such as access, equity, partici-
pation and human rights, which are espoused in PCC’s 
mantra of “no decision about me without me” which 
guides clinical practice and patient-provider engagement 
[22]. Social justice and PCC parallel each other and work 
together. First, when practicing within a framework of 
social justice, HCPs are ethically obligated to act against 
forms of inequity and oppression [13]—including within 
their own practice. Therefore, HCPs may be compelled to 
modify their practice to ensure that patients are treated 
with respect, dignity and provided with opportuni-
ties to contribute to decisions regarding their care [13], 
paralleling the goals of PCC. Secondly, applying social 

justice principles in methadone treatment care may 
commit HCPs to collaborate with patients in their care, 
irrespective of their social capital and health dispari-
ties [23]. Thirdly, implementing social justice principles 
when working with priority populations is imperative 
as not understanding the importance of social justice 
can decrease patient satisfaction, treatment adherence, 
and health outcomes [24]. Lastly, applying social justice 
in health care may also mean confronting stereotypical 
portrayal of patients on methadone treatment as lacking 
agency and unable to actively engage in their care [6, 25].

Methods
This study is based in a Canadian mid-sized prairie 
province. The setting from which the project was based 
operates as a specialized clinic, serving approximately 
350–400 patients from neighbouring communities. The 
specialized nature of this clinic means that they only 
receive care for OUD and must seek primary care ser-
vices and adjunct support elsewhere. Patients access daily 
MOUD from methadone dispensing pharmacies that are 
distributed across the city. Although buprenorphine/
naloxone is the recommended drug of choice for treat-
ment of OUD, most patients are on methadone. Patients 
can be switched to buprenorphine/naloxone from 
methadone and vice versa based on clinical outcomes, 
ability to tolerate the medication, and socioeconomic 
considerations.

The clinic comprises of a physician, methadone case 
coordinators, laboratory technician and pharmacy tech-
nician and pharmacists working in methadone dispens-
ing pharmacies. Patients access the clinic by self-referral 
or through referral by a HCP. During an initial visit to 
the clinic, a comprehensive assessment is conducted to 
determine their enrollment suitability. As this program 
is biocentric in nature, HCPs are given immense power 
to determine if the patient would be initiated in or ter-
minated from treatment. Once patients are formally 
enrolled in the treatment, they sign a treatment agree-
ment which stipulates conditions they must follow to 
maintain their enrollment in the treatment program. 
Again, as the clinic is based on a biomedical, highly 
restricted care model, abstinence from substance use 
when enrolled in treatment is expected and enforced. 
Incompliance to treatment contract threatens their reten-
tion to care.

The majority of patients from neighbouring commu-
nities use medical taxis to access the clinic. In the com-
munity, patients on MOUD experience stigma rooted 
in the misunderstanding that methadone is addictive 
and harmful to their health. Since there is no direct col-
laboration between the community health center and 
the methadone treatment clinic, these two settings do 
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not leverage their resources to support the patients. 
Housing shortages and persistent substance use in 
patients’ home communities often mean that patients 
on MOUD do not have safe recovery environments. 
With the disintegrated care system and lack of coordi-
nation between the community health center and the 
methadone treatment clinic, the possibility of individu-
alized, holistic, and equitable care may not be available 
for patients that require comprehensive wraparound 
care.

In this secondary analysis, we aimed explore how HCPs 
were applying the framework of PCC for patients on 
methadone treatment based on the biomedical model 
of care. Although multiple frameworks for PCC exist, 
we were drawn to Mead and Bower’s [17] framework to 
help us make sense of PCC in a highly restrictive model 
of OUD care. Mead and Bower’s [17] framework there-
fore informed the secondary analysis of two datasets 
involving experiences of HCPs and patients in provision 
and receiving of MOUDs, respectively. The following 
research question informed the analysis: are PCC prin-
ciples applicable in methadone treatment centers? Using 
both the perspectives of the HCP and the patient, we 
deeply understood the relevancy and applicability of PCC 
in this setting (Table 1).

In the primary research, we used an exploratory quali-
tative study design to examine the experiences of HCPs 
and patients in the provision and receiving of care. Con-
venience sampling was used to recruit patients to the 
study. GM visited methadone pharmacies and circulated 
recruitment flyers. Patients interested in participat-
ing in the study contacted GM by phone to arrange for 
an interview. In the community, the clinic methadone 
case coordinator assisted GM with recruitment logistics. 
A day was set to come to the community to interview 
patients once there was a sizeable number of participants 
who signed up for the study. Convenience sampling was 
applied in the recruitment of the HCPs at the clinic. GM 
sought appointments with HCPs to explain the purpose 
of the study. Those that consented were formally enrolled 
and interviewed within the precincts of the clinic. To be 
enrolled in the study, patients were to be at least 18 years 
old, able to consent, and enrolled in the methadone treat-
ment program for at least six months. HCPs with at least 
six months of experience providing care to patients on 
MOUD were invited to participate in the study.

Forty individual interviews, lasting on average twenty-
five minutes, were digitally recorded and transcribed 
verbatim with eighteen HCPs and twenty-two patients. 
A semi-structured interview guide was the main mode 

Table 1 Sociodemographic characteristics of patients

Sociodemographic characteristics

Gender Female Male

Characteristic Frequency Percentage (%) Frequency Percentage (%)

Age

 Under 30 2 15.4 – –

 30–39 3 23.1 8 88.9

 40–49 8 61.5 1 11.1

Marital status

 Partner 8 61.5 6 66.7

 No partner 2 15.4 – –

 Not mentioned 3 23.1 3 33.3

Level of education

 < grade 10 1 7.7 1 11.1

 Grade 10 6 46.2 4 44.4

 > grade 10 ≤ grade 12 3 23.1 3 33.3

 Post high school education 2 15.4 1 11.1

Ethnicity

 First Nations 13 100 8 88.9

 Other – – 1 11.1

 Employment

 Employed – – 1 11.1

 Unemployed 12 92.3 7 77.8

 Not mentioned 1 7.7 1 11.1
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of facilitating the interviews with the patients which 
focussed on (a) substance use history; (b) experiences 
with methadone treatment; (c) access to treatment; (d) 
adherence to treatment; (e) support available; (f ) mental 
health and (g) challenges faced in treatment. The focus 
of the interviews with HCPs was (a) role at the clinic; (b) 
experiences providing care to patients with OUD and 
(c) barriers to providing optimum care. Two research 
assistants separately recoded and analyzed the two data 
sets as two projects. A third person reviewed the codes 
that were developed by the research assistants and har-
monised them to form a coding framework that was 
informed by the PCC framework. Thematic analysis was 
applied to the data analysis using the following steps 
as identified by Kiger and Varpio [26], which entail (a) 
familiarizing with the data by reading the interviews at 
least two times; (b) generating initial coding of impor-
tant ideas, constructs that relate to the Mead and Bower’s 
[17] overarching components of PCC; (c) searching for 
themes—which involved consolidating nodes that were 
related to the five components of PCC and; (d) review-
ing the themes to make sure that there were sufficient 
and strong excepts to communicate the extent to which 
the five components of PCC were applicable in the care 
of patients on MOUD. Before the commencement of the 
study, Ethics Certificate (BEH 44-17) was obtained from 
the University of Saskatchewan Ethics Review Board 
(Table 2).

Results
In this section, we present the study’s findings on the 
experiences of HCPs and patients in methadone treat-
ment, focusing on the extent to which the methadone 
treatment program engages in PCC. We use the Mead 
and Bower [17] framework that identifies five facets of 
PCC; (a) a focus on biopsychosocial perspective; (b) 
considering “patient as a person”; (c) sharing power and 
responsibility; (d) developing a therapeutic alliance and; 
(e) applying the principle of the meaning of “doctor as a 
person”. We completed secondary analysis deductively, 
based on the chosen PCC framework. See table three for 
quotes and exploration of themes summarized in findings 
section.

A focus on biopsychosocial perspective
The biopsychosocial perspective emphasizes understand-
ing the person as a whole being, which allows the needs 
of the patients to be met holistically. HCPs conducted 
full assessments of patients at the initial enrollment into 
methadone treatment to determine the program’s care 
needs and patient suitability. HCPs caring for patients 
on MOUD are acutely aware of the complex physical, 
mental, and psychological issues patients present due to 
chronic polysubstance use. These complexities include 
diabetes, HIV, hypertension, malnutrition, and concur-
rent disorders such as depression, anxiety, post-traumatic 
stress disorders.

[When patients come to enroll for treatment] we 
interview the patients first and do a full bio, social, 
psycho[logical], and spiritual assessment. The report 
is then given to the doctor, who decides if the patient 
is a good candidate to be enrolled in the program. 
Once enrolled, we start moving them through the 
stages of recovery (Methadone Case Coordinator 1).

With this assessment, HCPs can anticipate patients’ 
health care needs and factors that may affect treatment 
and recovery, like histories of sexual, physical, and verbal 
abuse; concurrent health conditions; and lack of social 
stability. Since most patients sought treatment after a 
chronic substance use period, their treatment and recov-
ery were understandably complex. Describing the com-
plexity of their condition, one HCP noted:

They’re [The patients in our program] very com-
plex… and we know that [late stage] drug use, there 
isn’t an area that hasn’t been touched in their lives. 
Their health has been [affected], their children have 
been taken away, they’re in the correctional system, 
they don’t have a home... so yeah. They’re very com-
plex because there is mental health issues, [and] 
there are health issues… (Methadone Case Coordi-
nator 1).

Despite the complex needs of the patients, the clinic 
setup did not provide comprehensive care to them. 
Therefore, patients sought primary and adjunct care ser-
vices for their concurrent conditions on their own, a task 
that was made difficult by lack of care navigators. Moreo-
ver, since methadone treatment patients were deemed 
“’too complex” to care for, they struggled to find a family 
doctor.

What we’ve been noticing is that primary health 
care physicians don’t want to take these patients as 
patients because they’re so complicated. Prescribing 
methadone physicians don’t want to be their pri-
mary healthcare provider either. But I think if really, 

Table 2 Summary of health provider characteristics

Healthcare providers no Experiences in the clinic

Methadone Case coordinators 4 1–14 years

Physicians 4 1–4 years

Pharmacists and pharmacist technicians 6 6 months to 19 years

Laboratory technologists 1 11 years

Managers 2 1–3 years
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if we want to look at holistic care, we need to pro-
vide care to these patients for their other conditions 
as they have chronic diseases and other social needs 
that need to be addressed (Manager, 1).

Most patients understood the gravity of their medical 
condition and their challenges in recovery due to chronic 
substance use. Despite their commitment to recovery, 
patient’s lacked safe housing options where they would 
not be tempted to use substances. Nevertheless, they 
were well aware of what they needed to do to get their 
lives back (Table 3).

"I think I need to get my place back and get back into 
school and stay away from these people… stop going 
around their places" (Female patient, 39 years).

Although HCPs understand that patients seeking 
MOUD needed holistic care, the lack of resources and 
holistic care threatened patients’ ability to recover from 
OUD.

The “Patient‑as‑Person”
The concept “patient-as-person” encompasses the indi-
vidual’s understanding, experiences, and derived mean-
ing of their illness [17]. Patients in this study are acutely 
aware of the impact that substance use has on their lives, 
the need for treatment, and the unique challenges they 
are likely to face during the treatment and recovery. This 
insight often motivated patients to change their behav-
iours and aided in an understanding of the complexity of 
their recovery journey.

When I first started off, it was just alcohol. For that, 
I started off with the drinking when I was a kid, 
and I was drinking until... I drank heavily for years, 
and years, and years until about 2013, 2014. That’s 
actually the last time I drank, so I drank heavily 
with that. But all along the way, I was doing stuff 
like cocaine, crack, I smoked weed a lot during the 
time, I did a lot of that. I did pretty much anything 
a guy could get high on and I did a lot of that, minus 
the hairspray and stuff like that, there were certain 
things I wouldn’t do. But anyway, I had [done]a lot 
do drugs in my life (Male patient, 38 years old).

Patients’ lived experiences grounded them in their 
recovery journey and aided their personal goals. Through 
these experiences, patients clarified essential issues in 
their lives -especially the need to improve or restore bro-
ken relationships with their families. Having witnessed 
many fatal impacts of substance use, such as losing loved 
ones, some used such tragedies as motivation to seek 
treatment and change their life course. Nevertheless, 

the motivation to enter treatment does not take away 
the enduring personal pain caused by the impact of sub-
stance use, both at the individual and community levels.

…Because I’m scared. I’m tired of feeling pain all 
the time. I’m scared of the withdrawal for one, and 
I’m scared that the withdrawal is gonna be so bad 
for me. I’m scared I’m gonna... [Crying] Sorry… I’m 
scared that I’m gonna end up committing suicide. 
I look out my apartment window and I see the riv-
ers, the trees, the bridge. I don’t want [my husband] 
to know, but I’ve thought of hanging myself so eve-
rybody can see me… I’m scared of withdrawal, and 
pain, and you just want it all to go away (Female 
patient, 42 years old).

When HCPs address a patients’ pain, they attain a more 
in-depth insight into the root cause of substance use and 
the complexities of SUD. Undoubtedly this creates a win-
dow to view the patients for who they are as individuals.

You give them their drink [of methadone], and you 
might have a little bit of a conversation… so you 
learn a little bit about their lives and, you know, as 
you interact with them. One guy that is a drywaller, 
so I was asking him “is it busy right now?” He said, 
“Yeah I got lots of drywall jobs,” so you learn a bit 
personal about them (Pharmacist 1).

A more profound interest in knowing a patient’s lived 
experience motivated HCPs to be their advocates and 
allies in care. However, there are limits to what HCPs 
can do for patients as care is dictated by strict treatment 
guidelines.

Sharing power and responsibility
Sharing power and responsibility is characterized by 
a balance of power with mutual participation in treat-
ment and encouraging the patient to assume an active 
role in their care [17]. With this concept, the patient’s 
needs and preferences are heard and respected, and 
they are actively involved in decision-making. As men-
tioned, patients enrolled in methadone treatment must 
sign a non-negotiable treatment contract that outlines 
their expected behaviours. These behaviours include 
abstaining from substance use during treatment, pro-
viding a urine sample on request for toxicology, and 
reporting daily to a pharmacy to take their methadone 
doses under observation. If patients fail to adhere to the 
treatment, they risk termination from the program or 
HCPs tapering their MOUD dose. It is apparent that 
the power to enroll or discharge a patient from the 
methadone treatment program solely rests on the HCPs 
power and judgement. Patients took on the responsi-
bility of their recovery by voicing concerns to the HCP 
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team. When patients can contribute to their care plan, 
they may be more successful in treatment adherence 
and recovery.

I was taking Suboxone at the time, and then, I 
started getting depressed, really depressed inside. I 
would take Suboxone, and I’d pretty much sleep for 
three days or four days. So, I went back, and I talked 
to [the methadone case coordinator] about it, I said, 
"This is not working." She was wondering because I 
quit taking Suboxone. I told her, "Well, do you think 
we can try methadone?" And she’s like, "Okay." That 
was my first round with methadone (Female patient, 
38 years old).

Although this patient was comfortable advocating for 
themselves, not every patient felt they had the confidence 
to provide treatment suggestions to their HCP that could 
enhance clinical experiences. Our findings show that the 
most common treatment request from the patient was a 
dose increase or getting carry privileges or “carries.” Get-
ting carries would save them from daily trips to the phar-
macy for medication pickups. Daily trips create many 
treatment barriers for individuals who lack transporta-
tion or live rurally. Patients also verbalized the need to 
increase their dosage as the current dose was inadequate 
to address their withdrawal symptoms and cravings. Per-
sistent withdrawal and cravings—even when on metha-
done—increased the risk of substance use, inadvertently 
contravening the treatment contract and delaying their 
care progress.

[The doctor] says I have to wait [for dose adjustment] 
because I have to keep taking my methadone, but 
I keep on missing [taking the medication] because 
I don’t have the money, and every time I miss… if I 
miss so much, then I don’t go up [in dose]. I have to 
wait ’til I have like seven drinks and then move up, 
but I keep on missing because I don’t have the money 
to get it so it’s taking a while (Male patient, 39 years 
old).

Although HCPs acknowledged that treatment success 
depended on the patients’ behaviour, it was evident there 
was a power imbalance between HCPs and patients, 
which had a significant bearing on patients’ ability to 
advocate for their treatment goals. HCPs felt strongly 
responsible for their patients’ health because they under-
stood the gravity of substance use when patients were on 
MOUD. Therefore, if HCPs believed that patients may be 
using substances, they did not hesitate to approach the 
patient or order toxicology screening. This HCP belief 
may be nuanced where, although discontinuing the con-
tract risked causing patients to relapse, it saved them 
from potential overdose and death.

Developing a therapeutic alliance
Therapeutic alliance focuses on personal relationships 
between HCPs and patients [17]. According to Mead and 
Bower [17], patient-centeredness emphasizes priority of 
personal relationships between HCPs and patients, and 
embracing empathy, congruence, and caring to achieve 
an effective therapeutic change in patients. For the most 
part, HCPs made every effort to communicate support to 
the patients by accepting them for who they were. How-
ever, developing a patient-provider relationship can take 
time.

I just do a lot of encouragement and just like we 
believe in you, we love you [laughs] you know. I’ve 
known them for ten years. Like one patient I said 
“man we could be sisters. I’ve seen you in your good 
times, I’ve seen you in your bad times, I’ve seen you 
grouchy, [laughs] dope sick”, I’ve seen just because 
I’ve worked in so many like see them on the street, see 
them in the clinic, see them you know. So really, at 
the end of the day, I think the biggest thing is a rela-
tionship (Methadone Case Coordinator 2).

In building an effective therapeutic relationship, every 
recovery step—however small—is celebrated. This rela-
tionship is fostered by the patients’ desire and determi-
nation to show active engagement in their care and in 
everyday activities that demonstrate their agency as “pro-
ductive” members of society.

If we need any help in basically anything like we 
need somebody to talk to or job, resume hunting or 
something... ’Cause I needed a little bit of money last 
week for my daughter’s graduation gift, so they hired 
me to do some cooking. I went in there and cooked 
them a quick couple meals and boom, gave me some 
money. So, if I need some stuff like that, they help 
out…they help out a lot. These two ladies are very 
well, they do a good job (Male patient, 38 years old).

Building a therapeutic alliance with the patients is vital 
as it made patients feel valued, inspired and promoted a 
positive attitude towards their treatment. Trust building 
was enhanced when patients were honest, consistent and 
adhered to treatment contracts. HCPs were then able to 
advocate for patients as required.

I had a guy that he, he just started a new job that 
was a Monday to Friday kind of like 8:30 to 6:00 job 
like he was doing trucking. So, he couldn’t, he legit-
imately couldn’t make it into the store, and it was 
a new job for him, he was trying to do really good, 
trying to better himself, and so I talked to the doctor 
and recommended that we switch to like a Saturday 
pickup so that he could then make it to work every 
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day and you know he was a patient that was doing 
pretty well before so it was something that I recom-
mended to the doctor and the doctor agreed because 
we need to, we need to work with patients (Pharma-
cist 2).

HCPs required patience to build therapeutic relation-
ships with the patients. New patients often struggled to 
appreciate the necessity of the rules of the treatment con-
tract and, as such, needed to be socialized on boundaries 
and treatment requirements.

No, I’d say the regular patients are not that- they’re 
not challenging at all. When we get some new 
patients, sometimes there can be challenges. It’s 
almost like kind of getting them to getting to know 
where their boundaries are, right? And if they had a 
much bigger boundary before, they usually get reeled 
in pretty quick. So that’s a challenge. Just for them 
to know what’s acceptable and not acceptable at our 
place, right? How much running we’re going to do for 
them, and how much we’re not (Pharmacist 1).

Even with boundaries that appeared to be challenging 
to navigate, patients benefitted from positive and mutu-
ally respectful encounters with HCPs, which accelerated 
the development of the therapeutic alliance. Support-
ive HCPs made a tangible and positive impact on the 
patients.

Well, the system, the Suboxone program, yeah, it is 
a big help, actually. I was going through some stuff 
here the past month and the coordinator, their doc-
tor, really helped me through it, and he was really 
helpful (Female patient, 32 years old).

Applying the “Doctor as a Person” concept
The “doctor-as-person” concept addresses the HCPs sub-
jectivity inherent in the patient-patient relationship [17]. 
This dimension calls upon the HCP to reflect and have 
self-awareness of emotional responses that may influence 
the patient-HCP relationship. In this study, it was evident 
that the patients’ experiences with substance use, ability 
to adhere to treatment contracts, and commitment to 
recovery significantly influenced the HCP’s perception of 
the patient.

Some HCPs detach themselves from being influenced 
by the social realities that patients face, and solely focus 
on the treatment guideline as the basis for a therapeutic 
alliance. HCPs deemed rigidly following the treatment 
guidelines as necessary because it ensures patients’ safety 
from overdosing, especially if they continue using sub-
stances. Using the treatment guidelines allows the HCP 

to be objective in the therapeutic encounter, even though 
encounters may come across as cold and non-supportive.

I’ve never taken things personally [with patients on 
methadone treatment]. It’s gotta be professional. 
And with my prior careers too and stuff, I’ve always 
been able to deal with situations well. It’s never 
affected me mentally or emotionally. And that’s the 
type of person I am. How I’ve seen it affect people—
death has affected people. I’ve seen that. I’ve seen 
death numerous times, and never affected me. So, in 
a case where these people are, it’s professional, right? 
One patient got emotional yesterday, and I feel for 
her, but it just doesn’t affect me (Methadone Case 
Coordinator 3).

HCPs reported the need to set boundaries when caring 
for patients on MOUD. At times, these boundaries come 
across as blunt and emotionless, but provide HCPs with 
a means to stay professional when working with patients. 
Boundaries protect HCPs by helping them abide to the 
treatment guidelines, even if it means they are seen as 
rigid in their patient interactions Patient’s engagement 
with care can nonetheless influence the way the providers 
perceive them.

There’s some patientele that I enjoy working with. 
And there’s some patientele I don’t usually, because 
they [the patients] don’t do anything for themselves, 
right? So, for the ones that are proactive and want-
ing to legitimately better themselves, I enjoy working 
with them (Methadone Case Coordinator 3).

Some patients may feel the boundaries and treatment 
contract set by HCPs acted as barriers to achieving full 
recovery, ultimately hindering the ability to form a thera-
peutic alliance. But patients were also aware that some 
interactions with HCPs might be informed by prior expe-
riences with patients, both positive and negative.

[when talking about carries] the doctors are really 
just… I can’t explain it. Maybe they had some really 
bad experiences that makes them… I don’t know, I 
don’t wanna judge them because I don’t know. But 
I think there’s a really big lack of education, big 
time…. (Female patient, 43 years old).

Over time, patients got used to the treatment structure 
set in place to guide their recovery. With an understand-
ing of the rationale for the treatment approach, patients 
were more cooperative and did not have hard feelings 
towards HCPs, especially when their requests were not 
considered.

No, no. Actually, the staff out here has been pretty 
good. They [the staff] actually come to me with ques-
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tions wanting to talk so they’ve been pretty good 
(Male patient, 31 years).

Despite the boundary setting that can appear rigid, 
HCPs celebrated with the patients when they made 
progress in their treatment journey. This rejoicing rec-
ognized the hard work that both the patient and the pro-
vider had invested in the patients’ recovery journey.

Success can be a number of things. Sometimes it can 
be as little as harm reduction, whereby instead of 
using substances fourteen times in two weeks, maybe 
they’ve used it four times. It can be making progress 
in their recovery whereby at the time of enrollment 
in the program, all they had was a backpack. And 
then, a month or two later, they found stable hous-
ing, and then they’re working on going to get their 
children back. Like this is the most rewarding career 
in terms of seeing the changes that happen so quickly 
in patients’ lives (Methadone Case Coordinator 4).

Setting boundaries between the patient and the HCP 
allows practitioners to be objective in their therapeutic 
encounters. Although developing a trusting therapeutic 
relationship took time, helping patients understand the 
rationale behind their treatment structure was positive in 
their recovery journey.

Discussion
We explored the extent to which the framework of PCC 
is applicable and relevant in highly restrictive methadone 
treatment programs. As a specialized clinic, the metha-
done treatment program is based on the biomedical 
model, which creates limits for HCPs to accommodate 
the patients’ unique desires and needs. Thus, there are 
limitations to the extent PCC can be incorporated within 
the current, highly restrictive methadone treatment 
programs.

Comprehensive assessment of the patient’s condition 
and treatment preferences at enrollment to the metha-
done treatment program allows for planning and map-
ping wraparound services that are important to the 
patient [27]. The information gathered during the initial 
assessment could provide an opportunity for HCPs to 
anticipate the patients’ recovery trajectory and collabora-
tively plan ways to care and support the patient in their 
recovery. However, HCPs often determine patients’ suit-
ability for the program based on clinical markers stipu-
lated in the practice guidelines. When HCPs do not have 
a clear understanding of patients’ needs and goals or 
their lived experiences, it may perpetuate negative atti-
tudes towards those who use substances. This may have 
a negative impact on patient engagement with care and 
treatment outcomes [28].

Clinical settings with comprehensive services tend to 
have an increased retention to care and positive treat-
ment outcomes compared to those that don’t [29, 30]. 
Patients were more motivated to engage and remain 
in treatment if the treatment addressed their mental, 
physical and social health, and the interventions assisted 
them to be more functioning in society [31]. The lack of 
comprehensive services for those on MOUD presents a 
missed opportunity to incorporate PCC within treat-
ment, as there were limited ways from initiation for 
patients to be actively engaged in their care [30].

As a biomedically oriented clinic, the methadone treat-
ment program does not provide opportunities for shared 
decision-making power between patients and the HCPs. 
As patients are motivated to engage and remain in treat-
ment to become fully functioning society members if 
their needs are met [31]. Sharing decision-making privi-
leges with the patients can have tremendous impacts on 
their clinical outcome, including better quality of life 
from social, emotional, and mental domains [32]. Yet, to 
apply a PCC framework, HCPs are required to holisti-
cally consider the unique circumstances that may affect 
patients’ ability to engage with care as per the treatment 
contract [17]. These circumstances may include the home 
environment, social support, patient preferences, and rel-
evant socioeconomic variables [17, 33]. As such, current 
treatment rules and requirements, such as daily phar-
macy visits to receive their methadone dose, may prevent 
patients from reintegrating fully into society, as it may 
interfere with inflexible work schedules or the ability to 
travel [34]. Therefore, these restrictions create a barrier 
to care and cause patients to lose motivation to continue 
treatment [31, 35].

Patients on MOUD have multiple and complex health 
needs that require assistance and support to access care. 
With limited linkage services provided by the methadone 
treatment clinic, long waiting times and lack of material 
and social capital resources necessary to navigate care 
hampered patients’ ability to access these services. To 
foster support for these patients, implementing inexpen-
sive interventions such as peer recovery support services 
that have been effective in linking patients to required 
services is needed [31, 36, 37]. Peer-based interventions 
can include multiple dimensions of support such as men-
torship and education, from those who have lived expe-
riences using substances [36]. Peer-based interventions 
can also provide much-needed support and encourage-
ment to empower patients to take responsibility for their 
recovery [31, 35–37].

People on MOUD hypothesize that peer-based inter-
ventions would play a positive role in their care—from 
outreach to promote programs to assisting with navigat-
ing treatment expectations [31]. In these environments, 
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implementing peer recovery intervention values lived 
experiential knowledge, can help decrease substance use, 
and increase treatment adherence [36, 37]. For example, 
Bernstein [38], found that when participants had a brief 
motivational telephone call with someone with lived sub-
stance use experience, they were more likely to be absti-
nent from cocaine and heroin after a six-month period. 
This example highlights how peer-based interventions 
can be minimal, requested by people on or thinking 
about MOUD, and increase treatment adherence.

The therapeutic alliance is thought to be an essential 
PCC aspect [31, 38]. Facilitating strong interpersonal 
relationships allows patients to feel empowered, have 
autonomy in their care, and enhance active engagement 
in treatment [31]. When patients feel respected and 
appreciated, they are more inclined to remain in treat-
ment [31]. However, if the alliance is not well-formed, 
patients’ experience and recovery can be hampered by 
unsafe patient-provider encounters that can cause stigma 
within healthcare systems [34, 39]. Ineffective therapeutic 
alliance may also result in resentment with patients who 
can misinterpret treatment contract requirements—such 
as urine toxicology tests and observation of methadone 
ingestion—as policing, which was shown within this 
study. To promote empathy, support, and caring, HCPs 
need to appreciate patients’ social determinants of health 
and the root causes of inequities faced by patients [13].

Additionally, limited time may be a factor that hinders 
the ability to build a therapeutic relationship between 
HCPs and patients. As mentioned by participants, there 
is limited time resources by the physician to spend with 
patients attending the methadone treatment program. 
More quality time spent with patients contributes to 
higher patient satisfaction and potentially better patient 
outcomes for those with chronic conditions [40]. Other 
recommendations to improve time spent with patients to 
improve satisfaction include having clear and consistent 
expectations, actively listening to patient concerns, and 
engaging patients’ in their care [40]. All of these sugges-
tions directly align to with a framework of PCC. Incor-
porating management of the time spent with patients 
may require a culture shift within organizations to focus 
on understanding and valuing the voice and lived experi-
ences of patients.

When HCPs appear overly professional, the patient 
may inadvertently see them as being superior, ingenuine 
and untrustworthy which creates challenges when devel-
oping a mutually beneficial therapeutic alliance as power 
is not balanced [41]. With this, professionalism may hin-
der the ability to form a mutually beneficially therapeutic 
alliance. Considering there are professional obligations 
that HCPs have when following treatment guidelines for 
MOUD, their need to be professional may be heightened 

considering the potential for internalized stigmatiz-
ing beliefs around people who use substances [42]. For 
example, a common belief is that people who use sub-
stances are not to be trusted, which may create tensions 
between the ability for the HCP to maintain boundaries 
and be professional, while incorporating patient desires 
into treatment [42]. Boundary setting for HCPs work-
ing with challenging patients can prove to be difficult as 
tensions exist between the care that HCPs may want to 
provide, versus the care they are able to provide given the 
constraints of the health care system and culture within 
it [43].

The concept of a doctor as a person invites self-reflec-
tion and self-awareness of who the HCP is to the patient. 
This concept also influences the way HCPs relate with 
patients and their ability to empathize with the patients’ 
condition. Irrespective of the methadone treatment clin-
ic’s limitations, patients respond best when HCPs are 
seen to be caring, supportive, hopeful, empathetic, and 
genuine in their encounters [27]. Caring HCPs can facili-
tate trusting relationships, empower patients, and ensure 
optimal patient care is provided [44]. Furthermore, 
communicating care to patients can provide an avenue 
for patients to share their concerns and hopes with the 
HCPs, and provide input to their care [17]. By practic-
ing both caring and self-awareness, HCPs can attend to 
any inherent biases, stigmas, or beliefs that may hinder 
them from communicating positive regard to the patients 
[17, 39]. Moreover, applying caring concepts can create 
a mechanism where patients are supported holistically, 
trusting in their abilities, validating experiences, and 
being present to their experiences [44].

Fragmented health services, lack of collaboration 
between the community health center and the metha-
done treatment, and a biomedical approach to treatment 
are significant impediments to PCC being fully opera-
tionalized [27]. Nevertheless, although the provincial 
jurisdiction provides the biomedical framework of meth-
adone treatment, possibilities of enhancing PCC can be 
imagined by reorienting the focus of methadone treat-
ment to patient-centred and recovery-oriented care [27]. 
Such an approach would privilege patient engagement 
with care and recovery instead of seeking absolute absti-
nence from substances while on treatment [27]. Recov-
ery-oriented care emphasizes equitable distribution of 
services, patient-oriented goals and interventions to 
increase recovery capital [33]. In this approach, attention 
is paid to the type of social capital—human relationships, 
physical capital, economic; human capital, individual 
attributes; and cultural capital, values, and beliefs avail-
able to the patients for recovery [33].

Recovery-oriented care, therefore, focuses on pro-
viding support and management at each stage of the 
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recovery process, before initiating treatment, during 
treatment, and post-treatment [45]. Building recov-
ery capital can include utilizing peer supports, focus-
ing on reducing harm, educating HCPs to understand 
social justice principles for equitable distribution of 
resources, understanding historical trauma and the 
impact of racism on health, and working towards a 
treatment program rooted in PCC [27, 33, 46].

Shifting the approach to care from restrictive treat-
ment contracts towards building recovery capital can 
be a starting point at the clinics to encourage recovery 
orientation [27, 33]. A PCC framework reinforces and 
overlaps with principles of recovery capital and social 
justice and can allow for fair distribution of society’s 
benefits and responsibilities and their consequences 
[47]. Moreover, integrating the framework of PCC and 
social justice can reorient focus to the root cause of 
inequities that predispose one to risks for substance use 
and impact treatment outcomes.

Finally, incorporating patients with lived experi-
ences of methadone treatment in the MOUD clinic can 
increase provider responsiveness towards patients with 
OUD. Using the mantra of “nothing about us without 
us” [48] to guide the clinic operations and develop-
ment of policies that determine patient’s retention to 
care can shift thinking towards a framework of PCC. 
Patients and their families can actively be involved in 
treatment so that the HCPs can benefit from their 
experiential knowledge and can ensure patients pref-
erences are considered in the care they receive, which 
in turn can increase satisfaction with care and improve 
treatment outcomes [49].

The limitations of this study must be acknowledged. 
This study was based on self-reported information 
about how the HCPs and patients interacted to pro-
vide care. A policy analysis of the methadone treat-
ment framework was not conducted as part of the 
study. Since this paper is part of a larger study, the PCC 
framework was applied in the secondary data analysis 
and did not inform original instrument development 
for data collection. Considering this was a small and 
specific sample size, as with most qualitative research, 
there is little transferability or generalizability to larger 
populations or diverse groups. The use of the doctor as 
a person in the PCC is a misnomer as it assumes that 
only doctors can engage in PCC. In multidisciplinary 
settings, it is best to think of HCPs as a person to repre-
sent that concept best. We acknowledge that treatment 
for substance use disorders is complex and requires a 
judicious appraisal of the patients’ needs, best practices 
in care, and research evidence. Because patients’ needs 
are unique, PCC undoubtedly would look different and 
unique to each patient. Constant striving to act within 

the patient’s best interest can perhaps be an excellent 
guiding principle when providing care within a bio-
medical framework.

Conclusion
Principles of PCC are highly applicable within the con-
text of a methadone treatment clinic. Although barriers 
exist within the current biomedical, restrictive model of 
care, there are possibilities to reorient treatment to shift 
towards recovery and a patient-oriented care model 
without disrupting the treatment framework’s philoso-
phy. Such a shift in practice would emphasize retention 
of patients instead of reinforcing compliance, as strength-
ening restrictive compliance often leads to low reten-
tion. Within a framework of PCC patient expectations to 
abide by the treatment terms need to be tempered by the 
determinants of health that they experience. Engaging in 
a social justice framework can shift HCPs perspectives 
towards a model of PCC as together these frameworks 
can foster collaborative care, power sharing, and health 
equity with all those involved in the care of patients on 
MOUD. Tension between person centred care that is 
informed by the need to be human, and task focussed 
care that is dictated by the protocols and guidelines that 
prescribe care to patients need to be acknowledged and 
negotiated.

Abbreviations
OUD: Opioid use disorders; MOUD: Medications for opioid use disorders; HCPs: 
Health care providers; PCC: Patient centered care.

Acknowledgements
The authors would like to thank Ibrahim Wunpini Mashoud and Kara Dickson-
Hoffman for proofreading the manuscript.

Authors’ contributions
KM was involved in manuscript writing and attended to revisions provided. 
GM conceptualized the project, collected and analyzed data, and was 
involved in manuscript writing. JS was involved in writing the manuscript and 
proofread the draft for completeness. All authors read and approved the final 
manuscript.

Funding
University of Saskatchewan Recruitment and Retention Funds.

 Availability of data and materials
Data are available upon request due to privacy or other restrictions.

Declarations

Ethics approval and consent to participate
Ethics approval was granted by the University of Saskatchewan Research 
Ethics Board.

Consent for publication
The authors give their consent for publication.

Competing interests
The authors have no competing interests.



Page 13 of 14Marshall et al. Addict Sci Clin Pract           (2021) 16:42  

Author details
1 University of Saskatchewan, Saskatoon, Canada. 2 Selkirk College, Castlegar, 
Canada. 

Received: 2 February 2021   Accepted: 17 June 2021

References
 1. Bruneau J, Ahamad K, Goyer M-È, Poulin G, Selby P, Fischer B, et al. Man-

agement of opioid use disorders: a national clinical practice guideline. 
Can Med Assoc J. 2018;190(9):E247.

 2. Kampman K, Jarvis M. American Society of Addiction Medicine (ASAM) 
national practice guideline for the use of medications in the treatment of 
addiction involving opioid Use. J Addict Med. 2015;9(5):358–67.

 3. Bourgois P. Disciplining addictions: The bio-politics of methadone and 
heroin in the United States. Cult Med Psychiatry. 2000;24(2):165–95.

 4. Harris S. To be free and normal: addiction, governance, and the therapeu-
tics of buprenorphine. Med Anthropol Q. 2015;29(4):512–30.

 5. Maina G, Tahir H, Docabo A, Kahia N, Brunelle C. Exploring health-care 
providers’ experiences in the care of patients on opioid agonist treatment 
in two western Canadian clinics. Canad J Nurs Res. 2019;52(1):15–24.

 6. Kolind T, Hesse M. Patient-centred care-perhaps the future of substance 
abuse treatment. Addiction. 2017;112(3):465–6.

 7. Kirby T, Barry AE. Alcohol as a gateway drug: A study of US 12th graders. J 
Sch Health. 2012;82(8):371–9.

 8. National Institute on Drug Abuse. Part 2: co-occurring substance use 
disorder and physical comorbidities. 2020.

 9. Medina-Perucha L, Scott J, Chapman S, Barnett J, Dack C, Family H. A 
qualitative study on intersectional stigma and sexual health among 
women on opioid substitution treatment in England: implications for 
research, policy and practice. Soc Sci Med. 2019;222:315–22.

 10. Mburu G, Ayon S, Tsai AC, Ndimbii J, Wang B, Strathdee S, et al. “Who has 
ever loved a drug addict? It’s a lie. They think a ‘teja’ is as bad person”: 
Multiple stigmas faced by women who inject drugs in coastal Kenya. 
Harm Reduct J. 2018;15(1):29.

 11. Luo S, Lin C, Feng N, Wu Z, Li L. Stigma towards people who use drugs: 
a case vignette study in methadone maintenance treatment clinics in 
China. International Journal of Drug Policy. 2019;71:73–7.

 12. O’Connor AM, Cousins G, Durand L, Barry J, Boland F. Retention of 
patients in opioid substitution treatment: a systematic review. PloS ONE. 
2020;15(5):e0232086.

 13. Canadian Nurses Association. Social Justice… a means to an end, an end 
in itself. 2010.

 14. Canadian Nurses Association [CNA]. Ethics in practice for Registered 
Nurses. 2009.

 15. Park SE, Grogan CM, Mosley JE, Humphreys K, Pollack HA, Friedmann 
PD. Correlates of patient-centered care practices at US substance use 
disorder clinics. Psychiatric Serv. 2020;71:35–42.

 16. Epstein RM, Street RL. The values and value of patient-centered care. Ann 
Fam Med. 2011;9(2):100–3.

 17. Mead N, Bower P. Patient-centeredness: a conceptual framework and 
review of the empirical literature. Soc Sci Med. 2000;51(7):1087–110.

 18. Ruderman C, Tracy CS, Bensimon CM, Bernstein M, Hawryluck L, Shaul RZ, 
et al. On pandemics and the duty to care: whose duty? Who cares? BMC 
Med Ethics. 2006;7(1):5.

 19. Varkey B. Principles of clinical ethics and their application to practice. 
Med Princ Pract. 2020;5:78.

 20. Barrio P, Gual A. Patient-centered care interventions for the management 
of alcohol use disorders: a systematic review of randomized controlled 
trials. Patient Prefer Adher. 2016;10:1823–45.

 21. Quill TE, Brody H. Physician recommendations and patient autonomy: 
Finding a balance between physician power and patient choice. Ann 
Intern Med. 1996;125(9):763–9.

 22. Kramer MHH, Bauer W, Dicker D, Durusu-Tanriover M, Ferreira F, Rigby SP, 
et al. The changing face of internal medicine: Patient centred care. Eur J 
Intern Med. 2014;25(2):125–7.

 23. Nissen LB. Strengthening a social justice lens for addictions practice: 
Exploration, reflections, possibilities and a challenge to our shared work 

to promote recovery among the most vulnerable. New York: ATTC Mes-
senger; 2014.

 24. Schiff T, Rieth K. Projects in medical education: “Social Justice in Medicine” 
a rationale for an elective program as part of the medical education cur-
riculum at John A. Burns School of Medicine. Hawaii J Med Public Health. 
2012;71(4):64–7.

 25. Singer M, Page JB. The social value of drug addicts: uses of the useless. 
New Jersey: Routledge; 2016.

 26. Kiger ME, Varpio L. Thematic analysis of qualitative data: AMEE Guide No. 
131. Med Teach. 2020;42(8):846–54.

 27. Fox AD, Jakubowski AU, Giftos J. Enhancing treatment access and effec-
tiveness: Toward patient-centered models of care. In: Kelly JF, Wakeman 
SE, editors. Treating opioid addiction. Totowa: Humana Press; 2019. p. 
197–222.

 28. van Boekel LC, Brouwers EPM, van Weeghel J, Garretsen HFL. Stigma 
among health professionals towards patients with substance use dis-
orders and its consequences for healthcare delivery: systematic review. 
Drug Alcohol Depend. 2013;131(1–2):23–35.

 29. Bergman BG, Fallah-Sohy N, Hoffman LA, Kelly JF. Psychosocial 
approaches in the treatment of opioid use disorders. In: Kelly JF, Wake-
man SE, editors. Treating opioid addiction. 1st ed. Totowa: Humana Press; 
2019. p. 109–38.

 30. Fan X, Zhang X, Xu H, Yang F, Lau J, Li J, et al. Effectiveness of a psycho-
social intervention aimed at reducing attrition at methadone main-
tenance treatment clinics: A propensity score matching analysis. Int J 
Environ Res Public Health. 2019;16:22.

 31. Lachapelle É, Archambault L, Blouin C, Perreault M. Perspectives of 
people with opioid use disorder on improving addiction treatments and 
services. Drugs. 2020;7:1–12.

 32. Vahdat S, Hamzehgardeshi L, Hessam S, Hamzehgardeshi Z. Patient 
involvement in health care decision making: a review. Iran Red Cres Med 
J. 2014;16:187.

 33. Cloud W, Granfield R. Conceptualizing recovery capital: expansion of a 
theoretical construct. Subst Use Misuse. 2008;43(12–13):1971–86.

 34. Harris J, McElrath K. Methadone as social control: Institutionalized stigma 
and the prospect of recovery. Qual Health Res. 2012;22(6):810.

 35. Randall-Kosich O, Andraka-Christou B, Totaram R, Alamo J, Nadig M. Com-
paring reasons for starting and stopping methadone, buprenorphine, 
and naltrexone treatment among a sample of white individuals with 
opioid use disorder. J Addict Med. 2020;14(4):e44.

 36. Eddie D, Hoffman L, Vilsaint C, Abry A, Bergman B, Hoeppner B, et al. Lived 
experience in new models of care for substance use disorder: a system-
atic review of peer recovery support services and recovery coaching. 
Front Psychol. 2019;10:245.

 37. Marshall C, Piat M, Perreault M. Exploring the psychological benefits and 
challenges experienced by peer-helpers participating in take-home 
naloxone programmes: a rapid review. Drugs. 2018;25(3):280–91.

 38. Marchand K, Beaumont S, Westfall J, Macdonald S, Harrison S, Marsh DC, 
et al. Conceptualizing patient-centered care for substance use disorder 
treatment: Findings from a systematic scoping review. Subst Abuse Treat 
Prevent Policy. 2019;14(1):1–15.

 39. Woo J, Bhalerao A, Bawor M, Bhatt M, Dennis B, Mouravska N, et al. “Don’t 
judge a book by its cover”: a qualitative study of methadone patients’ 
experiences of stigma. Subst Abuse. 2017;11(11):1–12.

 40. Dugdale DC, Epstein R, Pantilat SZ. Time and the patient-physician rela-
tionship. J Gener Intern Med. 1999;14:S34–40.

 41. Bachelor A. Patients’ perception of the therapeutic alliance: a qualitative 
analysis. J Couns Psychol. 1995;42(3):323–37.

 42. Paquette CE, Syvertsen JL, Pollini RA. Stigma at every turn: Health 
services experiences among people who inject drugs. Int J Drug Policy. 
2018;57:104–10.

 43. Sharp S, McAllister M, Broadbent M. The tension between person centred 
and task focused care in an acute surgical setting: a critical ethnography. 
Collegian. 2018;25(1):11–7.

 44. Wojnar MW. Theory of caring. In: Alligood MR, editor. Nursing theorists 
and their work. 9th ed. St Louid: Mosby; 2018.

 45. El-Guebaly N. The meanings of recovery from addiction evolution and 
promises. J Addict Med. 2012;6(1):1–9.

 46. Smye V, Browne AJ, Varcoe C, Josewski V. Harm reduction, methadone 
maintenance treatment and the root causes of health and social 



Page 14 of 14Marshall et al. Addict Sci Clin Pract           (2021) 16:42 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

inequities: An intersectional lens in the Canadian context. Harm Reduct J. 
2011;8(1):17.

 47. Canadian Nurses Association. Code of ethics for registered nurses. 2017.
 48. Chu LF, Utengen A, Kadry B, Kucharski SE, Campos H, Crockett J, et al. 

“Nothing about us without us”-patient partnership in medical confer-
ences. BMJ. 2016;354:3883.

 49. Lindhiem O, Bennett CB, Trentacosta CJ, McLear C. Patient preferences 
affect treatment satisfaction, completion, and clinical outcome: A meta-
analysis. Clin Psychol Rev. 2014;34(6):506–17.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Plausibility of patient-centred care in high-intensity methadone treatment: reflections of providers and patients
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusion: 

	Background
	Methods
	Results
	A focus on biopsychosocial perspective
	The “Patient-as-Person”
	Sharing power and responsibility
	Developing a therapeutic alliance
	Applying the “Doctor as a Person” concept

	Discussion
	Conclusion
	Acknowledgements
	References




