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Abstract
Background
U.S. policy intervention to increase methadone treatment accommodations during COVID did not result in national adoption of the new patient-centered treatment practices. Staff-level interventions may facilitate adoption of these treatment practices, but this will depend upon knowledge about staff level characteristics and beliefs. Currently, the role of clinic staff characteristics, beliefs about patient-centeredness, and perceptions about the need for treatment practice change is unknown. This study explored the relationship between opioid treatment program staff characteristics, work roles and staff beliefs to identify opportunities for future staff-level treatment practice change interventions.

Methods
Staff of three Arizona opioid treatment programs were surveyed (n = 40) from April 11–22, 2023 using a hybrid online survey method. The 161 survey items required less than 30 min to complete. Pearson point biserial correlation coefficients assessed the covariation between staff beliefs, staff characteristics and staff work roles. Perception of the clinic as person-centered was a potential proxy indicator for staff awareness of discontinuity between the clinic’s person-centeredness and person-centered approaches to methadone treatment.

Results
Among staff, 47.5% reported lived substance use disorder experience and 27.5% reported lived opioid use disorder experience. Most staff (70%) held at least 1 prior clinic role at the current clinic and 5% had had more than 4 prior roles. Rotation was observed with roles that did not require licensure or degrees. Staff with lived experience with substance use disorder or opioid use disorder treatment reported having more prior roles at the clinic than those without such experience. Abstinence-oriented views were significantly associated with reporting vicarious (work related) trauma symptoms. Those who rated the clinic as significantly more person-centered were staff with lived substance use disorder experience who also held abstinence-oriented views, staff with trauma exposure, and staff with lived opioid use disorder treatment experience who held harm reduction beliefs. In contrast, staff without substance use disorder experience who held harm reduction beliefs perceived the clinic as less person-centered.

Conclusions
Staff beliefs, personal and work characteristics are likely factors in the recognition of need for clinic practice change. How these characteristics function in a clinic culture may also be influenced by clinic staffing patterns. A patient-to-provider pipeline with role cycling was observed and this staffing pattern may also influence shared beliefs of trauma-informed care or clinic person-centeredness. Vicarious trauma may also be an important factor. Larger studies should examine these relationships further to understand mechanisms associated with recognition of need for clinic practice change in order to inform staff-level interventions to increase opioid treatment program patient-centeredness.
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Abbreviations
	MMT
	Methadone maintenance treatment or therapy

	MOUD
	Medication for opioid use disorder

	SUD
	Substance use disorder

	OTP
	Opioid Treatment Program, also known as methadone clinic

	OUD
	Opioid use disorder




Background
Methadone and buprenorphine are effective treatments for opioid use disorder (OUD) and have also been found to reduce overdose and all-cause mortality [1, 2]. Both medications are safe and yet, in the U.S., are delivered in entirely different ways due to bifurcated federal regulatory regimes [3–5]. Methadone, if treating OUD and not pain, can only be delivered by certified opioid treatment programs (OTPs, ‘methadone clinics’) which operate with stringent federal regulatory oversight and varied state regulatory constraints [6]. This is in contrast with methadone as pain treatment and buprenorphine as OUD treatment; both of which can be prescribed in medical offices or clinics and dispensed by pharmacies [7]. These regulatory and treatment delivery differences are unique artifacts of the U.S. healthcare policy landscape and not found among international peers such as Australia, Switzerland, or the United Kingdom [8, 9].
U.S. methadone maintenance treatment (MMT) outcomes have been suboptimal, with patient treatment retention as low as 30% [10, 11]. It is increasingly recognized that OTP clinic practices may themselves contribute to these outcomes. OTPs are known not to be patient-centered with individuated care. Instead, they are known to have stigmatizing and inflexible, ‘one size fits all’ treatment protocols. Currently 2,147 U.S. OTPs serve an estimated 524,160 patients, with a median patient census of 260 and daily patient clinic average of over 100 for supervised ingestion of liquid methadone [12–14]. This daily crush of clinic patients appears to be the norm, as 50% of patients report never receiving more than a one- or two-day supply of medication (multiday dosing or ‘take homes’). This means  that they must come to the clinic several times a week, wait in line for (sometimes) hours to take their medication under the supervision  a dosing nurse at the clinic [15, 16]. The dosing language also distinguishes MMT from mainstream healthcare by referring to multiday medication not as a prescription but as “privileges.”[17, 18] Patients receiving multiday doses may be required to participate in “bottle counts”[19] whereby the clinic interrupts them at random to demand all doses be brought to the clinic within 1 h [20]. Some OTPs supervise urine drug screens directly or indirectly (with cameras), [21] despite general awareness that OUD patients have levels of sexual trauma histories and symptoms surpassing the general population [22, 23]. Notably, these practices are not evidence-based or patient-centered (individuated by patient unique circumstance and need); yet they appear to be uniformly required. Extant studies of these practices found they contribute to increased patient stigma, [24, 25] burden, [9, 26] and adverse MMT outcomes [18, 20].
It is not entirely clear why evidence-based, patient-centered practices are not fully embraced by OTPs system-wide. A multiyear national study of OTP practice changes between 1988 and 2000 found that while practices are slowly resembling the evidence-base, they were not fully implemented, especially for programs serving African American patients [27]. Federal and state regulations have been blamed for the way OTPs provide MMT [21]. During the COVID pandemic, federal policy allowed significantly enhanced MMT flexibility including multiday dosing of up to 14 days for unstable patients and up to 28 days if patients were deemed stable by their providers [28]. This was followed by planned patient-centered regulatory flexibilities made permanent in 2024 by the Final Rule, 42 CFR §8 [29]. Despite allowed flexibilities during COVID, studies found that while OTPs increased multiday dosing during COVID and particularly during state shut down periods, full alignment and sustaining of these treatment accommodations depended upon location [30–32]. Most OTPs expanded their use of telehealth to deliver MMT due to state regulatory payment parity, [33–35, 40] however an Arizona study found that MMT delivery emphasized OTP organizational priorities over patient safety, as > 50% of patients at risk for severe COVID outcomes were still required to attend daily clinic-supervised dosing [42].
Collectively, the understudied environment of OTPs, the reported uniformity of OTP practices that are not patient-centered, and the fact that federal policy did not appreciably change these practices necessitate the examination of clinic and staff-level factors such as OTP practice culture and staff characteristics. If external policy did not facilitate change toward patient-centered practices, perhaps at the clinic level (culture and staff) there may be important factors for change. For example, a 2022 study among a sample of New York “substance use service” programs highlighted the potential difference in the setting’s culture, as OTPs were less likely than other types of substance use service programs to support multiday dosing [36].
Recognizing the need for change has been noted as an important staff characteristic to facilitate adoption of new practices [37]. A few studies point provide foundational evidence.  A 2023 study found that individual characteristics of substance use disorder treatment (SUDtx) program staff weakened the ability to predict needed change and respond to change [38]. Other studies noted the role of SUDtx staff stigma and abstinence orientations on staff practice behaviors and beliefs about them [39–42].
Finally, characteristics influencing practice change may include staff trauma histories and symptoms. Though this is not established for the OTP environment, other high stress treatment fields provide some indication. Domestic violence counselors with trauma histories were more likely to experience vicarious (work related) trauma [43, 44] which both increased staff turnover and decreased productivity [45]. Notably, vicarious trauma has been found to alter provider world view and beliefs about themselves and their patients [46]. This suggests that vicarious trauma is likely critical to recognizing the need for change and being open to it, as suggested by one study finding that vicarious trauma among SUDtx staff was associated with lower patient empathy, patient-centeredness and a resistance to practice change [47]. In the case of recent federal policy to facilitate adoption of treatment accommodations among OTPs, the recognition of need for practice change may be related to the perceptions of person-centeredness in the OTP setting itself.
Several studies note higher trauma rates among people on MMT [48–50]. This fact, as well as requirements of high patient-volume OTPs with stringent rules, may contribute to vicarious trauma among OTP staff. A 2023 survey among staff of three Arizona OTPs offered preliminary confirmation of vicarious trauma among OTP staff, finding moderate levels of vicarious trauma reported by 60.0% of staff and high levels reported by 13%. Further, most staff (70.0%) reported at least four adverse childhood experiences, and 63.0% had clinically significant post-traumatic stress symptoms [51]. The study reported here further explores the association between OTP individual staff characteristics including trauma and perceptions of clinic person-centeredness as a proxy for recognizing the need to change toward greater patient-centeredness. The rationale for conceptualizing recognition of need for change through a proxy indicator of perceptions of clinic person-centeredness is based on observations that current clinic practices are not individuated but ‘one size fits all,’ and that beliefs about more individuated practices inherent in person-centeredness would suggest an important philosophical discordance between staff belief and clinic climate. Use of other organizational need for change measures would not be as precise in terms of indicating need for clinic practice change related to person-centeredness or individuated care.

Methods
Study aims were to examine the association of OTP staff characteristics of SUD experience, trauma history and symptoms, and demographics; work characteristics; and beliefs about harm reduction, trauma informed care and patient-centeredness of the clinic.
Staff of three Arizona OTPs were surveyed from April 11-22, 2023. One clinic was located in a large rural town in southern Arizona (45,000 population) and served several smaller, surrounding areas. This clinic’s patient population was 200, and 10 people staffed the clinic. The other two clinics were located in urban areas (over 500,000 population) and served 900 to 1, 000 patients respectively; each with 20 staff members. An anonymous survey was fielded to all staff of the three OTPs using a hybrid (paper to online) method employed previously with pharmacists, [52, 53] nurses, [54] and medication providers for opioid use disorder [40, 55].
A survey recruitment flyer for voluntary and anonymous survey participation was posted in staff-only areas of the participating clinics. The flyer provided information about the survey, the incentive for completion ($40) and a QR code and URL to link interested participants to a landing page containing study information, informed consent and, if consented, the survey itself. The survey contained 161 items and required up to 30 min to complete. Study oversight was provided by the University of Arizona Institutional Review Board.
Measures
The survey instrument measured demographics, staff work characteristics, personal characteristics and beliefs. Work characteristics included time working at the specific OTP, time working in SUDtx, current self-reported role at the clinic, and other roles previously held at the same clinic. Personal characteristics included demographics, personal SUD experience, personal OUD experience, personal experience with a list of possible OUD treatments (methadone, buprenorphine, naltrexone, or other), and trauma history and symptoms.
Beliefs about trauma-informed care (what constitutes it) were measured by the validated 10-item short form of the Attitudes Related to Trauma-Informed Care scale (ARTIC-10) [56]. Average ARTIC-10 scores were used in these analyses (α = 0.80). Opioid related stigma was measured by one item from the Brief Opioid Stigma Scale: I believe that a person who is addicted to opioids cannot be trusted [57]. Trauma was measured in three ways: (1) trauma histories by the Life Events Checklist (LEC-5)[58] and the Adverse Childhood Experiences (ACES) scale [59]; (2) trauma symptoms by the PTSD Checklist for the DSM-5 (PCL-5)[60] and the Trauma Symptoms Checklist (TSC-40) [61]; and (3) vicarious trauma by the Vicarious Trauma Scale [62]. Finally, perceptions of the degree to which the OTP was patient-centered were measured on the 14-item Person-Centered Climate Scale-Staff Version (PCQ-S) [63–65].
The survey also contained three open-ended questions: (a) please share what “patient-empowered methadone treatment” means to you; (b) please share what “trauma-informed methadone treatment” means to you; and (c) if you could wave a magic wand, how would you improve methadone treatment? These questions were coded to further understand staff conceptualizations of what constituted trauma-informed MMT, patient-centered MMT and to characterize the expressions of abstinence-oriented and harm reductive viewpoints. For clarity, there were two measures related to patient or person-centeredness: (1) staff perceptions of the person-centeredness of the clinic environment measured by the PCQ-S scale and (2) staff perceptions of what constitutes patient-centered methadone treatment (as a concept) which was qualitatively measured.

Data analysis
Descriptive statistics characterized OTP staff demographics, clinic roles, and lived experiences of SUD and OUD treatment. Chi-square tests measured associations among dichotomous study variables including staff lived experience of any SUD (yes/no), staff lived experience of OUD treatment (coded yes for OUD treatment selected/no), and clinic role (counselor vs. other) with treatment views (i.e., harm reduction views, trauma-informed views, patient-centered views, and abstinence-oriented views). Dichotomous variables of these views resulted from the quantitation of qualitatively coded text from themes emerging from the three open-ended questions. ‘Yes’ would indicate views were present. Pearson point biserial correlation coefficients assessed the magnitude and direction of bivariate associations between staff treatment views and continuous study variables in the total sample, separately for staff with lived SUD experience and for staff with OUD treatment experience.
Qualitative data were coded using a priori categories of ‘patient-centered’ and ‘trauma-informed’ to organize emerging themes. This was followed by an open coding approach to allow the occurrence of additional themes from the data which permitted the creation of an array of themes and their relationship through the identification of philosophical connections in the rich descriptions of concepts by respondents. For rigor, a sample of 21 survey responses were independently coded by three investigators followed by a coding conference resulting in the final scheme used to code all qualitative data. Finally, respondent statements were quantitated into “harm reduction” (yes/no) and “abstinence-oriented” (yes/no) for analysis across cases and comparison with other study measures. These categories were not mutually exclusive, as one participant responses could be coded as harm reduction oriented and another from the same participant as abstinence oriented. The basis for coding a response as harm reduction-oriented was based on harm reduction principles articulated by the National Harm Reduction Coalition [66]. Statements were coded as abstinence-oriented if expressing a goal of methadone cessation, or full cessation of any substance as a goal. Quantitative analyses were conducted in SPSS v.28 and qualitative analyses were conducted in QSR NVIVO v.14.23. Comparative results significant at the p < 0.05 level were reported unless otherwise noted.


Results
Forty staff from the three OTP clinics participated in the survey for a response rate of 80%. As shown in Table 1, participants were diverse with regard to age, time working in SUD treatment, race, and ethnicity. Nearly half of respondents (47.5%) reported having personal lived experience with SUD and 27.5% of respondents reported a history of OUD treatment, including 12.5% reporting methadone treatment and 10% reporting buprenorphine treatment.Table 1Opioid treatment staff characteristics in three Arizona clinics, 2023 (N = 40)


	 	Mean (SD)
	Range

	Age (years)
	37.9 (10.5)
	22—59

	Years working in SUD treatment
	3.6 (3.1)
	0—15

	Years working at current clinic
	1.5 (1.5)
	0—6

	Number of prior roles at current clinic
	1.1 (1.0)
	0—4


	 	%
	N

	Race/Ethnicity*
	 	 
	 White
	57.5
	23

	 Black
	12.5
	5

	 Other race
	25.0
	10

	 Latinx/Hispanic ethnicity
	37.5
	15

	 Prefer not to say
	5.0
	2

	Clinic Role
	 	 
	 Nurse
	15.0
	6

	 Leadership (clinic manager, site supervisor, clinical coordinator)
	10.0
	4

	 Counselor
	40.0
	16

	 Peer support (peer support specialist, patient navigator)
	15.0
	6

	 Case manager
	5.0
	2

	 Front desk staff
	12.5
	5

	 Prefer not to say
	2.5
	1

	Lived SUD experience
	 	 
	 Personal experience with any SUD
	47.5
	19

	 Personal experience with OUD treatment
	27.5
	11

	 Personal experience with methadone treatment
	12.5
	5

	 Personal experience with buprenorphine treatment
	10
	4

	 Prefer not to say
	10
	4


*No participants identified as Asian, Native Hawaiian or Pacific Islander, or American Indian/Native Alaskan



Work characteristics
As shown in Table 1, staff in counseling roles comprised 40% of the sample. Medical providers responding to the survey were all nurses (i.e., RN, LPN, NP), and they comprised 15% of the sample. Finally, 15% of staff were in peer support or patient navigator roles. Administrative roles included front desk staff (12.5%) and clinic leadership (10.0%). Staff with lived SUD experience were more likely to be in a counselor role than staff without SUD experience (47.4% vs. 29.4%). Only one person in a medical role reported SUD lived experience.
Roles transition within the OTP was observed. The majority of respondents (70%) reported at least one prior role at their treatment clinic. In terms of number of previously held roles, 45% of staff reported having held one prior role at the same clinic, 17.5% had two, 2.5% had 3, and 5% had held 4 prior roles for a mean number of prior roles at the same clinic of 1.08. Transition appeared to involve roles that did not require particular degrees or certifications, including the counseling role. Certifications (degrees and licensure) are not required for counselors in OTPs by federal regulation [7] or, to our knowledge, state regulation, [6] though particular OTP companies may have specific requirements. Fifteen percent of all respondents reported that they had previously worked as case managers, 25% reported that they had previously worked as front desk staff, and 10% reported that they had previously worked as peer support specialists at the same clinic. Former case managers tended to move into counseling roles (i.e., 25% of counselors previously held a position of case manager at the same clinic), and former front desk staff tended to move into roles of navigator, case manager, or counselor. Among former peer support specialists, two moved into a counseling role, one moved into a clinic leadership role, and one moved into a medical provider role. Notably, staff members who reported lived experience with SUD held significantly more prior roles (m = 1.47) in the same clinic than staff without lived SUD experience (m = 0.71, t(34) = 2.36, p = 0.02). This finding also held for staff members with lived experience of OUD treatment (m = 1.82) compared with those without lived OUD treatment experience (m = 0.82, t(37) = 3.02, p = 0.005), suggesting that staff with lived SUD experience, and OUD treatment experience in particular, occupied more work roles over time at the same clinic than staff without lived experience of SUD or OUD treatment.

Trauma outcomes
A vast majority of staff (90%) indicated personal experience of at least one significant traumatic event during their lifetimes, and 57.5% had personally experienced four or more traumatic events. Experiencing 4 or more traumatic events means that a person was at high risk for toxic stress [67]. The average number of personally experienced lifetime traumatic events was 5.13 (SD = 3.69, range: 0–14). The average number of witnessed traumatic events was 3.58 (SD = 4.38, range: 0–14). Vicarious trauma exposure was similarly pronounced, with 82.5% of respondents reporting that their job requires exposure to distressed or traumatized clients, and 65% reporting that their job involves exposure to distressing materials and experiences. Notably, 62.5% of respondents PTSS measures in the clinical range (i.e., provisional PTSD diagnosis), 12.5% had high levels of vicarious trauma, and 60% had moderate levels of vicarious trauma.

Staff beliefs
Most staff (77.5%) disagreed with the statement I believe that a person who is addicted to opioids cannot be trusted. Qualitative harm reduction-oriented views were also reported by 50% of staff through statements such as:We are meeting clients where they are. Allowing clients to take charge of their treatment, setting goals that are important to them. Find ways to incorporate more harm reduction approaches and therapy. (Case 31)


These views contrasted with the 15% of staff who articulated abstinence-oriented views. These views tended to express inflexibility with treatment requirements, the goal of complete abstinence from other drugs during MMT, as well as eventual abstinence from methadone altogether. Exemplar statements were such as:(what) patient empowered methadone treatment means to me is to educate a person to never use methadone in large amounts or for longer than prescribed. (Case 5)
….be a bit more strict with clients treatment. I understand we deal with clients on a case by case basis but there must be a place in our program where we can say across the board that this borders on enabling not helping this client. There is no concrete line for that across the board and if there is no standard, can there really be order? (Case 8)


Figure 1 depicts the themes emerging from respondents’ written comments about what constituted patient-empowered MMT and what constituted trauma-informed MMT. Arrows represent connections assigned by the research team based on analysis of written response and connections made among concepts by participants. A vast majority of staff (70%) expressed patient-centered views. Major themes included the patient being in control, approaches that were harm reductive, flexible treatment options and approaches, trust between patient and provider, and respect for the patient.[image: ]
Fig. 1Emerging themes of person-centered MMT and trauma-informed MMT among OTP staff of three Arizona clinics, 2023 (N = 40)


Over half of staff (55%) held trauma-informed views. Major themes focused on two areas: practice and structures. The identified structures included the requirement that systems be in place to support trauma-informed care. Practice themes were evidence-based care, empathic care, and knowledge/learning for patients and providers about what constituted trauma-informed care. Qualitatively observed attitudes were reflected in responses to the validated ARTIC scale measuring favorability or unfavourability related to trauma informed care. The ARTIC mean score was 5.4 out of 7 indicating a very favorable view of trauma informed care.
Staff also reported beliefs about the person-centered climate or environment of the OTP. Just over half (55%) agreed that the OTP climate was person centered overall, and the average PCQ-S item score was 4.3 out of 6 ( “agree”); but there was wide variation in staff perceptions of clinic environment; with average PCQ-S item scores ranging from 2 (“strongly disagree”) to 6 (“very strongly agree”). The average PCQ-S total score was 51.6 (SD:10.1, r:25–72). Staff with lived SUD experience rated the OTP clinic environment as significantly more person centered (m = 4.68) than staff without lived SUD experience (m = 4.02), t(33) = 2.7, p = 0.01).

Connections between and among characteristics and beliefs
There were no statistically significant associations between having SUD experience and qualitative views about treatment. Staff with lived SUD experience were not more likely than staff without lived SUD experience to express views about harm reduction (52.6% vs. 47.1%, X2(1) = 0.11, p = 0.74), trauma-informed care (57.9% vs. 52.9%, X2(1) = 0.09, p = 0.77), patient-centered care (63.2% vs. 76.5%, X2(1) = 0.75, p = 0.39), or abstinence beliefs (10.5% vs. 11.8%, X2(1) = 0.01, p = 0.91). Similar outcomes were observed for staff with lived OUD treatment experience. Specifically, these staff were not more likely to hold views about harm reduction (63.6% vs. 42.9%, X2(1) = 1.37, p = 0.24), trauma-informed care (54.5% vs. 57.1%, X2(1) = 0.02, p = 0.88), patient-centered care (63.6% vs. 75%, X2(1) = 0.50, p = 0.48), or abstinence beliefs (9% vs. 14.3%, X2(1) = 0.19, p = 0.66) compared with staff without OUD treatment experience. Similarly, staff in counseling roles and staff in other roles (non-counselor) did not differ in their expression of views about trauma-informed care (56.3% vs. 54.2%, X2(1) = 0.02, p = 0.90), patient-centered care (62.5% vs. 75%, X2(1) = 0.71, p = 0.40), or abstinence beliefs (12.5% vs. 16.7%, X2(1) = 0.13, p = 0.72). However, there was a marginally significant relationship found between staff in counseling roles and having harm reduction views as compared with staff not in counseling roles (68.8% vs. 37.5%, X2(1) = 3.75, p = 0.05).
Bivariate correlations in the total sample revealed that trauma exposure was positively associated with having trauma symptoms, rating the clinic climate as person-centered, and having trauma-informed beliefs. As shown in Table 2, there was a positive association of trauma-informed beliefs on the ARTIC and ratings of OTP person centeredness on the PCQ-S. Age was positively associated with trauma exposure and years working in SUD treatment, and negatively associated with vicarious trauma symptoms, indicating that older staff members had experienced more traumatic events but were less affected by vicarious trauma in the workplace.Table 2Bivariate correlations between staff characteristics, work characteristics and beliefs about the OTP, trauma-informed care and patient centered care, Arizona 2023 (N = 40)


	 	M (SD)
	Age
	Years working in SUDtx
	Years at current clinic
	Lifetime trauma exposures
	Posttraumatic stress symptoms
	Vicarious trauma symptoms
	Person centered OTP climate
	Stigma
	Trauma informed Beliefs

	1. Age (years)
	37.92 (10.49)
	–
	 	 	 	 	 	 	 	 
	2. Years working in SUD treatment (SUDtx)
	3.60 (3.06)
	0.484**
	–
	 	 	 	 	 	 	 
	3. Years at current clinic
	1.53 (1.48)
	0.224
	0.146
	–
	 	 	 	 	 	 
	4. Lifetime trauma exposures
	8.70 (7.11)
	0.331*
	0.181
	− 0.024
	–
	 	 	 	 	 
	5. Posttraumatic stress symptoms
	40.83 (16.41)
	− 0.047
	0.064
	− 0.007
	0.596**
	–
	 	 	 	 
	6. Vicarious trauma symptoms
	21.35 (8.20)
	− 0.370*
	− 0.235
	0.302+
	-0.014
	0.236
	–
	 	 	 
	7. Person centered OTP climate
	51.59 (10.09)
	0.072
	− 0.200
	− 0.171
	0.485**
	0.238
	− 0.236
	–
	 	 
	8. Stigma
	1.08 (0.27)
	0.251
	0.294
	− 0.047
	0.171
	0.017
	0.018
	0.030
	–
	 
	9. Trauma-informed beliefs (ARTIC)
	5.35 (1.07)
	0.188
	− 0.096
	0.120
	0.348*
	0.161
	0.135
	0.353*
	− 0.079
	–


SUD = substance use disorder. OUD = opioid use disorder. OTP = opioid treatment program
+p < 0.1
*p < 0.05
**p < 0.01



Point biserial correlations compared the qualitatively derived categories of harm reduction views, abstinence-oriented views, patient-centered views and trauma informed views with work characteristics (time working in an SUD clinic and time at current clinic), trauma history and symptoms (lifetime trauma exposure, posttraumatic stress symptoms and vicarious trauma), and staff beliefs measured by validated instruments (person-centeredness of clinic climate, stigma and trauma-informed beliefs (ARTIC)). As shown in Table 3 we observed a significant positive association between qualitatively coded patient-centered views and vicarious trauma symptoms. In contrast, abstinence-oriented views were significantly and negatively associated with vicarious trauma symptoms. Harm reduction views were positively related to lifetime trauma exposure and negatively related to vicarious trauma symptoms, though these associations did not reach statistical significance.Table 3Significant relationships between staff characteristics, work characteristics and beliefs about the OTP and trauma-informed care and patient centered care by staff lived SUD experience, Arizona 2023 (N = 40)


	 	 	 	Work Characteristics
	Staff Trauma Exposure and Symptoms
	Staff Beliefs

	 	 	Age
	Time working in SUD treatment
	Time at current clinic
	Lifetime trauma exposure
	Posttraumatic stress symptoms
	Vicarious trauma symptoms
	Person centered OTP climate
	Stigma
	Trauma-informed beliefs (ARTIC)

	Harm reduction views
	Lived SUD
	0.613**
	0.383
	0.005
	0.388
	0.100
	− 0.552*
	0.428+
	0.297
	0.421+

	Lived OUD Tx
	0.857**
	0.113
	− 0.237
	0.569*
	0.075
	− 0.513+
	0.690*
	0.439
	0.477

	Trauma-informed views
	Lived SUD
	− 0.047
	0.074
	0.182
	− 0.220
	− 0.181
	0.280
	− 0.101
	− 0.077
	0.647**

	Lived OUD Tx
	− 0.124
	− 0.230
	0.049
	− 0.310
	− 0.229
	0.507
	− 0.267
	0.064
	0.725*

	Patient-centered views
	Full sample
	− 0.242
	− 0.141
	− 0.010
	0.050
	0.239
	0.520**
	0.112
	0.030
	0.162

	Lived SUD
	− 0.307
	0.143
	− 0.027
	0.182
	0.288
	0.507*
	0.087
	0.202
	0.160

	No Lived OUD Tx
	− 0.229
	0.025
	− 0.016
	0.046
	0.311
	0.533**
	− 0.034
	− 0.162
	0.077

	Abstinence-oriented views
	Full sample
	0.111
	0.169
	− 0.027
	− 0.042
	− 0.211
	− 0.390*
	0.075
	0.045
	− 0.218

	Lived SUD
	0.297
	0.081
	− 0.060
	0.115
	− 0.035
	− 0.528*
	0.541*
	− 0.166
	0.004

	Lived OUD Tx
	0.358
	0.356
	− 0.215
	0.620*
	0.217
	− 0.208
	0.557+
	− 0.184
	− 0.051


Staff experience was categorized as Full sample; Lived SUD, no lived SUD, lived OUD Tx, no lived OUD Tx. Associations found to be significant are reported here. The full table can be found in supplemental materials
SUD = substance use disorder. OUD = opioid use disorder. OTP = opioid treatment program
 + p < 0.1
*p < 0.05
**p < 0.01



Staff with SUD experience who held harm reduction views were older, had lower vicarious trauma symptoms, endorsed marginally higher trauma-informed beliefs on the ARTIC, and perceived the OTP as being marginally more person centered. In contrast, staff without SUD experience who held harm reduction views rated the OTP clinic as marginally less person centered (not reported in table). A similar pattern of results was observed with staff who reported OUD-specific treatment experience. Staff with OUD treatment experience who held harm reduction views were older, had greater lifetime trauma exposure, marginally lower vicarious trauma symptoms, and rated the OTP clinic as more person centered.
The addition of SUD experience appeared to factor into beliefs. Staff with lived SUD experience and staff with OUD-specific treatment experience who expressed trauma-informed views (qualitatively) were more likely to have trauma-informed beliefs on the ARTIC, but this association was not significant for staff without lived SUD experience. Staff with lived SUD experience who held abstinence-oriented views had lower vicarious trauma symptoms and rated the OTP climate as more person centered. Among staff with OUD-specific treatment experience, abstinence-oriented views were marginally associated with perceptions of the OTP climate as more person centered and significantly associated with trauma exposure. These associations were not significant for staff without lived SUD or OUD-specific treatment experience.


Discussion
To our knowledge, this study is the first to explore the OTP staff characteristics (personal and work) and their association with beliefs about methadone treatment and the clinic person-centeredness. This study demonstrated the feasibility of survey research among OTP staff using a fairly lengthy instrument containing several scales measuring trauma histories, symptoms and vicarious trauma. The high response rate (80%) is likely an indicator of interest, though probably not what would be obtained in larger samples.
As noted elsewhere, [64] staff trauma histories and symptoms were likely related to reported SUD histories among staff. SUD experience may also be an important factor in two ways. On the one hand, SUD experience may be an important factor in the quality of care. For example, it may be that staff with SUD experience understand the patient experience in ways others might not. A nonsystematic review of studies published before 2010 of North American SUD providers identified that staff with their own histories of SUD may feel more closely aligned with their patients’ experiences [51]. Conversely, and by way of caution, closer personal alignment with patient experience could increase staff vulnerability to negative trauma-related outcomes (such as vicarious trauma symptoms). Staff experience with treatment, especially if counter to what is now considered evidence-based and patient-centered, could affect their beliefs about the treatment they now provide because they may believe that what they received in the past was standard of care. This would mean that they may not recognize their OTP as not being patient-centered. This, however, needs to be more fully explored. Further, when paired with unmanaged vicarious trauma symptoms, staff may seek psychological protections through a mantle of OTP practices that separate them further from patient trauma and need. This is relevant because this study documented that in this type of SUD clinic (the OTP setting vs. other SUD settings) there may be a higher percentage of staff with SUD histories. Extant studies among SUD treatment staff found that 1 in 5 have SUD and treatment histories [68, 69].
The combination of personal beliefs and experience were themselves related in interesting ways. Personal OUD treatment and SUD experience may moderate other beliefs. For example staff who rated the clinic as significantly more person-centered had lived SUD  experience and held abstinence-oriented views. Also, staff with lived OUD treatment experience who held harm reduction beliefs rated the clinic as more person-centered than those without the combination of these experiences and beliefs. Reasons for these initial observations are not entirely clear. While we did not measure the actual person-centeredness of the OTPs in this study, this finding raises the question of whether the combination of SUD and OUD treatment experience and harm reductive or abstinence-oriented beliefs somehow interrupts the recognition of need for greater person-centeredness in the clinic environment.
Understanding the observed relationships further will require improved measures such as the Abstinence Orientation Scale, a 14-point scale validated among OTP staff [70]. Given the potential role of staff lived SUD and OUD treatment experience in influencing their patient-centered and harm reduction views, it might also be prudent to incorporate a rating of received treatment for its abstinence orientation(s), and the degree to which it was trauma-informed or patient-centered. Identifying how to precisely measure that would greatly increase our knowledge about whether it is lived SUD experience and OUD treatment experience that matters or lived bad OUD treatment experience that matters (e.g. not trauma-informed or patient-centered).
A novel finding of this paper is the preliminary identification of a sustained patient to provider pipeline in methadone treatment which may (if shown in larger studies) constitute the majority of OTP staffing. While it is known that SUDtx fields increasingly use peers in supportive staff roles who were themselves prior patients, [71] we identified that a range of roles, including counseling, were part of this pipeline, and that staff with SUD experience tended to occupy more prior clinic roles than their counterparts. Again, this in and of itself may be a great strength, but it must be examined given the findings that SUD experience (perhaps in a larger sample it is SUD treatment experience) mediated perception of the clinic’s patient-centeredness (lack thereof), abstinence orientations, and the need for change to adopt more patient-centered views.
We also identified a work role cycling phenomenon. Work role rotation or cycling may also have important implications for OTP culture and change. Organizational cultures are established by the people within them and their socialization to the setting and one another [72]. If staff overall rotate through an organization and remain there, practice change may be impacted (for good or ill). Federal and state policy have some influence over the degree to which OTPs becoms more patient-centered and trauma-informed using evidence-based treatment practices, but it is likely that the inner setting of the OTP itself and the individual characteristics are also important factors influencing the implementation of established and evidence-based practices that can eliminate the current MMT suboptimal patient outcomes [73].
Study observations are preliminary and future studies should examine these relationships over time and in larger national samples across different types of OTP settings. With larger samples across many OTPs, the question may be whether lived MMT treatment or abstinence oriented OUD treatment is the deleterious factor that might, along with vicarious trauma and unaddressed trauma be most impactful when thinking about factors that influence recognition of the need for practice change and the readiness for it.
Limitations
Observations from this study are preliminary and need to be understood over time and in a larger sample of staff in different OTP settings. A second limitation involved measurement. This study used only 1 item from a validated stigma scale as well as qualitative measures to gain deeper understanding of complex thinking about trauma-informed and patient-centered care. While qualitative measures were helpful to this particular study, larger studies should continue to use validated measures of patient-centeredness and trauma-informed beliefs. Third, the majority of the sample included people in counseling roles. This may have skewed findings, and efforts should be made first to assess the staff roles distribution in sample clinics and then stratify staff sampling by role  for more representative sampling. That said, as found in a prior study of Arizona MOUD providers, clinician response rates are low, [68] and there are no studies (to our knowledge) characterizing the roles distribution in U.S. OTP clinics. These issues notwithstanding, apparently all roles in the clinic (from front desk through providers) had the authority to place holds or ‘flags’ on methadone dosing [74]. This means that any staff can have control over a patient’s ability to manage their withdrawal symptoms through enforcement of OTP clinic rules that may or may not be evidence-based. An additional limitation is the use of the perception of clinic person-centeredness as a proxy indicator for clinic need for practice change. Perhaps a more reasonable conceptualization is the use of this measure as a proxy for need to change clinic culture; however, that would presume that staff want the clinic to be more person-centered and that the clinic should change to achieve that. Future cognitive interviews should be planned to help select the indicator for staff belief that the clinic needs to change and that practices in the clinic need to become more patient-centered. Finally, we did not investigate the professional training of staff beyond that of nursing training. Future studies will need to fully assess the myriad options for formal professional training (degrees and certificates) that are relevant to the delivery of MMT. This is significant, as it has been identified that ‘counseling’ in OTPs is rarely delivered by people who are trained clinically as counselors [21].
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