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Praise for Liquid Handcuffs


“In Liquid Handcuffs, Helen Redmond fearlessly takes on the militarization of methadone clinics. Her searing analysis, which ends with a call to dramatically retool drug policy and uplift peer-led activist organizations, is crucial reading for those of us who work and live in health and social service systems.”

—Helena Hansen, MD, PhD, professor at UCLA’s David Geffen School of Medicine and coauthor of Whiteout




“This is not just a book—it’s a reckoning, exposing how too many methadone clinics have failed their patients in the service of the imperatives of market medicine, racial capitalism, and the carceral state. Helen Redmond harnesses decades of lived experience, frontline practice, and the perspectives of patients themselves to rip the curtain back on one of the most dehumanizing medical regimes in the United States. In some of the most compelling abolitionist writing in medicine to appear in some time, she leaves us with one conclusion: Methadone clinics are not broken systems in need of reform; they are punishment by design. Liquid Handcuffs is not just for health care practitioners, policymakers, or substance use patients, but for anyone who has ever thought critically or had questions about American medicine itself.”

—Samuel Kelton Roberts, Jr., PhD, associate professor of history and sociomedical sciences at Columbia University and author of Infectious Fear




“Methadone is an inherently political issue, and this brilliant book takes apart its dark history and offers what should be an encouraging future.”

—Johann Hari, New York Times best-selling author of Chasing the Scream




“We have needed a book that critiques the methadone clinic system and Helen Redmond delivers with this page-turner. Painstakingly researched, it is filled with powerful stories of methadone patients that will make readers furious. The book lays out the contradictory history of methadone. It is a lifesaving medicine, but for fifty years it has been locked inside punitive clinics that imprison people instead of freeing them.”

—Patt Denning, PhD, coauthor of Over the Influence




“Reading Liquid Handcuffs was personal. As a mother of a daughter who takes methadone, I have lived the realities Helen Redmond so boldly exposes. Methadone saved my daughter’s life—but only because I had the means, the voice, and the relentless will to get her to a clinic an hour away every single day, and to advocate fiercely against a system designed to punish rather than support. This book confirms what I witnessed firsthand: methadone clinics operate less like health care facilities and more like parole offices. . . . With sharp analysis and profound compassion, Redmond documents how opioid treatment programs in the United States operate under a carceral model born out of the War on Drugs, not evidence-based medicine. Through patient stories, historical context, and frontline advocacy, she lays bare a system built on surveillance, shame, and control. This is not just a critique of policy—it’s a cry for justice. . . . If you care about public health, human rights, or ending the overdose crisis, read this book. And if you’ve ever loved someone who needed methadone, you’ll see them on every page.”

—Kathleen Cochran, founder of Moms for All Paths to Recovery




“This compelling book will save countless lives if read by people who struggle with opioid addiction, or who live with them, or who really want to help them, or who have power over them. Helen Redmond brings the voices of methadone patients out of the closet in making a persuasive case for desegregating the role of methadone in the medical system.”

—Ethan A. Nadelmann, JD, founder of the Drug Policy Alliance




“Any overseas visitor who has been shocked by the sight of long lines of distressed people queueing in US cities will appreciate this eye-opening and well-researched book. It exposes the historical class- and race-based fear and distrust underpinning this distinctively American way of distributing an essential medicine. Helen Redmond argues vehemently against this system, versions of which have been adopted by other countries, in favor of some form of physician and pharmacy-based provision. Taking into account the dangers of lax prescribing, international readers will be provoked to consider: What would more humane and effective regulation look like in their own country?”

—Susanne MacGregor, honorary professor at the London School of Hygiene and Tropical Medicine




“Liquid Handcuffs does a masterful job of telling the story of methadone. . . . Having worked in the front lines of addiction medicine for over thirty years, I have seen first-hand the transformative impact of methadone. However, this is often undermined by punitive and cruel systems of dispensing. Liquid Handcuffs is an important read for anyone involved with addiction and makes an impassioned case for policymakers to abolish the methadone clinic system.”

—Mark Tyndall, MD, professor of medicine at the School of Population and Public Health, University of British Columbia




“A visionary insight into the problems of our current methadone clinic system. . . . Redmond masterfully takes the reader on a journey to better understand this vital topic and gives us a sobering reality of what needs to be done to truly take the shackles off methadone.”

—William Amarquaye, PharmD, clinical pharmacist at Tampa General Hospital




“As an advocate for pregnant women, including those who used drugs, I came to learn about the life-saving benefits of methadone treatment. Sadly, that knowledge was quickly followed by lessons in the dehumanizing way in which this vital treatment is regulated in the United States, and the particular barriers to such treatment for pregnant women. It was with extreme relief and gratitude that I read Helen Redmond’s much-needed exposé of the methadone treatment system and its baked-in culture of cruelty. Redmond offers a vision of the kind of affordable, respectful, and compassionate health care that we all deserve.”

—Lynn M. Paltrow, JD, founder of Pregnancy Justice (formerly National Advocates for Pregnant Women)




“Liquid Handcuffs lifts the lid on the stigma and discrimination that people who take methadone experience across the globe. Helen Redmond sheds a much-needed spotlight on the problems people have accessing this life-saving medication, and the book will no doubt be a catalyst for change.”

—Fiona Patten, former Australian politician, harm reduction activist, and author of Sex, Drugs and the Electoral Roll




“Liquid Handcuffs unabashedly confronts the racist and classist system that allows for the dehumanization of methadone clients. Abolition of the current clinic system is the only way to liberate this lifesaving medication.”

—Jess Tilley, director of the New England Drug Users Union
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To all the people who take methadone, 
we see you, we hear you. 
Y a Eduardo, fuiste amado.






Introduction

Anyone who knows me knows that I am not a morning person. I love to sleep in. I might read a book, listen to music, scroll through Instagram on my phone, think about the day ahead, or just look at the sky and daydream. I never have to think about getting to a place every morning to take a medication and that if I was late, and the door was locked, I wouldn’t get it. A three-month supply of Enbrel is delivered to my door by UPS. I track the package online and know when it will arrive. There is always a stock of it in my refrigerator. I cannot function without it. My friend Melissa is not so lucky. She takes methadone. Melissa texted me and said she overslept and missed the Saturday dose. The clinic is closed on Sundays. That meant she would miss two doses and experience withdrawal symptoms. Her weekend was ruined, and she would stay in bed to ride it out, not to daydream. The only thing on Melissa’s mind would be getting to the clinic early Monday morning to get dosed. She is not free.

That’s why I wrote this book. People who take methadone are not free. The carceral clinic system that controls access to this lifesaving medication has total control over patients’ lives. The truth is, patients are prisoners in this system. It is enraging.

The audacious goal of Liquid Handcuffs: Policing and Punishment in Methadone Clinics and the Future of Opioid Addiction Treatment is to catalyze a movement to abolish methadone clinics. To free the people trapped inside.

The other reason for this book is that I couldn’t find any that radically critiqued the clinic system and called for abolition. There is a huge void that needs to be filled. Many more books need to be published that expose the inhumanity of methadone clinics, which are also called opioid treatment programs (OTPs). People who take methadone need to write accounts. Staff who work in clinics—nurses, counselors, doctors, directors—need to tell their stories. This book should not be the only critique of OTPs.

A canon of books is needed to explain how a system that so ruthlessly oppresses people who just want to take methadone and get on with their lives has been allowed to stand without any significant reform for fifty years! Iterations of the US system exist across the world and accounts need to be written by people in those countries who are also not free. The methadone clinic system needs to be documented in other ways too: podcasts, documentaries, social media, explainer videos, oral histories, photographs.

What influenced and informed this book project? I’m a medical social worker who has worked with people who use drugs for decades, and my practice is grounded in antiracism and the philosophy of harm reduction. I’m a documentary filmmaker and I’ve made two documentaries about methadone. As a journalist, I write about aspects of the War on Drugs with a focus on the politics of methadone for the Filter website.

I first encountered methadone when I worked in a hospital and outpatient care center in Chicago. It was part of my job to help patients enroll in OTPs. It was the 1990s, before lab-manufactured, super deadly fentanyl displaced humble plant-based heroin. Right away something seemed off. I could rarely talk to anyone at the clinic. Staff didn’t return calls, and when they did, they often spoke negatively about my patients. But the stories I heard about what happened inside clinics changed me. My hope is that by reading this book, it will change you too. I found out about the ways patients are controlled, from daily dosing to observed urines. The list of clinic-generated harms is endless, and it was punish, punish, punish, then punish some more. My patients’ hatred of the clinic and staff was justified.

I had the sinking realization that these opioid treatment prisons that thousands of vulnerable patients/hostages endure on a daily basis were a well-kept secret. Back then, no one was paying attention to or even cared about what occurred inside these programs. They weren’t on the radar of policymakers, the public, or the corporate media. And so the suffering went on, unseen. The methadone clinic system is purposely invisible. It isn’t intended to be seen because if we see it, we’ll start to get angry. I had to figure out a way to make the invisible visible.

In 2012 I moved to New York City, the home of the founders of methadone, doctors Vincent Dole, Marie Nyswander, and Mary Jeanne Kreek. Working on the Lower East Side, I helped clients in a supportive housing program get into methadone treatment. I’ll never forget a meeting I attended at a clinic to advocate for my client. Javier wanted to go to a conference in upstate New York and needed take-home bottles. The staff refused because he had missed several doses and counseling appointments within the last month. I was shocked at the level of contempt they had for Javier during the meeting and the refusal to recognize that his desire to participate in a conference was a positive thing and should be supported. To staff, he was just a junkie fuckup who didn’t follow the rules. Javier had told me many times that he despised going to the clinic and how he felt abused by the staff. He would wake up early and arrive at the clinic in Midtown Manhattan in the dark. As the sun came up, hundreds of people on their way to work rushed past the long line he stood in. Javier said it was humiliating. It made him feel like he could never get out of the clinic’s “liquid handcuffs” and become one of the workers streaming by on their way to a job and a different life. He dropped out of treatment and later died of a fentanyl-related overdose. The methadone clinic system killed Javier. I was enraged.

My co-filmmaker Marilena Marchetti and I finished our feature-length documentary, Liquid Handcuffs: A Documentary to Free Methadone, in 2019. It was filmed in six countries. I interviewed lots of patients and staff for the documentary and discovered even more things that I didn’t like about OTPs. We held several screenings of the film in New York City. Afterward, there were panel discussions featuring people who took methadone. It was a start.

Then I found an article by Peter Vanderkloot that rocked my world. His ground-breaking piece, published in 2001, “Methadone: Medicine, Harm Reduction or Social Control,” linked the way the medication is dispensed to drug prohibition. The methadone clinic system is a creation of the War on Drugs, the Drug Enforcement Administration (DEA) designed it, and at the same time the clinic system is a refuge from the war on drugs. People who take methadone swap the dangers of illicit drug use—arrest, incarceration, violence, overdose, and death—for a safe supply of the medication in a setting that punishes, monitors, and controls them. OTPs are a battleground, another front in the drug war. Vanderkloot concludes the article by calling for abolishing the clinic system and for prescription parity. It made complete sense. It’s a root cause solution. I became a clinic abolitionist.

Over time, I also became an OTP rageaholic. I found a fellow rageaholic in Dr. Ruth Potee. I watched a video of her on YouTube speaking at a conference in 2022.1 The title of her presentation was “WTF Methadone—What Is the Future?” It blew me away. Potee’s critique of the DEA was badass, and she dropped this bomb: “First of all, if this room was filled with DEA agents, I would still say the exact same thing I’m about to say. . . . Public enemy number one to treatment is the DEA.” WTF methadone for real! I’d never heard a doctor so boldly call out the drug warriors. During her talk, Potee used the words criminal, carceral, and parole to describe OTPs and introduced the idea of a “methadone industrial complex” that makes enormous profits. Her brilliant presentation both explained and excoriated the American methadone clinic system. She confessed that she is rageful every single day. But here’s the thing: Dr. Potee is the medical director of four methadone clinics in Massachusetts. Why does Potee work in the opioid treatment prisons that she so convincingly condemns? This was one of the first of many contradictions in the weird world of methadone that you’ll learn about in Liquid Handcuffs.

Then COVID-19 hit like a category 5 hurricane and didn’t let up for two years. The brutal realities of long-term systemic inequality in the United States were exposed. A bright beam of light was trained on strict OTP regulations in a way like never before. Suddenly the invisible became visible. Federal and state agencies that regulate clinics were forced to allow more take-home medication so patients and staff wouldn’t die. It was as if Moses had parted a sea of liquid methadone and patients were finally able to escape. Louise Vincent, the executive director of the National Survivors Union said, “It took a pandemic to get more take-homes.” She was right.

It was critical to document the historic changes that were taking place in OTPs. Marilena and I filmed interviews with patients and staff inside and outside clinics in five states in the second year of the pandemic. The result was our short film, Swallow THIS: A Documentary About Methadone and COVID-19. Then we launched a cross-country tour using it to make the case for clinic abolition. It was the experience of a lifetime to meet and be in conversation with so many folks who take methadone and with clinic staff. But this Rip Van Winkle methadone moment of waking up wouldn’t last.

As a result of my documentaries and articles about methadone, I’ve become a small magnet for patients around the United States who are frustrated, want real change, and are keen to share their experiences in methadone clinics. I’ve invited some of them to write for Filter so readers can hear directly from people with lived experience.

Janet Urdahl, a former executive director of an OTP, contacted me asking for help to reform her clinic. I told her I could not. But I made a short video of Urdahl for Filter and she blows the whistle on the culture of cruelty in for-profit clinics. Staff in some OTPs are fed up. I read this on an email list: “I am transitioning out of working at this clinic due to an atmosphere of hostility, a culture of wanting to ‘punish’ clients, and unethical, immoral practices as I’ve seen with the methadone clinic system in general.”

People also started to hate on me for criticizing the clinic system, for my abolitionist stance, and for opposing methadone reform legislation. In various forums, participants attacked me and said shut up, that I couldn’t have an opinion because I didn’t take methadone or work in an OTP. I was called an “unhinged troublemaker” and warned that I don’t speak on behalf of methadone patients. I don’t. I speak for myself. And I won’t shut up. Because of my position that clinics are oppressive and must be shut down, several people declined to be interviewed for this book.

It has been a long and winding road to write Liquid Handcuffs. On the way, I’ve learned about methadone from an empathic, generous, knowledgeable, funny, and ever-growing cast of characters from Kabul to Knoxville, Lisbon to Los Angeles, New Delhi to New York City.

I am convinced that the only way to free people who take methadone is to abolish the clinic system. If this book convinces you, then it has done its job.

Some book housekeeping notes:


	I wasn’t able to include the voices of the dozens of people I interviewed for the book, but please know you have influenced how I think about methadone.

	I use person-centered language to describe people who take methadone and use drugs throughout the book, except when doing so becomes intolerably repetitive. Always, I strive to be respectful.

	When I quote people who take methadone, I use both full names, one name, or a pseudonym for privacy purposes.

	Errors or omissions are mine.



Finally, lovely readers, I leave you with a comment Melissa posted on social media:

I got to get myself all winterized to commute to the methadone clinic to receive 1 dose of my medication by a nurse through a hole in the glass. Today there were 2 folks in wheelchairs, 4 with walkers, 2 on oxygen, more canes than I could count. This isn’t sustainable. #freemethadone






1

The American Methadone Clinic System: “Who Do I Have to Blow?”




A methadone patient is monitored more closely than a paroled murderer.

—Edwin Salsitz, MD



Indulge me. Imagine you take a medication that is vital to your health: as vital as oxygen or water. You can’t go a single day without it because you are completely dependent on it to think, to work, to take care of your family, to just be you. And if you miss a dose? A withdrawal hellscape awaits: extreme muscle and bone pain, intense cravings, vomiting, insomnia, severe anxiety, cramps, cold sweats, fever, and bouts of diarrhea. Death might actually be preferable. What kinds of indignities would you endure to avoid that experience? How far would you go to get the drug that literally saves your life every day?

Be honest: You would do whatever it takes to get it—and it, in this case, is methadone. And the only way to legally obtain this medication that mercifully binds to mu-opioid receptors and blocks the brain from telling the body to revolt is to attend a special clinic six or seven days a week and be observed by a nurse swallowing the medication. These methadone clinics, also known as opioid treatment programs (OTPs), are licensed and regulated through a partnership between the Drug Enforcement Administration (DEA) and the Substance Abuse and Mental Health Services Administration (SAMHSA). That the DEA, a police organization that is waging the War on Drugs, is involved in the dispensing of methadone is outrageous. They are ignorant about the nature of addiction and believe that methadone is a dangerous drug and that adults who take it cannot be trusted. That SAMHSA, an agency composed of medical doctors, addiction experts, and researchers who do understand the importance of methadone to treat addiction, collaborates with DEA drug warriors is also outrageous. Their decades-long partnership has denied people who need methadone their freedom.

Methadone is a full agonist, synthetic opioid used to treat addiction to heroin, fentanyl, and prescription opioids like OxyContin. It eliminates intense cravings and withdrawal. The medication is the gold standard of treatment. It was discovered by doctors Vincent Dole, Marie Nyswander, and Mary Jeanne Kreek at Rockefeller University in the 1960s. A report by the National Academy of Sciences Institute of Medicine (IoM) concluded, “Methadone maintenance has been the most rigorously studied drug treatment modality and has yielded the most incontrovertibly positive results. . . . Consumption of all illicit drugs, especially heroin, declines. Crime is reduced, fewer individuals become HIV positive, and individual functioning is improved.”1

The IoM also noted that methadone can be taken as a maintenance medication with few negative side effects. In reviewing clinic regulations, though, the researchers also concluded, “Current policy puts too much emphasis on protecting society from methadone, and not enough on protecting society from the epidemics of addiction, violence, and infectious diseases that methadone can help reduce.”2 The report was published in 1995.

Tragically, society is still being protected from methadone. That’s because the drug has been locked inside a singularly oppressive penal institution that is anchored in a culture of cruelty and surveillance. The DEA, SAMHSA, and OTPs have created dense layers of nonsensical arbitrary rules and regulations that make entering and staying in a program a frustrating and humiliating daily ordeal. In the midst of an ongoing overdose crisis, just one in five adults received medication to treat opioid addiction, with women and African Americans substantially less likely to have access.3 Longer retention in methadone treatment is associated with better patient outcomes, and research indicates the first twelve months are critical to patient success. Studies over decades show that the majority of patients drop out during the first year of methadone treatment,4 with one study showing that 64 percent of patients discontinue use of medication prior to six months.5

Yet drug warriors and callous bureaucrats in these federal agencies, along with clinic staff, shift the blame to patients. They don’t “follow the rules,” they don’t “take recovery seriously,” or—the biggest lie of all—patients are “not ready for treatment.” Patients don’t fail methadone treatment; the treatment fails them. Methadone itself is a tool of harm reduction. But the clinics that control methadone are a system of harm production that drives people out of treatment and back to a toxic supply of street drugs. Over one million Americans have died from opioid-related overdoses. Methadone has been proven to cut the overdose death rate by 59 percent.6 It is criminal that OTPs take a medication with such demonstrated, lifesaving benefits and make it difficult to access.

Carceral Clinics

Imagine you’ve just stepped off a crowded bus after a second subway transfer, or you’ve just driven a white knuckled harrowing hour during a snowstorm, and you pull up to an unmarked concrete building with frosted windows that is surrounded by a tall black steel fence in the “seedy part of town.” It’s 5 a.m. There is a line of people snaking around the block. You join it. This is where you come to swallow one dose of liquid methadone six or seven days a week.

Every interaction between patients and staff in the methadone clinic system is marked by a lack of trust, surveillance, coercion, and punishment. Patients are not allowed to possess their own medication. Instead, a constantly changing cast of counselors, security guards, physicians, and nurses control access, robbing patients of autonomy while exerting control over their lives well beyond the walls of the OTP.

This massive power imbalance, which is rarely acknowledged, creates an environment that keeps patients passive, afraid, anxious, and obedient. In no other health care setting are patients with chronic medical conditions at the complete mercy of staff and constantly threatened with being cut off their medication and forced into withdrawal. This practice is a human rights violation and contravenes the Hippocratic Oath and the Nursing Code of Ethics, which declare “do no harm” and promote “autonomy in decision-making and justice.”

Commuting to a clinic is a lifelong proposition. A counselor said to Louis Jones, a former methadone patient in New York City, “Till death do we part.” Patients routinely talk about OTPs using carceral language. They are on chemical parole or a chemical tether, restrained by liquid handcuffs; attending the clinics constitutes a life sentence; the clinic is a ball and chain; patients are lifers. Indeed, the relationship between staff and patients models a prisoner-guard relationship. The clinic assigns everyone an ID number, and some nurses use that instead of the name of a person to confirm their identity and dose.


I had no idea what I was getting into. In the beginning, it didn’t bother me having to go to the clinic six days a week because it gave me a reason to wake up every morning. But after a year passed, I realized it was a prison because I couldn’t go anywhere without having this drug with me, and I couldn’t get take-home bottles. I don’t care if I was going to the clinic once a month or once a week, it was still a prison.

—Francine, New York



The resemblance to prisons is a feature, not a bug, of the clinic system. Methadone clinics were designed to segregate, control, and monitor patients, much like penal institutions. When a person enters a clinic, they lose their freedom and basic human rights. Uniformed security guards are the first personnel patients encounter. Some clinics hire off-duty cops. The job description for a security officer at Montefiore OTPs in the Bronx includes managing the waiting area and directing patients to medicating windows; exercising constant vigilance of patients, staff, and visitors; and performing perimeter patrols, including loitering patrols. The job qualification section states “military experience preferred.”7

Loitering or “hanging around” the vicinity of clinics is taken very seriously. This is because the neighborhoods OTPs are located in have opposed their opening and are looking for reasons to shut them down.8 When the Greater Harlem Coalition complained about loitering at a Mount Sinai OTP in Harlem, the management agreed to “contract a new, more reputable security firm and staff their new building with retired New York Police Department (NYPD) sergeants and install additional security measures inside the buildings, such as metal detectors and security cameras.”9

A sign posted on the door and in windows of the Family Guidance Center in Chicago threatened: “If you are seen loitering or lingering around the building or the surrounding area, you will immediately be placed on involuntary withdrawal.” The sign speaks volumes about the oppression of people who take methadone. That a health care facility would force a patient into withdrawal for simply lingering in the vicinity of the clinic is barbaric.

Policing patients is a core function of clinic security guards, and police officers in the community have harassed and arrested patients on their way to the program and while waiting in line outside. The Beyond Methadone study in New York City found that nearly four in ten patients surveyed reported being stopped and frisked by police outside their clinic, and seven in ten respondents witnessed someone else being frisked or harassed by police while entering or leaving the clinic.10 A methadone patient explained, “The police arrested a few of the people on the program. . . . If they need a spot to meet their quotas, they just come to the methadone programs and mess with people, search them for no reason. . . . I have missed a dose because of the police.”11

At a New York City clinic I filmed in for my first documentary, a guard sat in a raised booth in front of the entrance to the medicating area. As patients arrived, he ordered them to throw take-out coffees, plastic water bottles, and cans of soda into a large trash bin. This was a security measure to prevent diversion of methadone. Inside the booth, a bank of monitors displayed camera feeds from all areas of the clinic and tracked the movement of people inside and outside the building. This is how patients are caught loitering or breaking other clinic rules. Doug was in line waiting for the clinic to open and got into a brief pushing match with another patient who cut the line. No one was hurt, but later staff confronted him with the footage of the altercation and kicked him out of the clinic permanently for fighting.

Security officers are stationed in OTPs for another critical reason. At the American Association for the Treatment of Opioid Dependence (AATOD) conference I attended in 2022, Dr. Kenneth B. Stoller, the director of Johns Hopkins Broadway Center for Addiction in Baltimore, stated, “Security is there to make staff feel safe.” But safe from whom? The pervasive presence of uniformed security personnel and hyper-surveillance in clinics creates an atmosphere of criminality and hostility while reinforcing the power imbalance.

Many clinics operate in old run-down buildings with unmarked facades surrounded by razor wire–topped fences in abandoned, deindustrialized zones full of detritus to deter NIMBY protests. A clinic in East Harlem has separate entrances for patients and staff.12 Iron bars on windows and roll-down metal security gates are common. Clinic interiors are austere and cold, with artificial lighting, drab colors, and ceiling mounted cameras. Methadone clinics have long embodied hostile architecture before it became a thing on Instagram. There is no art, beauty, or comfort in clinics because of their prison-like environment.

In dense urban areas like New York City, OTPs hide in plain sight with no signage and tinted windows. An unmarked storefront clinic on the Lower East Side has graffiti sprayed across it and the glass is blacked out. In 1971 a methadone program that was closed by the DEA transferred all their patients to the Gold Star Mother, a decommissioned Staten Island ferryboat that was docked at Battery Park on the Hudson River. “Every weekday, 450 former heroin addicts climb a gangway to the Gold Star Mother. . . . After showing their credentials and submitting to tests, they climb to the upper deck. At what used to be the refreshment stand (the soft drink machines have not yet been removed) they receive one-day dosages of methadone.”13 Two OTPs in Boston located on “Methadone Mile” are around the corner from the Suffolk County House of Corrections.14 A coincidence? In rural Pennsylvania, an OTP is housed in a cross between a shipping container and a trailer. A concrete building with no windows in Baltimore accommodated a storefront church, the New Life Evangelical Baptist Church, and a methadone clinic.15

OTPs are purposely invisible. They’re not businesses the public is supposed to see or be able to identify. The only thing that gives them away is the people standing in long lines outside the building. Imagine having to spend any amount of time inside or even outside such a dismal and depressing place for years on end.

The Culture of Cruelty

In 2021 the National Survivors Union, a grassroots coalition of drug users, both former and active, published “The Methadone Manifesto.”16 It was the first systematic critique of the clinic system by people who take methadone. The group identified a deep-rooted “culture of cruelty” in methadone clinics. It consists of strict attendance requirements, supervised dosing, urinalysis, mandated counseling, “earning” take-home doses, bottle recalls, limited dosing hours, and much more. The cruelty that patients endure daily is covered up by a culture of concealment. The public, politicians, health care providers, and the media don’t know what happens in methadone clinics.

The culture of cruelty begins with an attendance requirement that can only be understood via the clinic imperative to surveil and control patients. From the start, clinic staff don’t trust patients to take methadone as prescribed, often citing the potential for overdose or diversion, which is selling it on the street. So, for the first three months, everyone is mandated to come to the program six days a week, and in some states, seven. It is a commitment that extracts an enormous amount of time, money, and energy from patients. Patients commute daily to swallow a single dose of methadone under the watchful eye of a nurse. It forces people to prioritize traveling to a clinic instead of other things like work, family, education, or relaxation. Generally, people try to get medicated at a clinic that is close to where they live, but that isn’t always possible because 80 percent of US counties don’t have a single OTP.17

In large cities like Boston, Chicago, New York City, and San Francisco, there is mass transit, but it is often unreliable. In 2023 it was announced that the MTA in New York City was facing “the greatest crisis in its long history.”18 Train delays are an everyday occurrence. Funding for public transportation has declined and has led to the elimination of bus routes, fewer trains, and longer wait times.

Being dependent on the operation of both buses and trains is precarious, but that is exactly the situation Laura, who lives on Staten Island, finds herself in. She takes a bus to the ferry, then gets on an uptown train. Depending on the day, time, and the state of transit delays, it can take up to two hours one-way to reach her clinic. For those with mobility issues, the commute is even more difficult when there are no elevators or escalators or they are closed for repair. There are zero OTPs in Wyoming, so people have to cross state lines to get methadone.19 In rural areas, clinics are often hundreds of miles away, which makes a car a necessity. What could go wrong? Flat tires, engine trouble, road closures, construction, accidents, and traffic.

Round-trip travel six or seven days a week isn’t cheap, and costs rise most years. In New York City a one-way subway fare is $2.90 as of 2025. Jenna, who is unemployed, stands at the entrance in a Brooklyn station and asks passengers for a “swipe” of their MetroCard. When desperate, she has jumped the turnstile and risked arrest for fare evasion. A one-way fare to ride the Bay Area Rapid Transit system in Northern California could cost over $7. For those who drive, the average cost of a gallon of regular gas in Nevada is $4. Exacerbating this transportation nightmare is that people who take methadone are disproportionately low-income, so the expense of getting to an OTP takes a big bite out of an already tight budget. The attendance requirement combined with an expensive and long commute for many causes patients to miss doses and to drop out of treatment.


I honestly wish they would just understand I have a house and job I am trying very hard to maintain, and going two hours out of my way before work is really just hard sometimes. People might call me lazy, but if I am really tired, I just don’t go. I won’t risk getting in trouble at my job. A counselor said I didn’t want recovery enough because if I did, I would get up early and get to the clinic with more than enough time to travel back home to be at my place of employment.

—Liz, Illinois



Extreme weather events have become more common in the United States because of climate change: heat waves, floods, wildfires, and hurricanes. As a result of weather emergencies, mass transportation and highways are closed and authorities advise staying home. That is not an option for people on methadone. In 2012, when Hurricane Sandy slammed into New York City, patients still had to go to the clinic. They trudged through dangerous streets with downed power lines because the entire subway system was shut down. In 2013, Elizabeth Brico was five months pregnant and living in Boulder, Colorado, when a flood inundated the city and her methadone clinic closed. She was told to go to a clinic in Denver, but no public buses were running. Brico’s counselor then arranged for a FEMA helicopter to fly her there, but fortunately she got dosed at a hospital in Boulder.20 In 2024, an extreme cold event flooded and shut down an OTP in Seattle. Over one thousand patients were
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Supervised Humiliation



	Attention. Stop. Please wait until you are called.

	Reminder when at the medicating window, No: eating, drinking, reading, cell phones.

	Remove: dark glasses, headphones, items from the medication counter.

	You must speak to the nurse after medication.

	Please, no distractions or interruptions while nurse is medicating.

	Quiet, please, medication being dispensed.

	Help prevent medication errors: no talking.

	Answer your name promptly or you will be medicated last.

	No profanity in the clinic please.












Pissed Off



















The Take-Away Bottle Game












	Absence of recent abuse of drugs (opioid or nonnarcotic) and alcohol.

	Regularity of clinic attendance.

	Absence of serious behavioral problems at the clinic.

	Absence of known recent criminal activity, e.g. drug dealing.

	Stability of the patient’s home environment and social relationships.

	Length of time in comprehensive maintenance treatment.

	Assurance that take-home medication can be safely stored within the patient’s home.

	Whether the rehabilitative benefit the patient may derive from decreasing the frequency of clinic attendance outweighs the potential risks of diversion.32
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OPS/image_fi/book_art/NABmark_stacked.png
North Atlantic Books

Huichin, unceded Ohlone land
Berkeley, California





OPS/image_fi/book_art/cover.png
“Methadone is an inherently political issue, and this brilliant book takes apart
its dark history and offers what should be an encouraging future.”

—JOHANN HARI, New York Times best-selling author of Chasing the Scream
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