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A qualitative exploration of the downstream impact of a 
sustained disruption to the methadone supply in Mexico: 
effects on the mental, financial, and social health of patients 
with opioid use disorder in Tijuana
Annick Bórquez, a,e,∗ Jesse Lloyd Goldshear, a,e Sheryl Muñoz-Mina, d Arturo Tornez, d Alicia Harvey Vera, a María Elena Medina Mora, c 

Gudelia Rangel, b,d and Steffanie A. Strathdee a

a Division of Infectious Diseases and Global Public Health, University of California San Diego, La Jolla, CA, USA
b Colegio de la Frontera Norte, Carretera Escenica Tijuana-Ensenada, San Antonio del Mar, Tijuana, Baja California, Mexico
c Instituto Nacional de Psiquiatría Ramón de la Fuente Muñiz and Facultad de Psicología/UNAM, Colonia, Huipulco, Tlalpan, Ciudad de 
México, Mexico
d Comisión de Salud Fronteriza México-Estados Unidos, P.º del Centenario 10851, Zona Urbana Rio Tijuana, Tijuana, Baja California, 
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Summary
Background Medications for opioid use disorder (MOUD) are considered the gold standard long-term treatment for 
opioid use disorder (OUD) as they have a range of health and psycho-social benefits. Sudden reduction or 
interruptions in MOUD can have both immediate and long-term consequences for patients. We sought to 
qualitatively examine the impact of the prolonged closure of Mexico’s main methadone production facility 
(Psicofarma) in 2023 on MOUD patients in Tijuana, Mexico.

Methods We conducted semi-structured qualitative interviews with 20 MOUD patients in Tijuana, Mexico, from 
May to August 2023. We transcribed interviews and translated them from Spanish to English for analysis. Our 
analysis followed a thematic and narrative approach, and code congruency was found by consensus. Analytic and 
narrative memos provided the foundation for the ultimate findings.

Findings The closure of Psicofarma resulted in a sudden stoppage in MOUD for participants. While some were provided 
with a benzodiazepine alternative and/or psychotherapy by their clinics, most were completely cut off from medical 
support. Participants reported returning to the illicit market for solutions to both withdrawal and drug cravings. Increased 
spending on the illicit market drained participant finances and strained employment and familial relationships.

Interpretation The sudden interruption of MOUD treatment had varied yet predictable effects on our participants. 
These results demonstrate the need to ensure adequate methadone supply for people with OUD in Mexico and to 
offer other alternative therapies such as low-threshold buprenorphine.

Funding Support for this study was provided by NIDA (R01DA049644-S4, T32DA023356 and DP2DA049295).

Copyright © 2025 The Author(s). Published by Elsevier Ltd. This is an open access article under the CC BY license 
(http://creativecommons.org/licenses/by/4.0/).

Keywords: Methadone shortage; Structural violence; Medications for opioid use disorder; Treatment interruption; 
Harm reduction; Qualitative

Introduction
Medications for opioid use disorder (MOUD), 
including methadone and buprenorphine, are widely 
considered to be the most medically and cost-effective 
long-term treatment for opioid use disorder (OUD) 1

and are included in the World Health Organisation 
(WHO)’s list of Essential Medicines. MOUD reduce 
the risk of fatal overdose, mortality from other causes 
and HIV and HCV acquisition, 2–4 and improve overall 
wellbeing.
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Research in context

Evidence before this study
We searched PubMed, Google Scholar, ResearchGate, and 
ScienceDirect (up to July 1st 2024) for articles documenting 
shortages in medications for opioid use disorders (MOUD) 
and their impact on patients’ health and wellbeing using the 
following search terms: (“methadone” or “buprenorphine” or 
“opioid agonist therapy” or “opioid substitution therapy” or 
“medication* for opioid use disorder*”) and (shortage or 
interruption or disruption). We considered qualitative, 
quantitative research, and research viewpoints as evidence. 
Relevant articles fell into four main categories: MOUD 
shortages caused by 1) the COVID-19 pandemic, 2) natural 
disasters (i.e., hurricanes), 3) political conflicts, and 4) 
regulatory changes.
Most articles focused on the impact of COVID-19-related 
disruptions in the U.S., Canada, and a few other countries, 
highlighting clinic closures and operational challenges, 
particularly for methadone patients. Mitigation strategies 
included telehealth prescriptions, increased take-home doses, 
and regulatory waivers. While some regions adapted quickly, 
disparities in access (e.g., by race and OUD severity) persisted. 
Overdose rates in the U.S. rose in the context of an 
increasingly toxic drug supply and exacerbated social 
vulnerabilities, making it difficult to estimate the 
contribution of MOUD disruptions. Studies on MOUD 
shortages in conflict situations examined the Russian 
invasion of Crimea (2014) and the war in Ukraine (2022), 
which severely impacted MOUD access. In occupied Crimea, 
MOUD was immediately halted, and approximately 20% of 
patients re-enrolled according to one study. In Ukraine, the 
two methadone factories shut down, forcing dose reductions 
and overloaded clinics. Patients often turned to alcohol, 
pregabalin, or illicit drugs for withdrawal relief. Ukraine’s 
MOUD system was already under-resourced before the war, 
and adaptations to address longstanding challenges helped 
maintain some level of access. Regarding natural disasters, 
studies focused on hurricanes Sandy, Katrina, and Rita in the 
U.S. and Puerto Rico, describing emergency MOUD plans such 
as advance take-home doses, guest-dosing at alternative 
clinics, and transportation support. Some patients 
maintained access (especially those on buprenorphine), but 
others experienced withdrawal and returned to heroin use. 
Patients with psychiatric conditions or unstable treatment 
histories were at higher risk of resuming heroin use. Several 
studies emphasized the need for emergency mental health 
services for MOUD patients in disaster contexts. Studies 
addressing MOUD policy shifts included experiences in 
Canada and the U.S. In British Columbia, methadone 
formulation changes and the removal of pharmacy delivery 
services resulted in withdrawal, increased injecting drug use, 
and reduced HIV treatment adherence. In Ontario, slow-

release oral morphine shortages caused higher treatment 
discontinuation rates. In Maryland, abrupt clinic closures due 
to legal actions against prescribers led to increased overdoses 
despite emergency response efforts.
Literature examining the impact of external disruptions to 
MOUD supply on the lives of patients has mostly 
documented shortages in the context of unexpected and 
overwhelming events, including pandemics, hurricanes 
and wars. These caused severe, but relatively brief or 
partial disruptions in access, with the exception of the 
MOUD ban during the Russian invasion of Crimea. Studies 
investigating treatment interruptions due to regulatory 
changes, which are most relevant to our study, occurred in 
the context of alternative medications or treatment 
settings.

Added value of this study
Our study adds to this pool of literature by exploring the 
downstream impact of a planned, complete and sustained 
disruption to the methadone supply across Mexico, where 
no alternative evidence-based MOUD was made available 
and no neighboring treatment settings could welcome 
patients. While mitigation plans would be expected under 
such scenario, we describe how this largely preventable 
disruption caused serious mental, physical, and social harm 

to MOUD patients, akin to those documented in the 
context of natural disasters or conflicts, and severely 
affecting those most marginalised. Arguably, 
communication and emergency planning were superior in 
the context of the pandemic and hurricanes described in 
other studies, as standard operating procedures (SOPs) 
were put in place.

Implications of all the available evidence
Available evidence indicates that disruptions in the supply of 
MOUD—whether by natural phenomena, conflict or 
government edict—are harmful to the physical, 
psychological, and social wellbeing of patients in MOUD 
treatment. Especially in areas heavily affected by the ongoing 
overdose crisis, attempts should be made to expand both the 
availability of these medications and the redundancy of their 
production or procurement to better protect this population 
from harm. In addition, emergency plans including SOPs to 
communicate with patients in advance and support them 

with take-home doses, transport with alternative treatment 
sites, and clinical follow-up, should be developed in 
collaboration with patients and providers based on their 
experiences. Methadone and buprenorphine are considered 
Essential Medicines by the WHO, and withholding one 
medication without offering alternatives is a human rights 
violation. In Mexico, buprenorphine should be made available 
to prevent treatment interruptions and expand access.
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In Mexico, the availability and dispensing of MOUD 
is highly limited. This is despite the large number of 
people with OUD, especially on the northern border, 
leading to calls by advocacy groups, medical pro- 
fessionals, and policymakers to improve availability and 
access. 5 In February 2023, following concerns about 
quality control in the production of methadone, the 
Mexican government closed Psicofarma, a psychiatric 
medications’ plant that was the main methadone 
manufacturing plant in the country. 6 During the closure, 
there were no plans in place to provide MOUD clinics 
with alternative options for treatment, as buprenorphine 
is unavailable for treating OUD in Mexico by law (see 
Supplemental File 1 for further information on MOUD 
policy in Mexico). The order to stop production was 
sustained until August of 2023, but methadone distribu- 
tion did not resume immediately, thereby interrupting 
treatment for hundreds of patients for over seven months 
in some cases. In 2021, there were 11 public clinics across 
the country offering MOUD treatment to approximately 
400 patients, 7 and private clinics cover a larger patient 
population, but a national estimate is unavailable.
In Tijuana—the setting for this study and a city on 

the Mexico–United States (U.S.) border—approximately 
500–1000 patients received methadone in 2022 at the 
city’s four clinics (one public and three privately oper- 
ated) based on previous research and discussions with 
key informants. As one of the busiest land border 
crossings in the world, Tijuana is situated along a major 
drug trafficking route and has historically been a hub of 
both domestic and cross-border drug use. The city also 
serves as a primary point of return for Mexican citizens 
deported from the U.S., 8 many of whom are left 
homeless and without access to basic social services. 9 

As one of the cities with the highest rate of illicit 
opioid use in Mexico, Tijuana is in a unique position to 
benefit from broad MOUD coverage.
Increased access to low-barrier MOUD is a critical 

component of addressing substance use health risks and 
overdose, especially in settings where fentanyl now 
dominates the opioid supply, such as Tijuana. Beyond the 
direct medical benefits of MOUD, psychosocial benefits 
have also been identified. 10–12 In literature dating back to 
the 1990s, retention in MOUD has been associated with 
decreased law enforcement contact 13,14 and reduced 
homelessness. 15,16 Just as the availability and utilisation of 
MOUD have demonstrated benefits for patients with 
OUD, the interruption of these services could have both 
immediate and long-term consequences. 17

Given the deliberate nature of Psicofarma’s closure 
and its potential for wide-ranging impacts among 
MOUD patients in Mexico, we undertook a qualitative 
study, following a narrative and thematic approach to 
interviewing and analysis, to document the experiences 
of MOUD patients in Tijuana both before and during 
the closure. Indeed, rich, palpable qualitative experi- 
ential data can provide a deeper understanding of the

links between large socio-structural forces and individ- 
ual behaviour and experience. Given the sudden closure 
of Psicofarma and its potential impact on the health of 
Mexico’s MOUD patients, data were collected as rapidly 
as possible by leveraging and reopening an ongoing 
cohort study and staff familiar with the social and 
structural environments of people who use drugs 
(PWUD) in Tijuana. We aimed to explore 1) experi- 
ences of patients receiving methadone in Tijuana after 
the closure of Psicofarma and 2) downstream impacts of 
this closure on patients’ lives.

Methods
Study participants
We recruited 20 participants in Tijuana between 05/23 
and 08/23 to take part in a semi-structured qualitative 
interview examining their experiences with methadone 
treatment and the sudden closure of Psicofarma. Par- 
ticipants were selected among 200 participants 
recruited leveraging and re-opening an ongoing obser- 
vational cohort, La Frontera, which studies the cross- 
border mobility of PWUD, drug supply trends in 
Tijuana and San Diego, and associated incidence of 
HIV, HCV, and overdose. 18 Eligible participants were: 
18 years of age or older, living in Tijuana, and had 
received methadone from a clinic in the city at least 
once within the past 6 months up to March 2023. 
Participants were not required to have been active clinic 
patients at the time of the plant closure, though all 
were. To recruit these new participants, our study staff 
spoke with clinic directors, posted study recruitment 
materials both inside and outside of the clinics, con- 
ducted street outreach, and made social media posts. 
Interested participants were screened for eligibility, 
consented both orally and on paper, and enrolled the 
same day, before being interviewed at one of our pre- 
established field sites. All completed a structured 
quantitative survey, and a subset of 20 took part in the 
qualitative interview; five were existing La Frontera 
participants and 15 were new participants.

Study staff information
Interviewers SM and AT are both trained bilingual 
(Spanish, English) quantitative and qualitative in- 
terviewers with expertise in substance use, working as 
part of La Frontera team since 2020 and living in 
Tijuana. SM is a physician, and AT has been coordi- 
nating and working on public health-related projects 
since 2008. Co-first authors and coders AB and JLG are 
both trained research scientists with backgrounds in 
substance use, social determinants of health, and 
epidemiology research. AB is a mid-career investigator 
and JLG is an early-career investigator. Both have 
training in quantitative and qualitative work. AB is a 
multilingual native Spanish speaker from Mexico, 
while JLG is a native English speaker. AB has worked
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with people who use and inject drugs in Tijuana for the 
past decade. JLG has lived experience with substance 
use and addiction.

Data collection
We conducted 30-min to 1-h, semi-structured in- 
terviews in Spanish. Staff interviewed participants in a 
private area and recorded them on digital audio re- 
corders with informed consent. We uploaded audio files 
to a secure computer drive on-site and then erased 
them from the recorders to preserve participant privacy 
and confidentiality. Interviews followed a common 
guide structured into broad themes of drug use history, 
MOUD history and narrative, clinic closure experiences, 
clinic closure outcomes, and policy recommendations. 
Within each domain, interviewers used a variety of 
probing questions to prompt deeper discussion of par- 
ticipants’ thoughts and feelings. The interview guide 
can be found in Supplemental File 2. While in- 
terviewers were encouraged to follow participant an- 
swers with follow-up questions and probes out of order 
if relevant, most interviews proceeded in a narrative 
format. Interviews usually began (after the collection of 
basic demographic information) with questions about 
the participants’ early lives, introduction to substance 
use and use narratives, and followed with narrative 
questions surrounding introduction to MOUD, the 
course of their treatment, and impact of the closure. 
The final sample size (N = 20) was determined as the- 
matic saturation was reached and time since the start of 
the shutdown increased, as we aimed to capture early 
experiences of treatment interruption. Once we 
finished conducting all interviews, we transcribed them 
verbatim in Spanish, deidentified the transcripts, and 
translated them into English for ease of analysis and 
presentation. Translation was conducted by AHV, a 
bilingual native Spanish speaker with expertise in 
substance use disorders, and familiar with this envi- 
ronment in Tijuana. This preserved the fidelity and 
integrity of interviewees’ responses. AB re-read the 
transcripts in Spanish to check the accuracy of trans- 
lation. Questionnaire responses from the linked cohort 
study were used to extract demographic data.

Data analysis
We used Atlas.ti software to conduct this analysis. 19 We 
designed a qualitative codebook a priori based on the 
body of literature describing the material, health, and 
psychosocial benefits of MOUD to patients and 
included codes specific to the closure and resulting 
methadone shortage. JLG and AB then conducted an 
initial reading of the interviews and supplemented the 
codebook with new additions where relevant. Domains 
added during the coding process included “Methadone 
Service Features” and “Circumstances for Methadone 
Treatment.” The final version of the codebook can be 
found in Table 1.

JLG and AB followed a combined thematic and 
narrative approach to interview analysis. 20,21 This com- 
bined approach was achieved in two steps. First, we 
each started by thematically coding a sub-sample of 
three interviews, compared our findings, and modified 
the codebook a final time. We then used the finalised 
codebook to analyse the remaining 17 interviews each, 
also thematically, adding memos and analytic notes as 
necessary. Once all interviews were coded, we merged 
our separate analysis files and began reviewing our 
findings. In the second step, we used the narrative 
structure of the interviews themselves and our thematic 
codes to track participant experiences across early 
MOUD treatment, recent MOUD treatment pre- 
closure, and experiences post-closure. While we did 
not construct individual participant timelines, this 
combined approach was useful in delineating common 
sequences of events among the sample. Where our code 
application or analysis diverged, we discussed until 
reaching consensus. This consensus coding approach 
improves the validity of our results, but yields no 
useable metric of interrater reliability. 22 After recording 
final combined analytic notes, we chose representative 
quotes and used appropriate pseudonyms to protect 
participants’ confidentiality.
Here, we have chosen to present our findings in a 

broadly narrative order with representative quotes from 
participants. In addition to participant pseudonyms, 
quotes are also accompanied by participant de- 
mographic information for added context. Additional 
quotes not included in the Results are presented in 
Supplemental File 3. In reporting these results, we have 
adhered as closely as possible to COREQ guidelines 
(Supplemental File 4). 23

All study procedures were approved by the Institu- 
tional Review Boards at both UCSD and University of 
Xochicalco.

Role of the funding source
Study funders had no role in study design, data 
collection, data analysis, interpretation, writing of the 
report or decision to submit.

Results
Participants’ background
Of the 20 participants interviewed, 9 identified as 
women and 11 as men. All participants were cisgender 
based on reports of gender identity and sex assigned at 
birth in the quantitative survey. The mean age was 41.8 
[SD = 11.6]. The majority were from Tijuana, all iden- 
tified as Hispanic, Latino, Mexican or Chicano and 55% 
had been deported from the US (refer to Table 2). They 
had been using heroin for 22.5 years on average 
[SD = 12.4]. Participants had been on methadone 
treatment between one and 6 times, for a duration of 2 
months up to 5 years. They had their first experience of
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methadone treatment on average 13 years ago 
(SD = 10.7), in some cases in the U.S., while others had 
started for the first time in 2023 prior to the plant 
closure. At the time of the interview, 5–8 months had 
passed since participants had last received methadone. 
Several participants shared histories of childhood 

trauma and family substance use, while others were 
introduced to opioids through peers or by romantic 
partners. All participants had a history of polysubstance 
use, generally involving opioid and stimulant use 
(mostly methamphetamine).

Introduction to methadone
Participants commonly reported hearing about metha- 
done for the first time while detained at Tijuana’s 
municipal detention center. Others reported hearing 
about it through peers who were on treatment them- 
selves or through family members. Some mentioned 
dismissing the information at first but reconsidering 
after seeing peers doing well or after failing to stop 
using heroin through abstinence-based programs or 
other methods. Eventually, participants all started 
MOUD treatment at one of the available clinics, where 
they were usually informed about its legal status, 
effectiveness compared to their typical street opioid use, 
and introduced to the dosing protocol and schedule.

“At the clinic they explained to us, the first time they 
brought the juice [methadone], Dr Romero [pseudonym] 
was the first one to bring it to Tijuana and [said] that it was 
used during the 2nd World War and it was given to soldiers 
so they would feel strength and courage, to feel good … that 
is a sensation similar to heroin … and that it is legal and 
only one dose a day is better” – Santiago (Male, 55)

Motivations to use methadone
When asked about the context in which they decided to 
initiate methadone treatment and their motivations to do 
so, some spoke about their situation being unsustainable 
given poor health and living conditions. Others said they 
had urgent financial needs as they had a family to sup- 
port and most of their earnings were spent on heroin. 
Several mentioned the fear of losing their family. Others 
felt at high risk of resuming heroin use, and one 
participant said she sought treatment after her partner 
was incarcerated, as he represented the main reason and 
gateway for her to use heroin.

“Because I was working, I had a pregnant wife, uh, 
expenses at home. And I was not making ends meet … I 
had to, well, honestly, steal and such, but I got to know 
methadone and well, yes, it does help, because uh, with 
heroin, one starts using it for fun, but then it’s no longer 
fun because you have to worry about how to pay for the 
heroin which … uh it physically wears you out”. 
– Roberto (Male, 41)

Experiences of methadone pre-closure
Participants expressed positive attitudes towards 
methadone, in terms of integrating the medication

Code group Codes and Subcodes

Substance use Alcohol
Benzodiazepines

Cocaine

Currently using

Fentanyl

Heroin

Methamphetamine

Opioid pills

Other drugs

Current use

Past use
Circumstances of
methadone 
treatment

Motivations for using methadone
Methadone timing
Methadone timing: First time (Introduction to methadone treatment) 
Methadone timing: Subsequent times
Methadone timing: Most recent time

Methadone service
features

Accessibility
Accessibility: Distance
Accessibility: Opening hours
Accessibility: Cost
Accessibility: Waiting times

Staff difficulties
Staff difficulties: Stigma/Disrespectful
Staff difficulties: Trying to make money

Staff Qualities
Staff qualities: Friendly, respectful
Staff qualities: Knowledgeable

Health experiences
with methadone

Dosing
Dosing: Adequate dosing
Dosing: Dosing process
Dosing: Dosing schedule
Dosing: Inadequate dosing

Physical effects
Physical effects: Craving
Physical effects: Energy levels
Physical effects: Overdose experiences
Physical effects: Side effects
Physical effects: Withdrawal

Mental health effects
Mental health effects: Anxiety
Mental health effects: Depression
Mental health effects: Sleep

Treatment patterns
Treatment patterns: Duration of episodes
Treatment patterns: Frequency
Treatment patterns: Motivations/circumstances for treatment interruptions 

Concurrent use of other substances
Concurrent use of other substances: Motivations for concurrent use 
Concurrent use of other substances: Other concurrent use effects
Concurrent use of other substances: Overdose while using concurrently

(Table 1 continues on next page)
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dispensing process into their routine and its effect on 
their physical and mental health and on other impor- 
tant aspects of their lives. Even given the limited 
availability of methadone in Tijuana pre-closure, 
frequent changes in clinics’ locations and occasional 
transit barriers identified in interviews, participants 
viewed clinics and their staff positively. Many felt that 
the staff were kind, conscientious, and that the clini- 
cians in charge provided adequate dosing regimens.

“Well, there was a girl […], and she’s a very kind person 
to me, someone who understood you, supported you, 
someone who asked you every day how you were feeling 
apart from the doctor. […] I could see that they were 
interested in us feeling well, that the methadone was 
truly helping us.” – Andrés (Male, 57)

When asking participants if they were using other 
licit or illicit drugs in conjunction with methadone, the 
majority said they only used methadone, while a few 
reported smoking marijuana and drinking alcohol, and 
two reported using heroin alongside for a period.

“In the first few days, yes, I was still using drugs, but as 
the days went by, I started reducing the consumption 
until I got used to it here, and then I only took metha- 
done.” – Antonio (Male, 49)

Regular MOUD treatment enabled participants to 
gain steady employment, improve their finances, repair 
and maintain important social relationships and regain 
their sense of self. One participant felt that:

“Methadone users get used to living this way. We use it 
to live a good life. Heroin won’t allow you to do what 
methadone does. For me, it has worked. With metha- 
done, I can pay my rent, electricity, water bills, and I can 
have a family.” – Román (Male, 55)

Code group Codes and Subcodes

(Continued from previous page)

Attitudes towards 
methadone

Attitude orientation
Attitude orientation: Negative
Attitude orientation: Neutral
Attitude orientation: Positive

Attitude perspective
Attitude perspective: Among Family/Friends
Attitude perspective: Self

Additional impacts
of methadone 
treatment

Disadvantages of treatment
Disadvantages of treatment: Boredom
Disadvantages of treatment: Disconnection from social network 
Disadvantages of treatment: Social stigma
Disadvantages of treatment: Stigma from doctors

Methadone was helpful
Methadone was helpful: Positive impact on social relationships 
Methadone was helpful: Allowed a more structured/functional lifestyle 
Methadone was Helpful: Stabilized finances

Other rehabilitation
experiences

Abstinence-based inpatient programs
Narcotics Anonymous/12 step

Psychological therapy

Religious

Other
Methadone
shortage/factory
closure

Impressions/feelings about
Treatment interruption process
Treatment interruption process: Gradual reduction in dosing
Treatment interruption process: Sudden reduction in dosing 

Information/support from clinic staff
Information/support from clinic staff: Advice received about ending 
treatment
Information/support from clinic staff: Didn’t know about plant closure 
Information/support from clinic staff: Knew about plant closure 
Information/support from clinic staff: Provision of alternative treatments 
for withdrawal

Life impact
Life impact: Job/Money making
Life impact: Mental health
Life impact: Overdose
Life impact: Physical health
Life impact: Relationships

Solutions (self-identified)
Solutions (self-identified): Other drugs
Solutions (self-identified): Other medications
Solutions (self-identified): Other rehabilitation options

Advice to government

Table 1: Qualitative codebook for in-depth interviews of patients’ experiences following the 
methadone factory closure.

Sociodemographic characteristics

Mean (SD) or N (%) Range

Age (Years) 41.8 (11.6) 22–57
Gender
Man 11 (55%)
Woman 9 (45%)

Hispanic/Latino/Mexican/Chicano 
ethnicity

20 (100%)

Ever deported from U.S. 11 (55%)

Methadone treatment characteristics

Mean (SD) 
or N (%)

Range

First methadone treatment in U.S. 1 (5%)
Years since first heroin injection (Years) 22.5 (12.4) 3–39
Years since first methadone treatment 
enrollment

12.9 (10.7) 1–31

Times enrolled in methadone treatment 2.8 (1.5) 1–6
Methadone cost per daily dose (USD) 8.80 (2.6) 2.0–11.8
Methadone clinic at last treatment
Public 8 (40%)
Private 12 (60%)

Months since start of closure at time of 
interview

6 (1) 5–8

Table 2: Demographic and opioid use disorder (OUD) treatment 
information at time of interview.
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Post-closure
Given the positive impact of MOUD on interviewees’ 
lives, news of the sudden closure was frustrating to 
all our participants. They unanimously indicated that 
no advance notice was given. In the best-case sce- 
narios, participants’ clinics remained open and were 
able to provide a benzodiazepine, usually clonazepam, 
that could mitigate withdrawal symptoms and 
potentially help reduce subsequent cravings. Some 
participants reported receiving placebos and/or 
psychotherapy.
Most described their clinics as either closing 

completely or remaining open but unable to provide a 
methadone alternative. In several instances, in- 
terviewees arrived in the morning at their usual clinics 
only to find the doors closed.

“I was there until this January [2023] when we arrived, 
like any other day, and found it closed. They didn’t give 
us any explanations, reasons, or indicate when it might 
reopen. As of now, it remains closed. […]Yes, I’ve 
searched online, in pharmacies, clinics, but it seems from 
what everyone tells me, it’s not available in Mexico.”
– Rodrigo (Male, 25)

In all cases, the supply of methadone was con- 
strained by the closure, and participants immediately 
experienced withdrawal symptoms.
The closure of Psicofarma and the subsequent 

constraint on the methadone supply in Tijuana had a 
range of health effects on participants. Most immediate 
was the anxiety experienced by participants upon 
learning that they had been cut off from MOUD and 
would have to suffer the effects of withdrawal. For 
some, this anxiety was difficult but manageable. For 
many, however, the accompanying opioid cravings were 
all-consuming. In cases where clonazepam was pro- 
vided as an alternative, participants often described it as 
offering only temporary relief.

“They did give us some medication … they don’t do 
anything, you know? … And when you’re going through 
withdrawal, you don’t want to know about anything else. 
You don’t want to talk, what I want is to get well (ease 
withdrawal symptoms), I want the cravings and 
desperation to go away. I want to get back to normal, 
you know what I mean? … I have this mental chaos 
going on.” – Román (Male, 55)

Some participants described eventually returning to 
the illicit drug market for a range of self-identified so- 
lutions, including increased cannabis consumption, 
benzodiazepines, and stimulants like cocaine. Primary 
reasons for use included reducing anxiety, warding off 
withdrawal symptoms, and distracting from opioid 
cravings.

“Yes, I hope not to fall back [resume heroin use], but 
as long as methadone is available here, because if 
there’s no methadone, there’s nothing else that can 
replace the heroin anxiety like methadone … And right 
now, since there’s no methadone, I say, well, I have to 
use [benzodiazepine] pills, two pills.” – Teresa 
(Female, 48)

Others, however, returned to heroin and/or fentanyl 
use after being cut off from MOUD. None reported 
overdose experiences following the clinics’ closure. 
However, they did mention changes in the supply, 
unavailability of heroin and fear of fentanyl.

“On May 21st, 22nd, and 23rd, that’s when I started 
feeling the withdrawal, and I immediately went to the 
“puerta negra” (the black market), but it wasn’t meth- 
adone. I had to go to the canal [open drug market] to 
find something, and since May 20th, 2023, I’ve been 
using heroin again. It’s been almost two and a half 
months now.” – Román (Male, 55)

Return to the illicit drug market post-closure resul- 
ted in several related material and social outcomes for 
participants. Notably, methadone in Tijuana had been 
relatively inexpensive, with participants paying any- 
where from $50–$150 MXN (i.e., 2.7–8 USD) per daily 
dose and some being offered reduced prices based on a 
financial assessment. The illicit market was vastly more 
expensive, and many of our participants described this 
increased spending as a drain on their financial re- 
sources and ultimate stability.

“When I do [cocaine], especially when I’m feeling really 
bad, I’ve probably spent around MXN $1500 (i.e., 80 
USD), as a conservative estimate. It’s affected me at 
work because sometimes I don’t feel in the right state to 
work and I miss days. I don’t think it’s helping me, 
using these substances to feel more relaxed.” – Omar 
(Male, 29)

Finding and purchasing drugs on the illicit 
market also took a great deal more time than the 
routine trip to the methadone clinic. Participants noted 
that this increased time and money spent procuring 
drugs was time not spent at work (as noted by Omar 
above) or maintaining familial relationships—many of 
which were already tenuous and strained by prior drug 
use. Several described their families as being supportive 
of their continued MOUD treatment, but as they 
returned to the illicit market, this support was often 
withdrawn. One participant described the loss of trust 
from their family members as stressful.

“When I started with marijuana, that’s when my panic 
set in … my family is becoming overprotective again,
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always watching over me to see what I’m doing, where 
I’m going, knowing that I’m not taking the medication
… maybe that’s why … It stresses me out knowing my 
family doesn’t trust me, to the point that I don’t trust 
myself either …” – Leticia (Female, 22)

The combination of increased spending on drugs 
and lack of time spent at jobs and with family resulted 
in a loss of employment, housing, or both for some 
participants. This return to the illicit drug market was 
also often accompanied by fear and recognition of 
falling back into ‘the life’ of street drug purchasing and 
use.

“Right now, I’m really struggling because there’s no 
methadone. I’ve already lost my partner due to this 
situation. And I’m on the verge of losing my job; they 
told me they’ll do a drug test, and I don’t know what I’ll 
do. But I hope the clinic opens again before things get 
worse. I wish someone would do something for the 
clinics, really, because I’m not the only one going 
through all this. Many people have lost everything we 
achieved—the car, the partner—it’s sad to go back to 
heroin, to go back to the streets, to end up in the canal 
again. We’ll all be [living homeless] in the canal again.”
– Román (Male, 55)

A few participants displayed resilience in the face of 
these changes. Support of family in maintaining 
housing and income and higher social status seemingly 
made it easier to overcome the challenges inherent to 
the plant closure. In one case, a participant had been 
paying for psychological therapy.

“Yes, I’ve tried seeking support from a psychologist, but 
no matter how hard you try, it’s very challenging. 
Methadone helped me a lot, a lot … Imagine now, I’m 
spending on another addiction, which is marijuana, and 
I’m also paying for therapy just to somewhat keep going 
because it’s so addictive.” – Rodrigo (Male, 25)

Change in opinion about methadone among 
participants following the methadone shutdown
We investigated the possibility that methadone 
dispensing interruptions could change participants’ 
sense of trust and confidence in MOUD, which could 
affect their willingness to re-initiate treatment in the 
future. However, participants unanimously said their 
views on methadone had not changed and that they 
would re-initiate treatment if it became available.

“No, no, no, no, it hasn’t changed my mind, but … it 
was more of a shock … I was scared when I saw that 
place closed … I thought I want to stay like this, but no, I 
have no doubts” – Daniel (Male, 29)

Policy recommendations from participants
Finally, we asked participants to share policy advice or 
recommendations in relation to the methadone shut- 
down to get their views on this issue beyond their in- 
dividual experiences. Most participants chose to 
reiterate the personal impact of MOUD treatment on 
their lives and the potential for it to positively influence 
the lives of others.

“I would tell the Mexican government that it would be a 
good option to bring back methadone because there are 
many people, like me, who have this problem of addic- 
tion, and that is a great help, to put up those clinics, yes, 
it helps a lot because you arrive at the clinic, you do what 
you have to do, pay, and they give you your medication 
and you go back to work, you are a normal person. You 
go back to being like any other person.” – Eduardo 
(Male, 57)

Beyond the personal impact of the closure, some 
participants chose to emphasise the preventive value of 
MOUD availability, framing its wider use to reduce 
both crime and exposure to emerging, novel street 
drugs. Participants attributed the “delinquent” behav- 
iour they engaged in to their OUD and vice-versa, and 
framed a recommendation for increased MOUD avail- 
ability as a healthy way to reduce both.

“Well, I would say that they should obtain methadone 
again and distribute it, because people will always resort 
to new drugs, and new drugs are constantly emerging. It 
would be a way to reduce delinquency, as it was the same 
thing that led me to use heroin again. So, in that way, it 
would help reduce drug consumption. Yes, it is necessary 
to bring back that treatment as a support to stay away 
from drugs.” – Karina (Female, 36)

Discussion
We reported on the experiences of patients receiving 
MOUD in Tijuana, Mexico, following the methadone 
shortage that affected the entire country between 
February and August 2023 due to the sudden and 
prolonged closure of Psicofarma. Our findings indicate 
it had considerable physical, psychological, material 
and social impacts on patients, who were essentially cut 
off from their methadone treatment regimens until late 
in the year, even after production had resumed. Many 
interviewees described using other drugs like cannabis 
and benzodiazepines to cope, while others eventually 
resumed opioid use. The increased price of other drugs 
compared to methadone drained their finances and 
strained familial relationships. In the worst cases, par- 
ticipants described losing employment and housing 
stability. We observed that (limited) resilience to these
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effects relied on strong family support in both housing 
and monetary.
While momentous, this is only one of five in- 

terruptions in methadone availability over the past 
decade in Mexico, all of which were related to logistical 
or regulatory processes involving methadone importa- 
tion or production. 24 In this respect, these shortages 
were fully preventable events that compromised pa- 
tients’ lives, but were, to a large extent, invisible to the 
media and did not cause national or international 
outrage. This event is best understood through the lens 
of structural violence, which we define (based on the 
definitions of both Galtung and Brandy X. Lee), as an 
avoidable impairment of human needs placed on groups of 
people by institutions of power that forcibly limits or con- 
strains their quality of life. 25,26 In agreement with other 
scholars, we believe that structural violence should be 
addressed as a public health issue that serves as an 
overarching cause of premature death and unnecessary 
disability. 27 Structural violence as described by Galtung 
is “as natural as the air around us”, in the sense that it 
is so ingrained in our social systems that it becomes 
normalised. 28 The stigma associated with substance use 
disenfranchises this patient population, both at the in- 
dividual and social level, leading to public indifference 
in the face of an irrefutable violation of human rights. 
For the majority of our participants, methadone treat- 
ment represented a conduit back to a “normal” life and 
fulfilment of a variety of basic human needs. They 
gained stability while using methadone instead of street 
opioids and were able to maintain shelter, employment, 
and positive social ties. The sudden, intentional closure 
of Psicofarma represents a form of structural violence 
that forcibly affected the lives of MOUD patients in 
Tijuana. While participants did not protest or express 
indignation, when asked to share policy recommenda- 
tions, they had a consistent message to convey: meth- 
adone constitutes a concrete solution to regain stability 
across multiple aspects of life and the government 
should invest in it to address OUD and its associated 
health and social impacts.
These findings are consistent with the literature on 

both the psycho-social benefits of MOUD and the im- 
pacts of its interruption on the lives of patients. 29 Of 
note, participants described these benefits as occurring 
even within the already-constrained MOUD environ- 
ment of Tijuana. Few comparable long-term metha- 
done supply shortages have been documented in the 
literature, the most recent being changes to the U.S. 
methadone supply during the early COVID-19 
pandemic. 30 During 2020, the per-capita supply of 
methadone dropped, and in June 2021 had not recov- 
ered to 2019 levels. 30 One comparable situation 
occurred when Russia annexed Crimea in 2014. Meth- 
adone was immediately banned in accordance with 
Russia’s federal law, affecting over 800 people receiving 
treatment. 9 Although a formal evaluation was not

conducted, within a year, an estimated 80–100 people 
had died, some due to overdose or suicide. 10 Along with 
these findings, ours provide valuable information about 
the immense significance of this medication for people 
who want to remain in treatment (in contrast to studies 
comparing experiences of people in and out of treat- 
ment out of choice).
The experiences of participants in our study are 

troubling in the context of high fentanyl penetration in 
the Mexican drug market. Across Mexico, and specif- 
ically in Tijuana, drug overdose incidence has risen, 31,32 

although surveillance data are limited. 33 Return to the 
current illicit market for fentanyl-naïve patients poses 
serious risks of fatal overdose, especially since naloxone 
availability is extremely limited in Mexico, given its 
unwarranted status as a psychoactive substance. 34 

Several limitations warrant consideration. As with 
all interview-collected qualitative data, our results may 
be subject to social desirability bias. Interviewees may 
also have been biased towards positive recall of their 
MOUD treatment due to cravings experienced at the 
time of their interviews and because, in the face of the 
methadone shortage, an imperfect program appears 
much more desirable than an absent one. Our data may 
also have been biased towards patients who were better 
able to cope following the shutdown and therefore 
easier to reach by our team. In particular, the partici- 
pants we interviewed had not yet experienced overdoses 
following treatment interruption, and our study could 
not have captured those who died from overdose shortly 
after the closure. While qualitative studies do not seek 
to achieve population representativeness, we note that 
we oversampled women to better capture their experi- 
ences. Participants were otherwise representative of 
people with OUD in Tijuana in terms of ethnicity and 
deportation experiences. Importantly, a more complete 
account of the closure would require including the 
views of clinics’ staff and patients’ family members. 
Regrettably, one of the private methadone clinics did 
not recover from the shutdown and has closed indefi- 
nitely. Our study is also limited to Tijuana, while pa- 
tients across the country were affected by the closure. 
Nonetheless, we believe it is an important contribution 
towards documenting the experiences and conse- 
quences of this impactful policy decision.
As one of the few studies of MOUD patients in Latin 

America, our study brings further attention to the needs 
of people with OUD across the region. A 2022 joint 
United Nations Office on Drugs and Crime and WHO 
report covering six countries (Bolivia, Dominican Re- 
public, Ecuador, Guatemala, Mexico, and Panama) 
found wide variation in substance use disorder treat- 
ment provision. 35 Of the 254 facilities surveyed in 
Mexico, 30% indicated the ability to prescribe and/or 
dispense methadone. This was high compared to 
Dominican Republic (5% prescribing and 2% 
dispensing) and Guatemala (17%), and low compared
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to Ecuador (69% and 67%, respectively). In a separate 
study, authors in Colombia reported that while metha- 
done was available in areas with the highest prevalence 
of opioid use, many barriers to effective treatment were 
still present. 36 They recommended expanding the na- 
tional methadone supply and importing other medica- 
tions such as buprenorphine and naltrexone. While 
overall opioid use across the region is low, demand for 
treatment among people with OUD may be high. 
These findings should also be contextualised within 

the broader impact of both Mexico’s and the nearby 
U.S.’ violent “war on drugs” and the added violence of 
the production and trafficking of drugs. While Mexican 
drug policy is—at least formally—aligned with a public- 
health-oriented approach where drug possession in 
small quantities is depenalised and evidence-based 
treatment recommended since 2009, implementation 
has been inconsistent at best, and the cycle of mass 
violence against PWUD continues. 33 These dual sources 
of violence have led to ever-increasing militarisation, 
forced displacement of communities, a steep rise in 
homicide rates and ‘missing people’, and the uncover- 
ing of mass graves. In this environment, both 
mandated and voluntary treatment for substance use 
disorders remain mostly unregulated and dominated by 
abstinence-based programs.
Within this context of structural violence, our find- 

ings demonstrate the need for both wider availability of 
MOUD in Mexico and stability in its supply. While 
plans were in place to support an expansion of MOUD 
provision, the federal government of Mexico has, to this 
point, not implemented them. 37 Mexico should seize 
this opportunity to not only rectify its methadone 
shortages, but to improve drug treatment by diversi- 
fying its production sources or importing it, and mak- 
ing buprenorphine available, including in its long- 
acting injectable and depot formulations. Importantly, 
the proposed General Health Law reform, which would 
remove naloxone from the list of psychoactive drugs 
needs enacting to allow for the scale-up of much 
needed overdose education and naloxone distribution 
programs. In the very short term, a solid national 
methadone shortage preparedness plan that clearly 
lays out protocols to support patients during the 
transition is urgently needed and should be made 
available to all clinics. Amidst other forms of structural 
violence affecting PWUD in Mexico, including acute 
cartel violence, police militarisation and a migration 
crisis, reliable access to evidence-based treatment is 
the bare minimum that should be warranted by the 
state. 38–40
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