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Abstract
Background
Moral conservatism within government and communities has resulted in a reluctance to support the provision of opioid agonist therapy for people with opioid use disorders in South Africa. In April 2017, South Africa’s first low-threshold opioid agonist therapy demonstration project was launched in Durban. The project provided 54 low-income people with heroin use disorders methadone and voluntary access to psychosocial services for 18 months. At 12 months, retention was 74%, notably higher than the global average. In this paper, we aim to make sense of this outcome.

Methods
Thirty semi-structured interviews, two focus groups, ten oral histories and ethnographic observations were done at various project time points. These activities explored participants’ pathways into drug use and the project, their meaning attributed to methadone, the factors contributing to project success and changes they experienced. Recordings, transcripts, notes and feedback were reviewed and triangulated. Key factors contributing to retention were identified and analysed in light of the existing literature.

Results
The philosophy and architecture of the project, and social cohesion were identified as the main factors contributing to retention. The use of a harm reduction approach enabled participants to set and be supported to achieve their treatment goals, and was shown to be important for the development of trusting therapeutic relationships. The employment of a restorative justice paradigm provided a sense of acceptance of humanity and flaws as well as an imperative to act responsibly towards others, fostering a culture of respect. Social cohesion was fostered through the facilitation of group sessions, a peace committee and group sport (soccer). In concert, these activities provided opportunities for participants to demonstrate care and interest in one another’s life, leading to interdependence and care, contributing to them remaining in the project.

Conclusions
We believe that the high retention was achieved through attraction. We argue that opioid agonist therapy programmes should take the principles of harm reduction and restorative justice into consideration when designing low-threshold opioid agonist therapy services. Additionally, ways to support cohesion amongst people receiving agonist therapy should be explored to support their effective scale-up, both in low-middle income countries and in high-income countries.
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Background
Heroin use in South Africa has gone mostly unnoticed, mainly due to the lack of robust prevalence data and the ‘rebranding’ of heroin using local names [1]. There has been a slow realisation that drugs locally termed ‘spices’, ‘whoonga’, ‘unga’, ‘sugars’ and ‘nyaope’ all have heroin as the primary active ingredient [2]. Further, people who use drugs are criminalised, heavily policed and are generally not considered as deserving of attention and specialised services [3, 4]. Despite the lack of data on the number of heroin users, increases in trafficking have been documented [1] and the number of people accessing treatment for heroin use disorders over the past two decades has increased [5]. The increases in trafficking and treatment admission, combined with anecdotal evidence, press reports and personal experience, strongly suggest a rapid and significant rise in the use of heroin in South Africa.
Despite the rise in heroin use and an increase in injecting use [1], there is no institutional framework to deal with the public health crisis that predictably follows the increased dependent use of unregulated opioids [6]. Opioid agonist therapy is the gold standard for helping people resolve heroin dependence [7–9]. Methadone and buprenorphine are recommended medications for opioid agonist therapy [10]. Methadone in the right doses and prescribed as a maintenance therapy decreases heroin use, reduces injecting, improves health, reduces HIV and hepatitis C infections [11–14], improves social function and reduces criminal activities [15, 16].
The scale-up of opioid agonist therapy in lower- and middle-income countries has been hampered by political, moral and cultural opposition to this approach [17, 18]. In countries (including in Africa) where opioid against therapy has been made available, the approach has often been regimented and authoritarian and has taken place primarily within medical settings. This has negatively affected retention and therefore ultimately its effectiveness [8, 19, 20].
Factors influencing retention in opioid agonist therapy
The benefits of opioid agonist therapy become more noticeable over time [21, 22], which is why retention in such programmes is a significant indicator of success. Opioid agonist therapy is strongly advocated by those who adhere to a harm reduction approach to drug use. This approach focuses on reducing drug-related harms [23] rather than on enforcing a prescribed outcome. Treatment goals in a harm reduction setting could range from abstinence to a reduction or more structured or safer form of use. When dealing with opioid use, treatment goals can be aided by opioid agonist therapy. The success of opioid agonist therapy in reducing the harms associated with drug use is significantly linked to retention in such programmes. Important structural, programme, relational and social factors that influence retention are summarised below.
Structural factors, like geographical location, economic conditions, employment, legal status and housing, are more predictive of initiation and retention in opioid agonist therapy [24, 25] than individual factors. Low-threshold programmes facilitate higher retention as they are designed to reduce barriers to entry (including eligibility criteria), are patient-centred, and take a non-punitive approach to drug use and support people in situations of structural precariousness [26–28].
Programmatic factors include dosing, duration of services, programme design and philosophy and standard operating procedures [29]. Changes in retention according to dose are well documented, and methadone maintenance doses should range between 60 mg and 120 mg [30] to optimise effect and retention. Take-home doses increase retention rates because they allow for autonomy, flexibility, and social integration [15, 31, 32]. Retention is further enhanced in the presence of optimal counselling and patient involvement in decision-making, non-punitive approaches to illicit drug use and realistic expectations of employment [33]. Contingency management using incentives has also been shown to improve retention [34, 35].
Individual factors, such as personal characteristics, are often viewed as important predictors of retention. In some studies, younger age [21, 36] and poor motivation predict lower retention. However, there is little critical evaluation of the ‘why’ there is low motivation in the first instance, nor of the ‘sense-making’ that the individual attributes to the attractiveness or appropriateness of the service. Significant literature does seem to indicate that individual characteristics are less important than the counsellor or project characteristics in predicting the resolution of dependent drug use and retention rates in opioid agonist programmes [37–39].
The existence of therapeutic relationships is one of the best predictors of favourable outcomes. Retention is enhanced in the presence of mutually respectful, non-stigmatising, trusting and collaborative relationships [20, 40, 41]. In healthy therapeutic relationships, clinical staff focus on problem-solving as a joint venture with participants when challenges emerge and interactions are bi-directional. When a harm reduction approach underpins the framework of an opioid agonist therapy service, there is increased potential for therapeutic relations to take hold. This increased potential is because ‘harm reduction as a philosophy shifts the moral context in health care away from the primary goal of fixing individuals towards one of reducing harm’ [42]. In achieving this, harm reduction opens opportunities for promoting the health of people who often are stigmatised through social responses to problematic substance use by not imposing predetermined (and often unrealistic) expectations and outcomes on clients.
Social cohesion (or solidarity) refers to an emotional and behavioural commitment to a group. The humiliation and discrimination experienced by people who use drugs often result in ties based on a shared identity of ‘abnormality’. A closed circuit of trusted ‘comrades’ [43] surviving in stigmatising social contexts emerges amongst those who identify as people who use drugs [44–46]. To draw on the strengths of this social solidarity, many group psychosocial interventions have the potential to enable members to encourage and support one another to optimise treatment outcomes [47, 48]. Social bonds amongst members of the community of people who use drugs have been used to create viable programmes, mainly to prevent HIV infection through needle and syringe programmes [49]. There has been some examination of cohesion in ‘recovery groups’ linking cohesion to satisfaction [50], and self-efficiency [51]. Yet, we did not find any published literature that spoke to social cohesion within opioid agonist therapy programmes. We found no reference to social cohesion as an explanatory factor for retention rates. We believe this to be a serious lacuna given its importance in other treatment programmes and also given the social bonds that are often very apparent (even if conditional) within the drug use community.

South Africa’s first low-threshold opioid agonist therapy project
Opioid agonist therapy has not been scaled-up in South Africa. Neither methadone nor buprenorphine is included in the essential medicine list for opioid agonist therapy. The National Department of Health guidelines to manage opioid use disorder are currently being drafted, but there is no guarantee that this will be rolled out in the public sector in the near future, despite the drafting of an implementation plan for opioid agonist therapy in the public health sector. Currently, across South Africa ‘treatment’ programmes are mostly abstinence-based. Opioid agonist therapy is predominantly (and nominally) accessed in the private sector and is unaffordable for most people who need it [6, 52].
Within this context, we established South Africa’s first opioid agonist therapy demonstration project in the port city of Durban. This demonstration was primarily designed as an advocacy tool with the intention of showcasing the quality of life improvement amongst low-income heroin users on opioid agonist therapy. The project was located at a discrete drop-in-centre in Umbilo, an accessible working-class inner-city suburb. Methadone was provided to eligible, consenting participants under medical supervision by a team consisting of a part-time general practitioner, a nurse, a social worker and a counsellor. One of the key reasons for using methadone was that it was provided free of charge by the pharmaceutical company for the purpose of the demonstration project, over an 18-month period.
Inclusion criteria included aged 18 years or older, ≥ 12 months history of heroin use with a World Health Organization Alcohol Smoking and Substance Involvement Screening Test (ASSIST) score of ≥ 27 [53], confirmed recent use of opioids through urinalysis, no pending court case, ability to attend daily clinic visits, a person who could provide support outside the project, had stable accommodation for the past 3 months, agreed to be contacted for follow-up and provided informed consent. To minimise risks of overdose and clinical adverse events, people with an acute alcohol or benzodiazepine use disorder, a psychotic disorder or a history of severe head injury, cardiac, respiratory or liver condition were excluded. ECGs were included to identify people with potential cardiac problems at baseline and to gather data on changes over time, following the South African guidelines for the management of opioid dependence developed by the South African Addiction Medicine Society, which recommends baseline, 1 month and annual ECG assessment.
Participants came to know about the demonstration project through word of mouth on the street. Overall, 54 people were recruited over 6 months. The sample size was based on resource availability with a focus on people who smoke heroin (80% of the cohort), reflecting the modes of heroin use in the city and the country [5]. All participants signed a contract which outlined how the project would run and the prerequisites for participation.
The project adopted a harm reduction approach [54] and was designed to be low threshold. Apart from initial screening to confirm opioid use, there was no biological screening for drugs unless clinically relevant. Staff tolerated concurrent poly-drug use unless there was a significant clinical risk. There was no expectation of participation in psychosocial components. The medical team initiated take-home dosing as soon as practical. Participants received 18 months of prescribed methadone as per guidance provided by the South African Addictions Medicines Society [55], particularly in terms of initiation dosage. Although flexible dosing was offered, the average maintenance dose was 55 mg, below the recommended 60–120 mg. While the stabilisation dosage might appear low as compared with other opioid agonist treatment programmes compared with other opioid agonist treatment programmes, the dosage was adjusted in a supervised manner by the medical doctor based on levels of comfortability reported by the participants.
Most participants were male (96%) and most where Black African (63%), with a median age of 28. An overview of participant characteristics and heroin use practices at enrolment are provided in Table 1. The poor take up of females in the project was noted as significant but has not been fully researched. The increased stigmatisation of problematic drug use amongst women in South Africa, and consequently, their reduced health-seeking behaviour seems to be the most likely explanation.
Table 1Baseline characteristics and heroin use practices of clients enrolled in Durban opioid agonist therapy project (n = 54)


	 	Number
	Percent

	Sex

	 Male
	51
	96

	 Female
	3
	4

	Age
	 	 
	Median (interquartile range)
	28
	25–32

	Race

	 Mixed ancestry
	3
	6

	 Black African
	34
	63

	 Indian ancestry
	3
	6

	 White
	14
	26

	> 10 years drug use history
	30
	56

	Used heroin > 4 times per day
	31
	57

	Current pattern of heroin use for > 6 months
	47
	87

	Injected heroin in last year
	10
	19




Participants were initially seen daily for supervised dosing, with slow up-titration until a stable, optimal individualised maintenance dose was reached. Once stable, participants were seen monthly by the doctor and by a nurse at each dosing visit. After 3 months, participants were considered for take-home doses (moving from weekends to longer periods of time). Take-home doses were generally provided to an identified support person. Support people were educated around methadone and the project and were crucial in ensuring that doses were collected from the drop-in centre and taken as prescribed. Participants who missed three consecutive doses had doses reduced as per clinical guidelines. Participants who missed more than 30 consecutive doses were considered lost to follow-up. Participants who were lost to follow-up were not excluded from the project. Instead, they were encouraged to re-join the project, following a medical assessment and discussion with the clinical and psychosocial team. Retention at 6 months was 81%, with a significant reduction in heroin use and a significant improvement in mental health [56]. At 12 months, retention was 74%, with notable improvements in participants’ quality of life [56].
This paper aims to explore the factors underlying the high retention rate and develop recommendations for drug policy development and programme architecture.


Methods
To gain a nuanced understanding, we used several different qualitative research methods, including semi-structured interviews (n = 30), focus group discussions (n = 2), oral histories (n = 10) and ethnographic observations. Data was triangulated to provide rich descriptions and enable nuanced interpretation of the information obtained from the various methods.
A qualitative research team was established, based at the Urban Futures Centre at the Durban University of Technology. A qualitative researcher, Sibonelo Gumede (SG), conducted the in-depth interviews, focus group discussions and completed ethnographic observations. SG was the same age as the majority of the participants and is fluent in local languages (English and Zulu). The qualitative research was overseen and analysed by Monique Marks (MM), an established qualitative research professor with a doctorate in sociology and a trained social worker. Anna Versfeld (AV), a senior social scientist with a doctorate in medical anthropology and well-versed in conducting participatory research with people who use drugs, co-facilitated the focus group discussions. Andrew Scheibe (a medical doctor with a decade long experience of harm reduction health service provision in South Africa) and Shaun Shelly (an experienced substance use treatment programme and policy advisor) worked with MM to design and monitor the project and to interpret the results of the qualitative data. Strong bonds of trust existed between the researchers and the participants, augmenting transparency in conversations and interactions and thereby enhancing the validity of the research.
The semi-structured interviews explored participants’ pathways into drug use and the opioid agonist therapy project, their meaning attributed to methadone, the factors contributing to project success and changes they experienced in their daily lives. These interviews were done at different times—ten at baseline, ten around the 6-month point and ten around the 12-month point. Interviewees were self-selected, based on willingness to participate. Interviewees were diverse in terms of age and their consistency in the programme. People who injected heroin were included in each of the 6-month interview cohorts. Interviews were not intended to be longitudinal, and as a result, only some of the interviewees were interviewed more than once. SG conducted the interviews, which he recorded and transcribed. SG and MM developed a coding system using Nvivo for the interview data.
Focus group discussions took place around 8 months after the project started. These groups allowed participant to share ideas and perspectives about being part of the demonstration project. The focus groups also provided a forum for them to reflect on their experiences and to vocalise these reflections. Focus group questions were centred on reasons for participation in the study, experiences of being on methadone and factors that contributed to retention. Focus group participants were active in the mindfulness groups run by peers and the psychosocial team. One focus group consisted of ten participants and the other of seven. SG and AV facilitated the groups in English and Zulu. Written notes were taken while the focus groups were being conducted. These were also coded using Nvivo.
MM conducted oral histories at around the 12-month interval. The reason for this time interval was that at this point, participants had been on the programme for a considerable period of time. This time interval also allowed for the identification of participants who had opted out of the programme to be identified and interviewed. Their stories were viewed as equally important in making sense of their life journeys and their choices in regard to their drug use. Oral history interviews were unstructured and provided participants the opportunity to tell their life histories in a manner they were comfortable with. Oral histories allowed for an in-depth exploration of participants’ life circumstances (historical and present), pathways into drug use and into the project. MM approached oral history participants with the intention of selecting participants with various drug using practices (including three people who injected heroin), a range of self-determined goals (ranging from abstinence, to maintenance on methadone, to reduction in heroin use) and differing lengths of time on the project (including two people who prematurely exited). These oral history interviews lasted between 1 and 3 h. The oral histories were recorded but were not transcribed at the time of writing this paper. MM provided data from the oral histories through re-listening to the recordings. The general focus of the oral histories aligned closely with the focus groups and with the interviews. The more informal and self-determined approach of this method allowed for a telling in a manner that was therapeutic and often bi-directional.
Throughout the project, observational research was conducted. Field notes were written by SG and were coded deductively using Nvivo. These codes were informed by what had emerged in the interviews and focus groups. SG participated in all aspects of the participants’ life in the project—playing soccer, joining mindfulness groups, spending time at the drop-in-centre and visiting some participants in their homes. He, together with other project team members, attended court cases when participants were arrested in the early stages of the project’s lifespan. Observations focused on interactions between participants and between participants and project staff, and also on observable quality of life changes. More contained observational research was conducted by two external researchers. Michael Wilson, a public health specialist from the USA based in Durban, spent substantive amount of time at the project site. He was not a passive observer, but rather worked with participants to develop a photo essay, which was welcomed by participants. A second outside observer, Prof. Dustin Patil (Director of Addiction Psychiatry at Tufts Medical Centre, USA) spent 2 days at the drop-in-centre. The participants were informed of his wish to visit and observe the project. Participants provided their consent for him to visit as they were keen to engage with him about similar projects in other parts of the world. After his visit, Prof. Patil sent notes of his observations to MM.
In this paper, we draw on the various qualitative data elements to make sense of the factors contributing to retention. Significant time was spent analysing the various qualitative data sources and triangulating them. We reviewed the primary data from the qualitative research in light of the existing literature on opioid prescribing, programme effectiveness and retention rates. In so doing, we were able to develop an exploratory explanation regarding the relatively high retention rate in the project. The research team had several analytic conversations about the findings. We engaged with participants about what they felt had contributed to their retention in the project and shared our analysis with them, thus allowing for member checking. This member checking was done both individually and in group sessions.
The Durban University of Technology and the KwaZulu-Natal Department of Health research ethics committees provided ethical approval. Participants provided informed consent, and we have used pseudonyms when quoted. Participants did not get paid for participation.

Findings and discussion
The retention rate of the project at the 1-year interval was 74%, higher than the global average and significantly higher than our initial expectations as the project team of around 50%. In this section, we explore the two most important factors we identified from the qualitative research conducted as contributing to the outcome: the philosophy and architecture of the project, and social cohesion. Programmatic factors were more significant than individual or structural factors in determining this retention rate.
The philosophic and programmatic architecture of the project
The principles of harm reduction and a low-threshold approach informed the design of the project; we aimed to attract participants by meeting their needs rather than through coercion. The philosophy of the project was not to ‘treat or cure’ the individual; the goal was to empower people, to make well-informed conscious decisions about their use or non-use of drugs. Motivational interviewing, collaboration and unconditional positive regard informed the way staff interacted with participants. In interviews (including oral histories) and in focus groups, participants spoke about the importance of being able to engage honestly, without fear of recrimination, to the project staff. As a 27-year-old Sanele put it in an oral history interview:I think for most of us, this is the first time we have been treated as human beings. We have always been discarded by society. In this OST [opioid agonist therapy] project, we do not feel looked down upon. We have been able to start to respect ourselves and feel positive about our futures. We also feel free to be honest about what is happening in our lives, even if we are using. This is different from other rehabs I have been to where you are expected to be clean.


Kevin (31 years old) expressed similar sentiments:My whole life I have felt dislocated and sort of uncared for…I started using drugs when I was about 12. My father had been arrested, and my mother was working two jobs. My whole family has shunned me except my mother, although I have made her life difficult. I had no hope of coming right before the OST [opioid agonist therapy] project. Here I felt I was treated like a person with dignity. After being on the project for a few months, I looked at myself in a mirror – right in the face – for the first time in 10 years. I felt cared for and unjudged, and so I was able to stop being so hard on myself as well and just find where I need to be rather than be told what I should be doing.


What participants, like Sanele and Kevin, expressed in various forms of interviews (in-depth and oral histories) was that being able to set their own goals and feeling free of judgement created an internal sensibility of wanting to be part of the project and to return daily. Even when participants missed doses or were considered lost to follow, they knew that they were welcome to return. In interviews, focus groups and oral histories, a consistent theme that emerged was the importance of having a ‘safe space’ to talk about their drug use histories, and their periods of ‘relapse’ or absence from the programme. For participants, the lack of condemnation in regard to both of these experiences allowed for an honest interaction with project staff and with one another. This approach is contrary to what most had experienced in other treatment interventions. This openness and lack of judgement, in their view, was the key to their desire to participate in the project and to spend significant amounts of time with their peers and with their project staff. Simply showing up at the drop-in-centre as a safe space facilitated retention as this was where dosing was done.
The physical space that housed the project reinforced feelings of belonging and dignity. A former garage was provided to them, which they transformed into a lounge area. They painted this lounge space in bright colours, and the words ‘home away from home’ was spray-painted on the walls. Many participants spent almost entire days at the drop-in-centre engaging one another, having group sessions, writing and reading, and huddling together to watch movies on a small computer screen. They had access to computers which they used to develop their CVs, find work, check emails, and apply for study courses. Participants developed their own set of ‘rules’ for engagement while at the drop-in-centre. These were informed almost instinctively by two thought paradigms—harm reduction and restorative justice. Combined, these provided a strong sensibility of unconditional acceptance of one another’s humanity and flaws, while at the same time anchoring this within an imperative to act responsibly towards others. Drawing from the work of Bourgois, we could say that participants were ‘in search of respect’ [43]. They found this, for many for the first time, in the project. This sentiment emerged consistently in interviews, oral histories and in the focus groups. Observational recordings testify to the daily interactions at the drop-in-centre and to the care and freedom with which participants spoke about all aspects of their lives to their peers and to the project staff.
The philosophic and programmatic architecture contributed to the high retention rate, as is evidenced in generalised sentiment amongst participants. However, there was another critical factor that emerged as perhaps the crucial contributor to this high retention rate—social cohesion amongst the participants.

Social cohesion
The project brought to the fore the importance of social cohesion (or solidarity) in keeping participants in treatment. Extraordinary bonds of care, acceptance and mutual support formed quickly amongst this group. This level of cohesion would, for many, be unexpected as the group itself was not homogenous. The participants did not know one another before joining the project, and their substance use goals differed widely. While most people were in their late 20s, there were three men in their forties and two were still attending high school. Religious diversity ranged from Christianity to Islam, to Hinduism and African traditionalism. The group was representatively racially diverse, and home languages included Zulu, English and Afrikaans. The group had widely differing goals in respect of their drug use. These goals ranged from reducing heroin use, to methadone maintenance and to total abstinence. Despite these differences between participants, through their often raw interactions with one another in peer led groups, what emerged was how intertwined their stories were. This was particularly in regard to their negative interaction with the criminal justice system and their shared view that previous ‘rehabilitation’ experiences had failed to assist them in normalising their lives. This project provided a platform for participants to change the narratives of their own lives and of treatment.
Participants, when asked in interviews and in the focus groups about their reasons for staying in the programme answered that a crucial factor was the feeling of unity and camaraderie within the cohort that spurred them on. This spirit de corps was observed by public health specialist, Michael Wilson, at a talk he gave at a Drug Policy Week conference held in Cape Town in October 2018:When I started to spend some more time in this centre, and getting to know some of men and women, observing their interactions with one another and with the staff and actually getting behind the camera, I realised this community is really unique in ways that I hadn't seen before…There is a sense of deep respect and transparency and camaraderie among participants. There is an eagerness to see each other be the best. There's a spirit of sharing, whether its water from the fountain, cigarette or food money. There is a desire to volunteer and to make their community into a better place, and there's a sincere interest in each other and in each other’s goals. They’re using the community they built with one another, the knowledge that they’ve acquired, and the confidence that they’ve built, as a real launching pad to achieve truly honourable and significant life goals.


This was very different from what he had observed in opioid agonist therapy programmes he had been involved with in the USA and in Haiti. His views were shared by project participants whom he engaged with over a period of around 6 months through a photographic project. No doubt the provision of free methadone provided significant incentive to visit the centre each day during phases of observed daily dosing, but this does not account for the fact that participants would spend entire days there, even after take home doses were initiated.
By sharing stories and through joint activities, including group sessions, running a peace committee (described later) and engaging in sports and volunteer work, bonds were formed and reinforced. They had all suffered the consequences of social exclusion and the project provided a refuge from this. By example, after Muzi expressed his negative experience of growing up in a foster home, more participants started speaking out about their traumatic experiences. They reached out to one another both physically and emotionally. The physical expression was through simple touch and through the sharing of scarce resources such as money or cigarettes. A 20-year-old school going Vuyani provides a beautiful explanation of what the group cohesion meant to him:I joined the project not sure if I wanted to be there. But then when I joined the project, I met the other guys. Now I would say they are brothers to me. When things have gone really bad, they have supported me. When I didn’t take my doses for a few days, they came to find me at my home and see what was happening. Knowing that they cared so much made me want to make them proud of me…In the past, when I have tried to stop drugs, I have felt all alone. Now I know that I am not. Of course, I come to Umbilo to get my dose, but I also come to just be there with the guys, knowing that we are always there to encourage each other.


What Vuyani describes is mutual inter-dependence and a sense of belonging. This belonging spurred him on even when he was uncertain of his commitment to the project. There were many instances when the group ‘showed up’ when participants were about to give up. They visited one another’s homes or looked for each other in places that they knew they were likely to visit (or inhabit).
The sense of connectedness that was so significant to participants in their reflections on the project was also evident to Prof. Dustin Patil. In an email to Monique Marks after his visit, he relayed his amazement at the difference between the Durban projects as compared with any other like projects he had interfaced with.As a foreigner accustomed to the medicalized, “dose-and-go” Opioid Treatment Projects of the United States, I was struck by the sense of community among participants at the Durban project. To me, the Durban project felt more like a clubhouse than a methadone clinic. Individuals sat in a communal room with arms slung over one another’s shoulders; they spoke like old friends and referred to one another as “brothers.” They shared stories about the life-changing benefits provided to them by the project. They empathized with each other’s hardships and celebrated each other’s successes.

The Durban project provided much more than medication to its participants. Individuals found a culture of connection and belonging that I have yet to encounter at another opioid agonist therapy project.


For project participants and those observing the project, the social cohesion within the group was significant and unique.
Given the centrality of this cohesion to the participants’ understanding of the ‘success’ of the project, we felt it worthwhile to try to identify what collective activities fostered this. Identifying these is not only important in explaining what emerged in this project, but also in providing possible pointers for crafting a similar environment in other opioid agonist treatment programmes both in South Africa and globally.
After analysing the qualitative data, we identified group sessions, the peace committee and group sports as critical contributors.

Group sessions
Two types of group sessions took place during the project—peer led and professional led. In both groups, participants were encouraged to set their own goals and to talk openly about any challenges they were experiencing, particularly regarding attaining their self-determined goals. Participants noted that in these groups, they could speak without fear of judgement or punishment, but with the knowledge that every experience they have brings with it essential learnings. Participants referred to the groups as crucial spaces for them to explore individual dilemmas and hurts and for assisting one another with goal setting and goal attainment.
As researchers, we observed that participants drew on cultural practices from ‘home’. Most participants grew up in African townships where a belief system and tradition of universal bonds of sharing exists and connecting to others as fellow humans exist. This is best captured in the Nguni Bantu word ‘ubuntu’ which literally means ‘I am because we are’. Embedded in this organic philosophy and practice is a belief that universal bonds connect all humans, and this compels behaviour that is compassionate, reciprocal and mutually caring. This Ubuntu was evident in the group, and participants developed sets of practices of sharing and bonding that could be viewed as organic. Encouragement and support, which emerged in very spontaneous ways, took the form of verbalising praise, saying poems, clapping and even gifting. Tears flowed when stories were shared, and participants found ways of creating holding spaces when this occurred. Groups became healing circles as participants spoke about their bitterness and shared their triumphs. While all respondents came from resource-poor backgrounds, they shared what they had with one another.
A 25-year-old man whose life shifted dramatically from living on the streets to living at home and applying for tertiary studies, when interviewed, spoke about the importance of sharing life experiences in the group sessions:…hearing other people’s problems helped me assess my own problems and realise they are minor compared to other people’s issues. They helped me change my mindset from focusing on my problems, which drove me to smoking [heroin] but rather created an eagerness in me to change and learn from my mistakes.


Instead of competing in the group, what emerged was a collective claim on what might otherwise be understood as individual achievement. Siyanda, a 24-year-old who had lived on the streets for 5 years before joining the project, commented that:The group means everything to me. I call them my brothers and sisters. We learn from each other, but I also feel encouraged when I see that other people are achieving their goals. It is not like on the streets where if someone is doing well, you try to take what you can from them. Here we are all in this together. The group sessions allow us to help each other and to work through the problems we are having.


We should not romanticise Ubuntu, nor simplify how cultural practices can be leveraged to enhance project outcomes. Participants shared in the interviews and in the oral histories how they entered the project with scepticism, but that the environment created by the project team (physically and psychologically) allowed for emergent practices of Ubuntu to flourish. In this project, the solidarity between the participants extended from the parameters of being fellow drug users to seeing one another as family, resulting in positive spinoffs in terms of harm reduction outcomes. A sense of collective pride in personal hygiene and wellbeing quickly spread amongst group members and the sharing in groups allowed for psychological healing and sometimes an economic boost (nominal as it was) in material circumstances.
While the groups were in progress, participants pooled their resources. They shared cigarettes, cold drinks, food and money. They created collective funds for achieving shared aspirations, such as registering for a learner’s driving licence. These collective funding schemes were modelled on institutional arrangements of co-operative pooling of funds in the townships called ‘stokvels’[69]. These indigenous values were diffused from township practices into this inner-city site, demonstrating how socially disregarded spaces are perhaps where the greatest (and best) learnings take place and can be transferred into other settings. This sharing, in a resource-poor community, reinforced social bonds.

The peace committee
At the beginning of the project, few participants were familiar with the level of trust they were afforded by staff, and a range of anti-social behaviours were exhibited. Stealing occurred frequently and affected project staff whose mobile phones and laptops were taken. Chairs, tables and basic kitchen items went missing and had to be replaced. Two participants had episodes where they displayed an inability to contain their anger and frustration. These incidences induced fear amongst project staff and fellow participants and required careful psycho-social intervention.
In the first 6 months of the project, the group formed a ‘peace committee’ in an attempt to address antisocial behaviours. Following restorative principles [57], the peace committee brought project participants together to resolve conflicts or to find solutions when harmful or hurtful events had taken place. The peace committee mirrored those that were established in South African townships in the 1990s. These township-based peace committees were initially formed to find restorative ways to deal with community-based issues which would otherwise be dealt with by the state criminal justice system. Township peace committees brought together community members to get conflicting parties to address the structural problems underlying acts that offended the collective [57].
When participants heard about the peace committees from one of the project team leaders, they decided to establish one themselves, although there were a few participants who were sceptical. With the assistance of an expert facilitator from Cape Town, John Cartwright, the Durban group formed a peace committee and adapted the processes and structure to fit the context of the project. However, the underlying principles were the same, i.e. that peace-building and peace-making should be at the core of dealing with community-based conflicts and hurts. Punitive approaches were viewed as inflicting further stigma and disconnect, which in turn would negatively impact on the journey towards life normalisation. When the peace committee was suggested, there were divided views on its usefulness. The majority, however, decided to test out the peace committee.
The peace committee brought together all parties affected by an incident of ‘wrongdoing’ to decide collectively (and consensually) how to deal with its consequences. Such incidences could range from acts of stealing, to minor assault or to hurtful slander. As part of the peace committee process, group members had to find ways to restore peace while getting the wrongdoer to take responsibility for their harmful action. One of the authors who sat in on some of the peace committee meetings noted that they were run with great empathy and understanding. Knee-jerk reactions were not tolerated. Instead, what was encouraged was deliberation and concern with understanding root causes and with reintegrating the ‘wrongdoer’ into the group.
All peace committee matters were dealt with in a restorative manner, emphasising that the person (or persons) who had acted offensively be embraced by the group after having recognised their wrongdoing, conveying an apology to those affected and making reparations where possible. This restorative, non-punitive approach allowed for self-regulation and reintegration. As Siyanda put it:The peace committee meant a lot to us. It helped us to deal with issues as a group in a way that we did not punish. So by doing this, we did not exclude anybody. We wanted to understand why certain things had happened and try to make things right again. We understood that we all have done wrong things but that we are not bad people. So the peace committee helped in getting people to be responsible but also know that they were not rejected…The peace committee also helped us to cool our tempers when we sometimes felt really angry at someone.


These restorative practices reinforced the broader harm reduction philosophy of the project. We are not aware of other opioid agonist therapy projects that have incorporated similar processes for conflict resolution. It is also worth noting that, in the duration of the project, there were no physical altercations between participants. Disputes or conflicts were handled directly by the peace committee process or by individuals who were nominated by the beneficiary group to be part of the peace committee body. Peace committee representatives were held in high regard, itself testimony to the connective bonds between project participants.

Group sports
Fairly early on in the project, the group formed a soccer club. This was significant for two reasons. Firstly, it provided a collective recreational outlet while bringing tacit sporting skills to the fore. As a group, they competed with other soccer teams in the surrounding areas, reinforcing group spirit. Those participants who did not play soccer, as well as staff members, would go and watch the team play.
Secondly, playing soccer was another way of building a sense of health and wellness. When participants joined the project, they had very little concern about their appearance and wellbeing. This changed within a short period of being on the project, and participants were almost unrecognisable a few months into the project. They had transformed from looking street rough to looking well presented. Participants took turns to use the shower and laundry facilities available at the drop-in-centre. Self-pride replaced shame, and this was evident in the confidence that the soccer team displayed on the field, and through their supporters. In many of the interviews, it emerged that this new self-care was not just for self-gratification, but was also important because they wanted their families and the rest of the participants to be proud of them. Participants were keen to shed the label that had been forced upon them by their communities of origin and the general public—‘amaphara’ (parasites who sucked resources from communities and families to fuel their drug use). In an oral history interview, a 28-year-old Temba spoke about the importance of the soccer group in his ‘recovery’.Another thing that helped me was the soccer team. When we started it I wasn’t sure it would work. But then practice become something important to us. It built team spirit, and we had group goals. I can say that it helped us to have a healthy lifestyle as well, which was good for our recovery as a group. I would look at others and see that they are looking healthy, and I wanted the healthy and fit life…Now we don’t look like people from the street anymore.


These collective activities we have outlined above were crucial in forging social cohesion. This connection and to a large extent, the shared identity, did not result simply from moments of contact when participants were at the drop-in-centre. As Valentine [58] pointedly argues, proximity alone does not produce collective identity and connectedness. For this to occur, she argues ‘meaningful contact’ must be present whereby people demonstrate care and interest in one another’s lives. Meaningful contact is not seamless but is interrupted by discomfort and intolerance and then remedied once more through a deepening contact characterised by interdependence and care. Observations and interviews revealed that moments of rudeness and confrontation occurred precisely because of proximity. However, equally evident was that these interruptions were temporary, outweighed by a recognition amongst the participants of their current situations and their shared goals to reduce harm and to normalise their lives under challenging circumstances. And collective activities such as the peace committee reduced potentially harmful experiences between participants and with project staff.


Limitations
As architects of this project, we had a vested interest in its success. While the retention rates cited have a numerical ‘objectivity’, our embeddedness in the lives of the project participants and our advocacy role might have influenced our analysis of the factors contributing to the project’s accomplishments. Having said this, rigorous qualitative and quantitative data was collected throughout the demonstration project. This paper only refers to the qualitative data set. Given the possible advocacy bias, it was valuable to receive input from external researchers in making sense of the high retention rate.
The majority of participants were smokers rather than intravenous users. This is unusual for methadone projects, particularly in Africa, that have historically been implemented to prevent infectious diseases, most particularly HIV. The logic for this selection was sound given that the vast majority of heroin users in South Africa are smokers. While the sample was small, proportionately fewer people who injected were retained in the project compared to people who smoked heroin; had the proportion of smokers to injectors been inverted, results in relation to retention might have been notably different. However, given that main modality of use in South Africa is smoking rather than injecting heroin, this study’s outcomes and findings are valuable outside the city, in South Africa more broadly, and in other contexts where heroin is mostly smoked.
Another limitation was the exclusion of participants who were homeless and those with serious psychiatric conditions and co-occurring substance use disorders associated with an elevated risk of overdose. In other words, some of the structural factors known to contribute to retention rates were eliminated from the study. Given that this project was in many ways developed as an advocacy tool, the architects of the project tried to design a project with a lower risk for participants. All participants were drawn from low-income backgrounds, and some of the housing arrangements would be considered ‘informal’ in other country settings. It is worth noting that there were a few homeless participants in the project. They entered by providing physical addresses that they were not currently living at, and at a later point, they revealed their status as homeless. Interestingly, but perhaps not significantly, the few homeless participants were retained to the project endpoint and while accessing the opioid agonist were achieving their self-determined goals.
As this study did not include a control group, we have no means of knowing if the results would have been different without the factors that led to the levels of cohesion described. We do not know, for example, what the retention rates would have been had the majority of participants been homeless or if there were no support persons. What is clear is that the group of participants and the observers consistently identified the level of cohesion as a significant contributor to the positive outcomes noted. This emerged organically and was not consciously designed into the programme, but there are programmatic implications of this study for opioid agonist therapy which we discuss in the next session.

Conclusion and practice implications
We believe that the project in Durban is fundamentally different when compared to opioid agonist therapy programmes in similar settings, i.e. in poorly resourced contexts with low-income participants. Typically, programmes emphasise the need to control the dependent service user through daily contact, supervised dosing on an ongoing basis, drug testing, emphasising abstinence and enforcing a shared set of common, fixed goals that are non-negotiable. We believe that we achieved high retention by using an approach that attracted participants by meeting their needs and minimising barriers, as opposed to creating a sense of obligation arising from group pressure or by explicit or implied coercion. Being treated with dignity, as people who use drugs, often for the first time, was a consistent theme across all data sources. The vast majority spoke of the ‘failure’ of the punitive and directive approaches common to most rehabilitation programmes. How exactly programmes design bi-directional care and respect is fundamental to the provision of effective healthcare, particularly for highly vulnerable groups of people, and needs to be given careful consideration when hiring staff and engaging peers in service delivery.
Having a support person to assist with take-home doses can be critical, not only to prevent overdose but also to provide a link between the beneficiary and the service provider team. Given their oversight and care role, having an identifiable support person can prevent the common, but often misguided, concerns around diversion. In less developed countries (and even in low-income or remote communities in high-income countries) where access to health care facilities might be limited due to lack of transportation, establishing an arrangement for support and monitoring in the home setting is an important consideration.
Our data suggests that the bonds of care amongst the participants and between participants and the health/psycho-social team stood out as the most important contributor to retention. The connection or social cohesion evident amongst participants was not conditional in the way that it sometimes is amongst the drug use community, where solidarity can be about basic survival. Recognising the importance of mutual individual responsibility, together with interdependence, generated a sensibility of consistently striving to create and maintain supportive and non-judgemental social bonds of care and meaning.
The everyday acts of kindness, empathy and sharing were part of the narrative provided for wanting to remain in the project despite the external stigma of being on methadone. Meaningful contact, while in this case organic in many ways, was fostered through deliberately engaging in positive collective activities and in consciously working against past experiences of stigmatisation, exclusion and disregard. What this means is that social solidarity can (and arguably should) be cultivated through developing programmes that build collective identity. This study provides three examples of how this can be done drawing on the Durban demonstration project. There are undoubtedly many others that could be activated that fit culturally and contextually in other settings.
Our research shows that programmes that encourage social cohesion can increase the effectiveness of opioid agonist therapy. The data shows that social cohesion can be achieved by paradoxically embracing and accepting the differences between the members rather than enforcing ‘group think’. Restorative processes, such as those used by the peace committee, for dealing with conflict or disruption align with the principles of harm reduction, improve outcomes and should be incorporated into programmes.
Group identity, pride and support have the potential to play a decisive role in retention. The question that we should ask is why there is an absence of translating this feature of group solidarity into making sense of treatment settings, and more specifically of retention rates. In addition, we should be asking how social cohesion can be developed in projects such as this one. Given the findings of this study, we recommend that all health professionals receive training that emphasises the need for and capacitates them to develop bi-directional and non-authoritarian relationships with service users. On-site activities that foster social cohesion are equally important and should be considered as part of the programme architecture. These include peer-led groups that combine mindfulness with mutual support, group activities that are determined by service users and restorative mechanisms for dealing with harmful and hurtful behaviour enacted by both staff and service users in any such programme. These should not be viewed as fringe activities in an opioid agonist therapy programme, but rather as foundational to realising treatment goals.
There is, however, no cookie-cutter method for achieving social cohesion. Instead, what needs to be recognised is the positive potential of cultural capital and emergent practices of people who use drugs. There is often the presumption that people who are on methadone have limited internal resources and are lacking in willpower or agency to initiate and sustain change. We have found the opposite; if the services offered acknowledge autonomy and encourage agency, promote a collaborative approach, respect people’s choices and provide a welcoming, non-judgemental space that is informed by the group and their contextual needs, people will engage with services and prioritise their participation. As this paper demonstrates, cultural capital may form the basis upon which solidarity and restoration are built. Opioid agonist therapy service providers would be well advised to identify and mobilise the cultural capital and the almost universal desire to belong, to seek out supportive relationships and to find ways of utilising them in further embedding harm reduction and restoration. For example, mapping exercises that focus on coping strategies should take place early on in these programmes and deliberations should be held with participants as to how they can use these to benefit themselves and their peers.
To conclude, this project demonstrates that social cohesion is a key factor in attaining high retention rates. The limitations of this study, particularly with regard to the study cohort (primarily smokers) and selection criteria (such as stable housing), may suggest that this study is not generalizable to opioid agonist therapy programmes that do not have the same entry requirements. We contend that these outcomes do have relevance to like projects in both the global south and the global north that target low-income participants. What is required is more support and buy-in for pilot studies such as this one, particularly in the global south. As part of these pilots, qualitative and quantitative research should be built into the pilots to further explore the role of social cohesion as a catalyst for retaining participants in opioid agonist therapy programmes.

Acknowledgements
The authors wish to thank all the project staff and participants, specifically Sibonelo Gumede and Anna Versfeld for the research activities. Klaas Mtshweni and Ayanda Matau provided the psychosocial support and groups for the project participants. The completion of this study could not have been possible without the participation and assistance of many people, particularly the participants of the study. Inputs from the task team involved in the project oversight were critical in oversight and decision making. Task team members include Nikiwe Hongo, Zane Dangor, Chris Overall, Nomusa Shembe, Raymond Perrier, Malusi Mbethe, Mary Carpenter and Stephen Carpenter. Additional inputs into planning, training, service delivery and research processes were provided by Sibonelo Gumede, David Jones, Tamlynn Fleetwood, Katherine Young, Terence Moodley, Laurene Booyens and Jennifer Govender.

Authors’ contributions
MM oversaw qualitative research implementation and analysis. MM, AS and SS were involved in the project planning and monitoring, data interpretation and development of the manuscript. All authors developed initial drafts and read and approved the final manuscript.

Funding
Funding to conduct various elements of this research was received from the National Institute for the Humanities and Social Sciences, Open Society Foundation and Mainline through the Bridging the Gaps project. Implementation was contingent on support from the Global Fund via Right to Care as it covered some of the costs relating to overheads and harm reduction services. Methadone for this study was donated by Equity Pharmaceuticals, who also supported the training of medical and support staff.

Availability of data and materials
The interview datasets generated during this project are not publicly available due to confidentiality reasons and the diverse nature of the material spread across both analogue and digital storage. Source data can be discussed with the corresponding author and will be supplied upon reasonable request.

Ethics approval and consent to participate
This study was approved by the Institutional Research Ethics Committee of the Durban University of Technology (reference: Invisible Lives: Pathways into and out of street-level drug use in Durban) and the KwaZulu-Natal Department of Health’s Research Ethics Committee (reference KZ_2016RP14_267). Participants provided written informed consent and were not remunerated for participation.

Consent for publication
Potential participants were given an information sheet about the study. On entering the project, all participants signed the consent form. Within the consent form is the granting of permission to disseminate the anonymised results in journals, at conferences and in a study report.

Competing interests
The authors declare that they have no competing interests.


[image: Creative Commons]Open AccessThis article is licensed under a Creative Commons Attribution 4.0 International License, which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or other third party material in this article are included in the article's Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included in the article's Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this licence, visit http://​creativecommons.​org/​licenses/​by/​4.​0/​. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

References
1.
Haysom S. Hiding in plain sight. Heroin’ s stealthy takeover of South Africa. Policy Brief. Pretoria: ENACT; 2019.

2.
Khine A, Mokwena K, Huma, Mempedi, Fernandes L. Identifying the composition of street drug Nyaope using two different mass spectrometer methods. African J Drug Alcohol Stud. 2015;14:1.

3.
Howell S. ‘We have to start showing who is boss now’: constructing methamphetamine use and users in the South African print media. Crime Media Cult. 2015;11(2):137–56.

4.
Marks M, Howell S, Shelly S. The fluidity of ‘police culture’: encountering the contextual complexity of policing street-level drug use. Policing. 2016;31(2):318–31.

5.
Dada S, Harker N, Jodilee B, Warren E, Parry C, Bhana A, et al. April 2019 | phase 44. SA Medical Research Council; 2019.

6.
Scheibe A, Marks M, Shelly S, Gerardy T, Domingo A, Hugo J. Developing an advocacy agenda for increasing access to opioid substitution therapy as part of comprehensive services for people who use drugs in South Africa. S Afr Med J. 2018;108(10):800–2.PubMed

7.
Connery HS. Medication-assisted treatment of opioid use and future directions. Harv Rev Psychiatry. 2015:63–75.

8.
Amato L, Minozzi S, Davoli M, Vecchi S. Psychosocial combined with agonist maintenance treatments versus agonist maintenance treatments alone for treatment of opioid dependence. Cochrane Database Syst Rev. 2011;10.

9.
Garcia-Portilla MP, Bobes-Bascaran MT, Bascaran MT, Saiz PA, Bobes J. Long term outcomes of pharmacological treatments for opioid dependence: does methadone still lead the pack? Br J Clin Pharmacol. 2014;77(2):272–84 Available from: https://​bpspubs-onlinelibrary-wiley-com.​uplib.​idm.​oclc.​org/​doi/​epdf/​10.​1111/​bcp.​12031.PubMedPubMedCentral

10.
WHO. Guidelines for the psychosocially assisted pharmacological treatment of opioid dependence. Geneva: WHO; 2009.

11.
Veilleux JC, Colvin PJ, Anderson J, York C, Heinz AJ. A review of opioid dependence treatment: pharmacological and psychosocial interventions to treat opioid addiction. Clin Psychol Rev. 2010;30(2):155–66.PubMed

12.
Novick DM, Kreek MJ. Critical issues in the treatment of hepatitis C virus infection in methadone maintenance patients. Addiction. 2008;103(6):905–18.PubMed

13.
Lawrinson P, Ali R, Buavirat A, Chiamwongpaet S, Dvoryak S, Habrat B, et al. Key findings from the WHO collaborative study on substitution therapy for opioid dependence and HIV/AIDS. Addiction. 2008;103(9):1484–92.PubMed

14.
Benyamina A, Reynaud M, Blecha L, Karila L. Pharmacological treatments of opiate dependence. Curr Pharm Des. 2011;17(14):1384–8.PubMed

15.
Haasen C, van den Brink W. Innovations in agonist maintenance treatment of opioid-dependent patients. Curr Opin Psychiatry. 2006;19(6):631–6.PubMed

16.
Fullerton CA, Kim M, Thomas CP, Lyman DR, Montejano LB, Dougherty RH, et al. Medication-assisted treatment with methadone: assessing the evidence. Psychiatr Serv. 2014;65(2):146–57.PubMed

17.
Feelemyer J, Des Jarlais D, Arasteh K, Abdul-Quader AS, Hagan H. Retention of participants in medication-assisted programs in low- and middle-income countries: an international systematic review. Addiction. 2014 Jan;109(1):20–32.PubMed

18.
Obot IS. Commentary on Freelemyer et al . Medication-assisted treatment in Africa-need is growing but response remains tepid. Addiction. 2014;109(1):33–34.

19.
Keane H. Foucault on methadone: beyond biopower. Int J Drug Policy. 2009;20(5):450–2.PubMed

20.
Harris J, McElrath K. Methadone as social control. Qual Health Res. 2012;22(6):810–24.PubMed

21.
Burns L, Randall D, Hall WD, Law M, Butler T, Bell J, et al. Opioid agonist pharmacotherapy in New South Wales from 1985 to 2006: patient characteristics and patterns and predictors of treatment retention. Addiction. 2009;104(8):1363–72.PubMed

22.
Feelemyer JP, Des Jarlais DC, Arasteh K, Phillips BW, Hagan H. Changes in quality of life (WHOQOL-BREF) and addiction severity index (ASI) among participants in opioid substitution treatment (OST) in low and middle income countries: an international systematic review. Drug Alcohol Depend. 2014;134(1):251–8.PubMed

23.
Single E. Defining harm reduction. Drug Alcohol Rev. 1995;14(3):287–90.PubMed

24.
Lo A, Kerr T, Hayashi K, Milloy MJ, Nosova E, Liu Y, et al. Factors associated with methadone maintenance therapy discontinuation among people who inject drugs. J Subst Abuse Treat. 2018;94(August):41–6 Available from: https://​doi.​org/​10.​1016/​j.​jsat.​2018.​08.​009.PubMedPubMedCentral

25.
Lin C, Wu Z, Rou K, Yin W, Wang C, Shoptaw S, et al. Structural-level factors affecting implementation of the methadone maintenance therapy program in China. J Subst Abuse Treat. 2010;38(2):119–27.PubMed

26.
Christie TKS, Murugesan A, Manzer D, Shaughnessey MVO, Webster D. Evaluation of a low-threshold / high-tolerance methadone maintenance treatment clinic in Saint John, New Brunswick, Canada: One Year Retention Rate and Illicit Drug Use. J Addict. 2013;13:1–5 Available from: https://​www.​ncbi.​nlm.​nih.​gov/​pmc/​articles/​PMC4008509/​pdf/​JADD2013-753409.​pdf.

27.
Kourounis G, Richards BDW, Kyprianou E, Symeonidou E, Malliori M-M, Samartzis L. Opioid substitution therapy: lowering the treatment thresholds. Drug Alcohol Depend. 2016;161:1–8 Available from: http://​linkinghub.​elsevier.​com/​retrieve/​pii/​S037687161501836​0.PubMed

28.
Torrens M, Castillo C, Pérez-Solá V. Retention in a low-threshold methadone maintenance program. Drug Alcohol Depend. 1996;41(1):55–9 Available from: http://​linkinghub.​elsevier.​com/​retrieve/​pii/​0376871696012306​.PubMed

29.
Bell J. Pharmacological maintenance treatments of opiate addiction. Br J Clin Pharmacol. 2014;77(2):253–63.PubMedPubMedCentral

30.
Center for Substance Abuse Treatment, SAMHSA, Center for Substance Abuse Treatment, SAMHSA. Medication-assisted treatment for opioid addiction in opioid treatment programs. Treat Improv Protoc. 2012;43:1–358.

31.
Sarasvita R, Tonkin A, Utomo B, Ali R. Predictive factors for treatment retention in methadone programs in Indonesia. J Subst Abuse Treat. 2012;42:239–46.PubMed

32.
Schaub M, Chtenguelov V, Subata E, Weiler G, Uchtenhagen A. Feasibility of buprenorphine and methadone maintenance programmes among users of home made opioids in Ukraine. Int J Drug Policy. 2010;21(3):229–33.PubMed

33.
Stöver H. Barriers to opioid substitution treatment access, entry and retention: a survey of opioid users, patients in treatment, and treating and non-treating physicians. Eur Addict Res. 2010;17(1):44–54.PubMed

34.
Van Den Brink WW, Haasen C. Evidenced-based treatment of opioid-dependent patients. Can J Psychiatry-Revue Can Psychiatr. 2006;51(10):635–46.

35.
Timko C, Schultz NR, Cucciare MA, Vittorio L, Garrison-Diehn C. Retention in medication-assisted treatment for opiate dependence: a systematic review. J Addict Dis. 2016;35(1):22–35 Available from: http://​www.​tandfonline.​com/​doi/​full/​10.​1080/​10550887.​2016.​1100960.PubMed

36.
Ruadze E, Todadze K. Retention in Georgia opioid substitution therapy program and associated factors. Harm Reduct J. 2016;13(1):35.PubMedPubMedCentral

37.
Miller WR, Moyers TB. The forest and the trees: relational and specific factors in addiction treatment. Addiction. 2015;110(3):401–13.PubMed

38.
Meier PSPS, Donmall MC, McElduff P, Barrowclough C, Heller RFRF, Ackerman SJ, et al. The role of the early therapeutic alliance in predicting drug treatment dropout. Drug Alcohol Depend. 2006;83(1):57–64.PubMed

39.
Meier PS, Barrowclough C, Donmall MC, Meier P. The role of the therapeutic alliance in the treatment of substance misuse : a critical review of the literature. Addiction. 2005;100(3):304–16.PubMed

40.
Zhou K, Li H, Wei X, Yin J, Liang P, Zhang H, et al. Relationships between received and perceived social support and health-related quality of life among patients receiving methadone maintenance treatment in Mainland China. Subst Abus Treat Prev Policy. 2017;12(1):1–8.

41.
Zhou K, Wang D, Li H, Wei X, Yin J, Liang P, et al. Bidirectional relationships between retention and health-related quality of life in Chinese mainland patients receiving methadone maintenance treatment. PLoS One. 2017;12(6):1–12.

42.
Pauly BB. Shifting moral values to enhance access to health care: harm reduction as a context for ethical nursing practice. Int J Drug Policy. 2008;19(3):195–204.PubMed

43.
Bourgois P. The moral economies of homeless heroin addicts: confronting ethnography, HIV risk, and everyday violence in San Francisco shooting encampments. Subst Use Misuse. 1998;33(11):2323–51.PubMed

44.
Des Jarlais D, Friedman S. The psychology of preventing AIDS among intravenous drug users. Am Psychol. 1988;43(11):865–70.PubMed

45.
Rice E, Milburn NG, Rotheram-Borus MJ, Mallett S, Rosenthal D. The effects of peer group network properties on drug use among homeless youth. Am Behav Sci. 2005;48(8):1102–23.PubMedPubMedCentral

46.
Foster K, Spencer D. “It’s just a social thing”: drug use, friendship and borderwork among marginalized young people. Int J Drug Policy. 2013;24(3):223–30.PubMed

47.
Gillaspy JA, Wright AR, Campbell C, Stokes S, Adinoff B. Group alliance and cohesion as predictors of drug and alcohol abuse treatment outcomes. Psychother Res. 2002;12(2):213–29.

48.
Yalom ID. The theory and practice of group psychotherapy. In: Leszcz M, editor. The theory and practice of group psychotherapy, 5th ed. 5th ed. New York: Basic Books; 2005.

49.
Lovell AM. Risking risk: the influence of types of capital and social networks on the injection practices of drug users. Soc Sci Med. 2002;55(5):803–21.PubMed

50.
Zemore SE, Kaskutas LA, Mericle A, Hemberg J. Comparison of 12-step groups to mutual help alternatives for AUD in a large, national study: differences in membership characteristics and group participation, cohesion, and satisfaction. J Subst Abuse Treat. 2017;73:16–26.PubMed

51.
Pooler DK, Qualls N, Rogers R, Johnston D. An exploration of cohesion and recovery outcomes in addiction treatment groups. Soc Work Groups. 2014;37(4):314–30.

52.
Scheibe A, Shelly S, Versfeld A, Howell S, Marks M. Safe treatment and treatment of safety: call for a harm-reduction approach to drug-use disorders in South Africa. South African Heal Rev. 2017;20:197–204.

53.
World Health Organization. The alcohol. Smoking and substance involvement screening test. Geneva: WHO; 2010.

54.
Ruefli T, Rogers SJ. How do drug users define their progress in harm reduction programs? Qualitative research to develop user-generated outcomes. Harm Reduct J. 2004;1:1–13.

55.
Weich L, Nowbath H, Flegar S, Mahomedy Z, Ramjee H, Hitzeroth V, et al. South African guidelines for the management of opioid dependence. Updated 2013. Pretoria: South African Addiction Medicine Society; 2013.

56.
Scheibe A, Shelly S, Gerardy T, Von Homeyer Z, Schneider A, Padayachee K, et al. Six - month retention and changes in quality of life and substance use from a low - threshold methadone maintenance therapy programme in Durban, South Africa. Addict Sci Clin Pract. 2020;15(13):1–11 Available from: https://​doi.​org/​10.​1186/​s13722-020-00186-7.

57.
Roche D. Restorative justice and the regulatory state in South African townships. Br J Criminol. 2002;42(3):514–33.

58.
Valentine G. Living with difference: reflections on geographies of encounter. Prog Hum Geogr. 2008;32(3):323–37.



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


OEBPS/sidebar.gif





OEBPS/cc-by.png
() _®





OEBPS/contact.gif





