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ABSTRACT 

Outcome measures for medication assisted treatment for opioid use disorder emphasis 

key components of reducing non-prescription opioid use, decreasing risk for overdose mortality, 

and assisting patients in recovery by improving their quality of life. Treatment completion is a 

recognized factor that reduces the risk of relapse, plays an integral role in sustaining recovery, 

and promotes the individual’s conceptualization of their overall health. However, each individual 

has a different description of what recovery means to them. This exploratory study situated the 

individual within Tim Rhode’s risk environment framework with the goal of identifying the 

features and domains that make up a cultural model of recovery. This study took place at a 

treatment center in Metro-Portland, Oregon among 13 emerging adults, 18-25 years of age. The 

emerging adults’ population are a high risk, understudied group with significantly lower rates of 

retention than all other age groups. This study demonstrated the constant negotiation between 

biomedical and cultural expectations that impacted individual management of treatment and 

desire for recovery. Through free listing, patient centered narratives, and thematic analysis, 

shaped by cognitive and biocultural theories in anthropology, this study explored how cultural 

themes among this sample were shared and distributed. 
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CHAPTER 1 

INTRODUCTION 

The United States is in the midst of an opioid epidemic that has significantly impacted 

the lives of individuals and communities across the country. In the 1990s, pharmaceutical 

companies, such as Purdue Pharma, aggressively marketed opioids as a pain reliever to 

physicians as being safe, efficient, and non-addictive (Van Zee 2009). This strategy included 

lucrative incentives that targeted physicians who were already high-opioid prescribers and had 

large numbers of chronic pain patients (Van Zee 2009). Even the American Pain Society 

institutionalized “pain as the fifth vital sign” (this statement has since been withdrawn) (Levy 

2018). The result? Patients, who had developed a physiological dependence to opioids, were now 

in dire need of opioid replacement therapy or might have to turn to non-prescription obtaining 

opioids (i.e., heroin, fentanyl, etc.) “from the streets” (Jones, Logan, Gladden, Bohm 2015, 

Suryaprasad et. al 2014).  

The National Survey on Drug Use and Health (NSDUH), Center for Disease Control and 

Prevention (CDC), and the Substance Abuse and Mental Health Services Administration 

(SAMHSA) collected data to show that emerging adults, ages 18 to 25, had the highest rate of 

non-prescription drug use and the highest rate of prescription opioid misuse (12% of the 

population) (CDC Wonder 2016). In 2014, more than 1,700 young adults died from a 

prescription drug overdose, which was a four-fold increase from 1999 (CDC Wonder 2016). 

Opioid misuse in this age range
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has been linked to adverse health outcomes including physical and mental health issues and 

increased risk for overdose mortality (Hudgins et. al. 2019).  

Drug overdose deaths are one of the leading causes of injury mortality in Oregon, with 

some of the highest rates of misuse of prescription opioids being among the 18-25-year-old 

population (Oregon Health Authority 2018). While the rates of opioid misuse are on the rise, 

these uptake trends have not been paralleled by access to and completion of treatment for misuse.  

Not just in Oregon, but across the nation, the emerging adults’ population has the highest rate of 

individuals who need but are not receiving treatment for substance use disorder (Lipari and Van 

Horn 2013). The treatment gap refers to those of who are in need of substance abuse treatment 

but have not received this care (Schmidt 2007). Out of the nearly two million people entering 

substance abuse treatment, approximately one-third will not complete it. These treatment 

outcomes are even lower among racial and ethnic minority groups (Saloner 2013). Not only are 

there disparities in access to substance abuse services, but this unmet need for treatment is 

growing (Schmidt 2007).  

Medication assisted treatment (MAT) is currently held as the gold standard for evidence-

based treatment for opioid use disorder. It uses full or partial agonists to stimulate the opioid 

receptors and reduce withdrawal symptoms but does not induce the same euphoric high as other 

opioids (e.g., OxyContin, Vicodin, heroin, fentanyl, etc.).  The goal of opioid replacement 

therapy (ORT) is to help individuals manage their illness, “regain control of their lives” (by 

halting non-prescription drug use) and “resume productive lives” (NIDA 2020). This is what the 

National Institute on Drug Abuse constitutes as “being in recovery” from opioid use disorder 

(Laudet 2007). Treatment completion, is defined by the World Health Organization as "a period 

of treatment between admission and discharge from a facility” (Stahler 2018). MAT programs 
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for opioid use disorder (OUD) focus on maintenance using pharmacological medication (i.e., 

methadone, buprenorphine, naltrexone) in combination with psychotherapy. Completion of a 

treatment program is often temporally marked (i.e., 30 day, 3 months, 6 months, 1 year, etc.) in 

congruence with adherence to the program’s requirements. Methadone maintenance treatment, 

which is the most extensively researched and “widely” used form of MAT, considers 12 months 

of treatment as the minimum time, but research has shown that there is no determined length of 

treatment (Banta-Green 2015). Treatment must encompass all aspects of an individual’s life 

including the social and economic disparities related to health.  

Policy and practice have been informed and shaped by the professional perception of 

what constitutes successful outcomes of treatment (i.e., reduction or abstinence in non-

prescription substance use, reduction in crime, treatment retention, etc.; Bart 2012, Kampman 

and Jarvis 2015). However, fewer studies have focused on the functional outcomes of MAT (i.e., 

cognitive, physical, occupational, behavioral; Maglione 2018). The present public health 

narrative has shifted towards a chronic brain disease model that emphasizes the neurobiological 

basis of addiction. (Leshner 1997, Volkow 2016). The brain disease model emphasizes the 

biological characteristics surrounding addiction to consider it a chronic disease based on 

indicators such as genetic predisposition, heritability, and a “hijacking” of the brain’s control 

circuits (Leshner 1997). Leshner, the former director of the National Institute on Drug Abuse 

(NIDA), published this renown paper on Addiction is a Brain Disease and it Matters in 1997. In 

recent years, the current director of NIDA, Nora Volkow, has declared addiction as a disease of 

free will. This developed a divide in the professional community on whether to view addiction as 

a biological disease of the brain or a social disease of the individual. Tom McLellan and their 

colleagues addressed the tensions surrounding the implications of treatment of substance use as a 
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chronic medical illness. While the unrest surrounding substance use causality has been the center 

of the conversation, McLellan shifted the narrative by highlighting that the gap is in how 

treatment for opioid use disorder and substance use disorders are executed, compared to other 

chronic diseases (i.e., hypertension, diabetes, and asthma) (McLellan, O’Brien, Lewis and Kleber 

2000).  This narrative documented that the modality in which treatment for substance use 

disorder (SUD) is delivered and measured, “generally has been treated as if it is an acute illness” 

(McLellan et. al. 2000). Relapse among patients with diabetes, hypertension, or asthma, followed 

by continuation of medication treatment contribute to the effectiveness of that illness' treatment.  

For SUD, treatment drop out has been considered as treatment failure (McLellan et. al. 2000). 

This holds implications for the role of medication management and non-compliance within 

treatment for SUD.  

The previous social construction of this disease accentuated a moral failing model that 

was constructed through deviance from normality that could only be managed through 

incarceration and criminalization. This biomedical model was intended to engage with a harm 

reduction approach by grounding formalized pharmacological treatment (i.e., opioid replacement 

therapy) with the intention of reducing non-prescription substance use (Heather 2017). The 

intention was a medicalization of addiction; however, a biomedical model of addiction has its 

own implications for how treatment of this chronic disease is envisioned. The intentionality 

surrounding the shift in the brain disease model was adopted to define addiction as a disease so 

that individuals with a substance use disorder could receive formal medicalized treatment. 

However, the argument can be made that unemployment, poverty, or housing instability are all 

conditions that can adversely affect individuals’ health outcomes (Gupta 2007, Oppenheimer, 

Nurius, and Green 2016). These conditions have been presently handled through social programs 
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and collaborative community-based efforts. It is necessary to reconstruct the language in which a 

chronic relapsing brain disease is postulated, as neuroscience discoveries are still in its infancy. 

Emphasizing the genetic predisposition to substance use in accompaniment with their 

environmental conditions, conceal faults in the US social system that make individuals 

susceptible to substance use. The redirection of the narrative should seek to identify these 

societal short falls to better understand the causal factors that contribute to continued substance 

use or treatment drop out. The internalization of the chronic disease narrative as a relapsing brain 

disease can impact how recovery is conceptualized by the individual attempting “regain their 

productive lives”.  

A patient-centered approach of how individuals interpret and internalize these contrasting 

perspectives within the affected population needs to be better understood to shape effective 

interventions and inform recovery-based programming. What are the outcome measures that 

individuals subjectively define and orient their motives and behaviors around to achieve a 

successful treatment experience? A cognitive anthropological approach frames culture in terms 

of cultural meaning systems that posits culture as knowledge that is learned and shared. This 

approach organizes cultural knowledge into domains that each individual carry in a shared 

cultural model of recovery (D’Andrade 1984). Culture in this approach is framed within the 

individual mind and is an internal representation of “how things work” that help individuals 

construct the world around them. Cultural models are shared and distributed. Cultural models 

can be both directive and motivating, depending on the individual’s positionality that is 

embedded within social and economic constraints (Dressler et. al. 2014).  

Addiction, treatment, and recovery are closely intertwined and are at the center of 

conversation in the current opioid epidemic. While the study of addiction has been critically 
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evaluated with its own moral and socio-political dysfunctions, its diagnosis has been clinically 

agreed upon through the DSM-V criteria (Kaye 2012). Treatment for opioid use disorder has 

been defined by adherence to a set of federal guidelines (i.e., accreditation from SAMHSA, 

certification from SAMHSA, and registration from DEA) that outline every aspect of patient care 

and treatment standards. The federal guidelines for opioid treatment programs cover; patient 

admission criteria, diversion control, facility management, testing and screening for drug use, 

required ancillary services, guidelines for therapeutic dosage and administration, and many more 

(SAMHSA 2015). Yet, the criteria for what constitutes recovery have yet to be adequately 

defined (Laudet 2007). SAMHSA, the governmental agency that leads public health efforts on 

substance abuse and mental health services acknowledges that recovery is subjectively defined 

but provide a working definition that centers around four dimensions: health, home, purpose, and 

community (Pincus 2016). An underlying intention of this study was to contest the biomedical 

model that poses addiction as a chronic relapsing brain disease characterized by dysfunctions of 

receptors and transmitters. Rather, this study seeks to broaden understandings of addiction 

treatment and recovery as characterized by the biocultural contexts in which individuals and 

institutions are situated. The intention is to de-medicalize addiction and regard the cultural world 

in which this “deviant” illness is considered. The goal of this study was to identify the distinctive 

features of treatment management and recovery that participants in this sample shared. By using 

cognitive anthropological theory, this study aimed to construct and describe a cultural model of 

recovery by analyzing shared beliefs, values, and motivating goals. Using the theoretical 

foundation of Goodenough’s definition of culture as focused on knowledge, defined as, whatever 

it is one has to know or believe in order to operate in a manner acceptable to its members 

(Goodenough 1957).  
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Is recovery per se complete abstinence from non-prescription drug use? Is successful 

treatment management based on clean urinalysis, regular clinic attendance, absence from 

criminal activity, and becoming a STAR client1? Treatment programs emphasize a holistic form 

of care and a quick search for any addiction treatment programs in the US will highlight their 

shared mission value of “treating the whole person”. The goal of psychotherapy (i.e., 

motivational interviewing, cognitive behavioral therapy) is to identify and enhance an 

individual’s ability to not only manage their present circumstance but enhance ability to respond 

to particular circumstances. The goal of medication assisted therapy is to stabilize and maintain 

physiological dependence to reduce the risk for opioid relapse. As individuals navigate these 

biological and cognitive transitions in their personal identity, this holds implications for their 

social identity, or the identity that individuals perceive themselves in relation to others or how 

others may perceive them (Dingle, Cruwys, and Frings 2015). The identity narrative of moving 

from substance user to individual in recovery is a complicated pathway in the course of addiction 

that is impacted by social factors. By taking Tim Rhode’s risk environment framework, this 

study will investigate the dynamics of the macro structures (i.e., policy, physical, social, and 

economic) and the micro-level influence that these structures have on how individual risk is 

contextualized in the context of treatment and more broadly in recovery (Rhodes 2002). 

Anthropologists studying addiction have taken diverse approaches in examining the 

critical structures surrounding the medicalized implications and politicized intentions that MAT 

has been coupled with (Bourgois 2000, Harris 2015, Singer 2012). Post-modern anthropological 

theories that take a structural emphasis (i.e., views that social outcomes are influenced by 

economic, political, and cultural institutions that shape individual behavior). This perspective in 

 
1 STAR Client: Clients who have consistently met program measures (i.e., daily attendance to OTP, group therapy, 

negative urinalysis, etc.) and are allowed the maximum allotment of take-home doses. 



  8 

the context of MAT leans towards an emphasis of the biopolitical (i.e., strategies by which 

human life is managed by the hegemonic authorities of knowledge and power) intents of 

methadone to instill morality and normalize the deviant heroin addicted body through the social 

control of dopamine. While in a perfect world, a restructuring of structures to address the key 

sociopolitical factors that contribute to addiction would be ideal, the measures needed to sanction 

this paradigm shift has yet to be achieved. A cognitive cultural theoretical approach to treatment 

and recovery can shift the narrative of control, towards members capitalizing on the medication’s 

effect to promote individual autonomy and re-gain social membership into previous communities 

and kinship roles (Bourgois 2000, Foucault 1961, Harris 2015). Thus, for the purposes of 

proliferating and enhancing the current mechanisms in which treatment is situated and actively 

working towards increasing treatment efficacy and improving individual lives, this study aims to 

truly conceptualize the role of treatment in the overall process and progress of recovery. 

Grounded in the study of cultural models, studies have highlighted the psychological and 

biological effects of achieving subjectively defined “success” in personhood (Dressler 2015, 

Heath 1962, Dressler 2017, Lowe 2018). 

This study took a biocultural approach to examine how desired cultural goals are 

pharmacologically constrained and liberated. In other words, how does medication assisted 

treatment both inhibit and enhance individual autonomy in the context of recovery? The results 

suggest that personal experience is embedded within the interacting elements of the risk 

environment. Data collection took place among individuals in medication assisted treatment at an 

outpatient center in Portland, Oregon. Screening for involvement in the study was limited to the 

emerging adult population, ages 18-25. This was a cross-sectional study that used a one-group 

posttest only design. Thirteen participants were recruited through non-probability sampling. A 
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total of fourteen interviews were conducted. Data collection consisted of two phases that were 

conducted simultaneously, including a phase of free-lists and a continuation phase of semi-

structured interviews. Descriptive statistics and frequencies of all demographic variables were 

analyzed using SPSS V. 23. Free lists were analyzed using Excel Flame Macro to generate 

frequency, salience scores, and a rating of the items across dimensions. Interviews were analyzed 

in NVivo using a descriptive thematic analysis (Glaser & Strauss 1967). 

1.1. Outline of the Thesis 

Chapter two offers a background of the current state of the opioid epidemic and the 

socio-structural construction of medication assisted treatment for opioid use disorder. This study 

used Tim Rhode’s risk environment framework to contextualize the macro levels of interacting 

influence of policy, social, economics, and physical space (Rhodes 2002, Rhodes 2005). This 

chapter also provides information from a social and biomedical conception of addiction as a 

disease and the treatment strategies that address these models.  

Chapter three provides the theoretical orientation that drew from cognitive and 

biocultural theories in anthropology. By drawing from cognitive theory, this exploration sought 

to understand how individuals understand and interpret cultural knowledge in terms of cultural 

meaning systems. This study took a biocultural approach to critically contest that the 

contemporary shift of viewing addiction solely through a brain disease model. Propagating the 

notion that individuals with a substance use disorder have a biological predisposition to addiction 

and a “diseased brain” has implications for how substance users are considered. A biocultural 

anthropological approach to addiction treatment and recovery is necessary to bridge the 

distinction between the neurobiological measures and social behavior (Kaye 2012). The current 



  10 

pharmaceutical interventions to SUD are a temporary bandage and a barrier to addressing the 

broader societal changes. 

 Chapter four describes the research site in detail and the methodology used to examine 

how individuals in this sample constructed a cultural model of recovery. This study employed a 

combination of free-lists, semi-structured interviews, and in-depth life history narratives. 

Thematic analysis was used to locate themes or patterns that related to a model of recovery, 

within the context of a risk environment framework. 

 Chapter five presents the findings of this study to construct a cultural model of recovery 

as informed by this sample’s presentation of search for normalcy and purpose to attain an 

identity of recovery. The chapter also presents a case study detailing two separate interviews of 

the same individual to capture the lived experience of salient themes that emerged from the 

analysis. 

 Chapter six further details the necessary place of a biocultural approach to a model of 

recovery in the context of medication assisted therapy for opioid use disorder. This chapter 

concludes with detailing normalcy, purpose, and identity acquisition as elements that constructed 

this sample’s cultural model of recovery.  
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CHAPTER 2 

LITERATURE REVIEW 

2.1. Background of the Problem 

During the years of 1999 to 2010, the US saw a fourfold increase in the prescribing of 

opioid as an analgesic. Opioids are highly addictive and have a high potential for misuse, 

potentially resulting in respiratory depression that can be fatal. In the 1990s the Joint 

Commission on Accreditation of Health Care Organizations pushed for a national call for the 

uptake of pain as the “fifth vital sign” (Scher 2018). Pain was seen as medical disorder and 

opioids were the treatment for both acute (emergency) and chronic pains that was approved by 

the Food and Drug Administration as having a low addictive potential (Netherland and Hansen 

2017). In 2016, Alan Krueger, an economist, detailed that of the half the male population in the 

labor force were taking pain medication, with about two-thirds utilizing opioids (Krueger 2017). 

Case and Deaton’s 2015 study on “Rising morbidity and mortality in midlife among white non-

Hispanic Americans in the 21st century”, emphasized the interactional forces that the labor 

market and globalization had on overall increase in mortality from suicide and drug poisonings 

(Case and Deaton 2015). The use of opioids for non-cancer pain symptoms were increasingly, 

offered to patients for the acute management with arthritis, fibromyalgia, back pain, or 

neuropathic pain (e.g., pain involving tissue injury) (Rosenblum, Marsch, Joseph, and Portenov 

2008). The overprescribing of prescription opioids resulted in a decrease life expectancy among 

high-school educated whites, due to opioid related drug overdose (Case and Deaton 2015). 
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Drug overdoses are currently the leading cause of injury mortality in the United States, 

surpassing motor vehicles accidents. National surveillance surveys have documented the trends 

of drug use and addiction treatment.  There were an estimated 70,237 overdose deaths in 2017; in 

which two-thirds, opioids were involved in 47,600 of drug overdose deaths (Scholl et. al 2019). 

Oregon has one of the highest rates of prescription opioid misuse in the nation (Oregon Health 

Authority 2018). Three Oregonians die every week from prescription opioid overdose. While the 

rates of opioid misuse are on the rise across the nation, these upward trends have not been 

matched by increased access to treatment or successful completion of treatment for misuse. In 

2017, it was estimated that 80% of individuals dependent on opioids were not getting the 

treatment that they needed. An estimated 11.4 million people (4.2% of the total population) 

misused opioids, with the highest percentage of misuse, 7.3%, being among the 18 to 25-year-

olds (Hudgins, Porter, Monuteaux, and Bourgeois 2019). The National Survey on Drug Use and 

Health found that between 2002 and 2012, users were likely to be non-Hispanic White males, 

between the age of 18-25, earning less than $20,000 per year, and either uninsured or enrolled in 

Medicaid (Jones et. al. 2015). While currently men represent the majority of opioid users, the 

rate of use is increasing rapidly among women (Jones et. al. 2015). The NSDUH survey for 

2016-2017 found that 6.82 percent of the population 12 years and older needed but were not 

receiving treatment for substance use disorder. The highest age-related unmet need was among 

18-25-year old at 14.07% (Center for Behavioral Health Statistics and Quality 2018).  

Retention in treatment for opioid use disorder (OUD) is associated with better recovery 

outcomes for patients, and the first 12 months of continued methadone treatment are critical to 

success. However, a study conducted over the past three decades found that year-long retention 

rates in methadone treatment ranged from 34% to 54%, indicating that a between half and two 
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thirds of patients do not remain in treatment for the recommended duration (Reisinger and 

Schwartz 2009). Studies have shown that identifying the exact casual factors for treatment drop-

out is a complex phenomenon (Marcovitz, McHugh, Volpe, Votaw and Connery 2016, Hser, 

Saxon and Huang 2014). The range of risk factors associated with early treatment drop out were 

age under 25, opioid use within the first month of treatment, being unemployed, absence of 

chronic pain, and first time being in opioid treatment (Marcovitz et. al. 2016). In the US, heroin 

users’ complete treatment at a lower rate than other opioid (i.e., prescription opioids) users, 26% 

and 31%, respectively. The difference is greater for heroin users who are black (treatment 

completion rates are 20% for heroin and 27% for users of other opioids) (Stahler 2018). Opioid 

tolerance is developed over prolonged administration and is associated with the concentration of 

the dosage. This means that a higher dose of an opioid is required to achieve the same analgesic 

effect (Morgan and Christie 2011). Heroin, which is a shorter acting drug compared to 

methadone, requires higher dosages in more frequent administrations (i.e., multiple doses a day) 

(Seivewright 2000). Thus, intravenous heroin users, who have a higher morphine milligram 

intake a day and have developed a higher tolerance to the opioid. The development of opioid 

tolerance can contribute to the limited activation of the pharmacological effects that opioid 

replacement medications such as methadone or buprenorphine can have (Perneger 2000). A 

summary of the differences in quality of comprehensive care offered to patients in each of these 

treatment categories provides a partial explanation for these disparate success rates, specifically 

in relation to ancillary services that “treat the whole person, not just the disease”. 

 Drug treatment programs are offered by for-profit businesses, nonprofit organizations, 

and public/government organizations. The National Survey of Substance Abuse Treatment 

Services (N-SSATS) annually collects and disseminates data on program and client 
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characteristics. In a comprehensive study comparing the number of ancillary services (i.e., 

testing for communicably diseases, psychiatric services, social services support) provided on-site 

at treatment facilities, non-profit and public programs were more likely (than private/for-profit 

programs) to offer additional services and support (Bachhuber 2014). Nonprofit treatment 

centers were more likely than public and for-profit centers to provide social support services. 

Public facilities were more likely than for-profit and non-profit facilities to provide 

communicable disease and psychiatric services (Abraham 2013, Bachhuber 2014).  

The private, non-profit, and public sector divide in quality of evidence-based care is 

further problematized in the findings from a national survey on methadone dosing. Clinical 

studies have shown that MMT programs that average the range of 80-100mg/d have significantly 

higher retention rates (Johnson et. al. 2000, Kleber 2008). These are stable dosing levels that are 

a part of the federal opioid treatment standards from the Center for Substance Abuse Treatment 

(CSAT). These guidelines have established procedures for induction, stabilization, and 

maintenance treatment. These evidence-based procedures are conditional upon initial and 

continued assessment that are tailored to the needs of each individual (SAMHSA 2015) 

 An analysis of 2017 survey data showed that private and public organizations were 

significantly under-dosing patients compared to non-profits (D’Aunno 2019). Additionally, 

under-dosing was more common in treatment centers with higher percentages of African 

American patients. The privilege of the present intervention, mobility of federal organizations 

from all stakeholders, and nation-wide visibility is unparalleled to the previous drug epidemics. 

The crack epidemic was met with increased stigma and highlighted through a moral failing 

model rather than the brain disease model that is in contemporary addiction discourse.  This 
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historically informed health disparity and response will be further discussed in a following 

section.  

2.2 A Risk Environment Framework 

 

A risk environment is “the space—whether social or physical—in which a variety of 

factors interact to increase the chances of drug-related harm” (Rhodes 2002, p. 88). To 

understand how health behavior and risk are managed in the complex lived experience of 

individual lives it is necessary to understand the individual’s risk environment. Rhodes 

developed this framework is to turn the tide away from individual accountability towards a 

systems approach of understanding how the social, physical, economic, and political structures 

interact to constrain and enable individual behavior (Giddens 1984). This framework is 

comprised of two key dimensions: the type of environment (i.e., physical, social, political, 

economic) and the level of influence (i.e., micro and macro) (Rhodes 2002). The risk 

environment approach puts into context the variety of situational and structural factors that 

interact to make individuals “susceptible to drug-related harm as well as vulnerable to its effects” 

(Rhodes 2002, 91). 

2.2.1. Policy and Economic Environment 

 

The current total economic burden estimated for substance misuse is $78.5 billion, with 

approximately a third, or $28.9 billion related to the increased cost of health care services (e.g., 

emergency medical services), and 3.6%, or $2.8 billion for treatment. 

In 2005, Oregon adopted the Mental Health Parity Act to expand the coverage of mental 

health services to require coverage of substance misuse (HB 4143). Medicare only began 

covering methadone in 2020. Prior to that many stable patients under the ACA were unable to 

continue treatment once they reached 65. With the expansion of Medicaid, increase income 
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eligibility requirements for low income adults in 2014, there was an increase in buprenorphine 

prescribing by 1,211 prescriptions per 100,000 from pre-expansion period to post-expansion 

period (Sharp, Jones, Sherwood, 2018). However, as of 2017, only 11 percent of adult Oregon 

residents with a substance use disorder were receiving treatment (Fitzgerald and Schmidt 2019). 

In 2014, with the Affordable Care Act (ACA) Medicaid expansion, Oregon increased the 

qualification limit for Oregon Health Plan (OHP) coverage to include state residents with 

incomes up to 138% above the poverty level. This meant that adults age 19-64 could earn up to 

$1,436 a month for a single-family household ($1,945 for a family of two, and $2,961 for a 

family of four) and still qualify for OHP. The expansion of coverage for addiction treatment 

through the Affordable Care Act and the Mental Health Parity and Addiction Equity Act also 

expanded the federal requirements and regulations that treatment facilities and patients needed to 

follow. Some of these policies included limits on medication dosage, length of coverage of a 

particular (Lofwall and Walsh 2014).  

As of July 2019, the minimum wage of Portland Metro increased to $12.50. This wage 

increase is consonant with the increasing cost of living in Portland, which increased 4.42% 

growth from 2016 to 2017 (DePietro 2018). One of the measures for efficacy of MAT is the 

ability to gain and maintain employment (National Academies of Sciences et al. 2017). 

Additionally, treatment centers emphasize that patients to seek out and maintain employment 

opportunities as part of their recovery. However, this can create a catch-22 situation for 

individuals whose treatment is covered through OHP. Patients fear that earning ‘too much’ 

income will mean losing their treatment coverage. To put it simply, if an individual in a single-

family household were to work just 30 hours a week at the minimum wage ($12.50 x 30 hours x 

4 weeks = $1,500), they would not qualify for Medicaid and have to pay out of pocket for their 
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medication. The National Institute on Drug Abuse reported that the average cost of methadone 

treatment per week is $126, $115 a week for buprenorphine, and around $1,485 per month for 

the injectable, extended-release naltrexone (NIDA 2020). The subsequent sections will further 

discuss the macro-level physical and social environment in which MAT is positioned.  

2.2.2. Physical Environment 

 

The physical environment is not just a natural space, but rather a socially constructed 

place in which “human actions shape the physical environment, and human conceptions filter the 

experience of it” (Rhodes 2005, p.2). These types (i.e., policy, economic, social) of environments 

are interacting and enabling thus, the physical environment is a spatial arena in which micro-

level social interactions maintain distinct social rules and norms. These environments can be 

shaped and influenced by other macro forces, such as federal policies (macro-policy) or social 

stigma (macro-social), that construct and maintain relations of risk (Rhodes 2002).  

Across the nation, lack of access to medication assisted treatment programs and DATA-

waivered providers is mostly a rural issue. There are currently only fifteen methadone clinics in 

the entire state of Oregon, with seven of those clinics located in the urban Portland area. Across 

the nation, nearly all opioid treatment programs are located in urban/metro areas (96%) with 

3.1% of facilities located in an adjacent county and 1.9% located in a non-adjacent county 

(Lenardson and Gale 2007). Methadone, by federal regulation, can only be dispensed through an 

accredited opioid treatment program. Buprenorphine is able to be prescribed and dispensed in the 

primary care setting, so long as the provider (limited to physician, nurse practitioner, physician 

assistant) has completed the necessary requirements to receive their Drug and Addiction 

Treatment Act Waiver (DATA 2000) waiver. However, in 2015, only 3% of primary care 

physicians in rural America has received waivers (Rosenblatt, Andrilla, Caitlin, Larson 2015).  
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Since methadone for outpatient clients must be dispensed daily at a facility, for individuals living 

in a rural setting seeking out treatment, physical travel poses a significant barrier. One study 

found that for people who live in rural counties, the mean drive time to a clinic was 37 minutes 

(Kashef 2019). 

At the operative level, the macro physical environment can reflect a drug trade route that 

facilitates the availability of certain substances. The High Intensity Drug Trafficking Area 

(HIDTA) Program documents the Interstate 5 (I-5) as the ideal pipeline for drug transportation 

from Mexico to Canada. This route provides high market incentives and abundant opportunities 

for drug trafficking organizations because of the many major cities located alongside it (e.g., Los 

Angeles, Sacramento, Seattle, and Portland). Black tar heroin and brown powder heroin 

dominate the market, it has been reported that the Portland metropolitan area serves as the 

primary distribution hub for the Oregon and Idaho HIDTA region.  

2.2.3. Social Environment 

 

Social environment covers the “immediate physical surroundings, social relationships, 

and cultural milieu within which defined groups of people function and interact…Social 

environments are dynamic and change over time as a result of both internal and external forces” 

(Barnett and Casper 2001).  In a treatment center’s social environments, patients are socialized in 

the biomedical or brain-disease model of treatment and recovery. Delivered by health 

professionals, this context and the recurring narration have the power and potential to shape how 

individuals construct and interpret their understanding. However, because individuals are 

exposed to complex differing domains of knowledge (i.e., medical, social, political, etc.), 

through patient centered interviews, it is possible to discover how individuals embody and enact 

these domains and how patterns or aberrations emerge in language. This risk environment 
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framework will be used to outline how subjects of medication assisted treatment interpret 

regulatory practices and co-produce meaning through everyday practices (Rhodes 2010). This 

study sought to answer the question of how individuals internalize the knowledge around them 

and organize that meaning in terms of a cultural model of recovery.  

Stigma 

The present discourse surrounding addiction portrays opioid misuse as a public health 

crisis through a brain disease model that intended to remove moral individual accountability and 

move towards a less stigmatized medicalized model of addiction. This shift in etiology of disease 

to a neurobiological basis aimed to reduce stigma and push toward a medicalization of addiction 

rather than criminalization. The response included expansion of Medicaid, participation from 

public health officials and even an advisory from the Surgeon General in 2018 that promoted the 

uptake of naloxone, an opioid antagonist that acutely reverses the effects of an opioid overdose 

(Rubin 2018). This rhetoric of national urgency and political involvement is in sharp contrast 

with the national responses to previous drug epidemics. When the crack epidemic hit in the 

1980s, rather than medicalization of the “disease” and increasing access to treatment, the 

response was increased incarceration and criminalization of drug use that followed the moral 

failing model of substance use. Increased sentencing and anti-drug laws marked the crack 

epidemic and was supported through the media portrayal of minority groups, primarily African 

Americans and Latinix, as addicts and criminals (Santoro and Santoro 2018). The shift in 

discourse from addict to victim of medical malpractice necessitates an analysis of how 

individuals and communities interact with this knowledge.  

In efforts to address individuals in these communities affected by stigma, the public 

health community practices a harm reduction model, which conveys an ethos of “meeting folks 
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where they’re at” (Kresina and Lubran 2011). The strategy is meant to reduce danger 

surrounding non-prescription drug use and to provide a spectrum of strategies to incorporate safe 

use practices for drug users. Within the treatment community, these strategies and perspectives 

have been fully embraced; however, studies have shown that the general public still holds strong 

negative attitudes and doubts surrounding the efficacy of opioid replacement therapy (Woo and 

Bhalerao 2017, Matheson et. al. 2014). A national case study of 48 states (i.e., State Opioid 

Treatment Authorities (SOTAs) and Single State Authorities) found that social stigma was the 

most frequent barrier to patients’ engagement with Medication-Assisted Treatment (Foney and 

Mace 2019). The subsequent factors were individualized stigma, transportation barriers, cultural 

norms, patient’s inability to take time off work and secure adequate childcare, previous 

experiences with the treatment system and treatment costs (Foney and Mace 2019). The public 

perception of stigma surrounding opioid replacement therapy, operates on the interpretation that 

opioid agonist or antagonist therapy are simply “replacing one drug for another”, “a way to get 

high, not better” (Woo et. al. 2017, Khazaee-Pool et. al. 2018). Part of the etiological foundation 

for the stigma associated with medication assisted treatment for any substance use disorder can 

be informed by the abstinence-only model stemming from Alcoholic Anonymous (AA) 

(Galanter 2018). One of the key tenets of AA and the 12-step program is a complete and total 

abstinence from all substances. Medication assisted treatment is considered a violation of these 

efforts. Prospective members who are currently in a MAT program are often dismissed or 

rejected from AA’s alternative Narcotic’s Anonymous groups because engagement with a MAT 

program is still considered using (White 2011). In Oregon, until 2019, patients receiving MAT 

were also banned from Oxford-style residential housing. This had the adverse effect of 

preventing access to safe housing, a key element in recovery, to patients in treatment. 
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Progressive and contemporary national institutes and centers have widely accepted that an 

abstinence-only model or any other “one-size-fits-all approach to addiction treatment is a recipe 

for failure” (Bernstein 2013).  

Structural stigma can be defined as “societal-level conditions, cultural norms, and 

institutional policies that constrain the opportunities, resources, and wellbeing of the 

stigmatized” (Hatzenbuehler 2016, p.1). At the professional level, structural stigma can be 

contributed to a health practitioner’s perception that substance use disorders and treatment 

should be overseen and managed by law enforcement or behavioral health specialists (Livingston 

2012). When this form of stigma becomes operationalized, it functions as a barrier for the 

delivery of quality substance use services. This model is engaged in if the substance in question 

carries an illicit label. Stigma is a complex phenomenon that imposes significant barriers and 

constraints while interacting on multiple levels. Public (social), professional (structural), and 

internalized (self) were addressed to accentuate the potential harmful effects that societal 

perceptions can have on individual management of treatment and progress towards a socially 

acceptable recovery. These social and internalized perceptions (i.e., social stigma, individual 

stigma) can have significant and detrimental impacts on every facet of treatment including access 

to, utilization of, and individuals’ experiences of treatment (Hammarlund 2018, Crapanzano, 

Hammarlund, Ahmad, Hunsinger and Kullar 2018, Birtel, Wood, and Kempa 2017, Luoma, 

Kulesza, Hayes, Kohlenber, and Larimer 2014) . These social opinions and perceptions can 

translate into the criteria of how substance use behaviors are diagnosed.  

2.3. Opioid Use Disorder 

 

Prolonged opioid use can increase tolerance, increase risk for the development of an 

opioid use disorder and without proper maintenance can induce intense withdrawal symptoms 
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(Hasin et. al. 2013). The Diagnostic and Statistical Manual of Mental Disorders, 5th edition, 

(DSM-V) is the primary reference used by mental health practitioners to diagnose the criteria 

fulfillment of substance-related disorders (DSM-5). From the previous edition, the decision was 

made that substance abuse and substance dependence be combined into a single category of 

substance use disorders. There is a total of 11 diagnostic criteria for substance use disorders. 

Examples of these symptoms are: substance is often taken in larger amounts and/or over a longer 

period than the patient intended; the individual has had persistent attempts or one or more 

unsuccessful efforts made to cut down or control substance use; a great deal of time is spent in 

activities necessary to obtain the substance; use the substance, or recover from effects; craving or 

strong desire or urge to use the substance; continued use that has resulted in failure to fulfill a 

major social role; continued substance use despite having negative social interactions or effects; 

tolerance (defined by increased dosage to achieve the desired amount or a steady dose that 

produces a diminished effect) or withdrawal symptoms (5th ed.; DSM-5). The severity of the 

case is indicated by the greater number of criteria fulfilled (range 2 to 11), the greater the 

severity of the case (i.e., 2 or 3 as mild, 4 or 5 as moderate and 6 or more as severe. (5th ed.; 

DSM-5).  

 Opioids are highly addictive narcotic analgesics with a high potential for misuse. A 

sufficiently high dosage can cause respiratory distress and can be fatal. (Chou et. al 2009, Dowell 

2016). The short-term effects include pain relief (analgesia), euphoria (sense of well-being), 

cough suppressant (antitussive), respiratory depression, sedation, constriction of the pupils, 

nausea and vomiting, itching, and constipation (Rosenblum, Marsch, Joseph 2009). Withdrawal 

symptoms from the chronic use of heroin can peak in intensity at 48-72 hours and can include 

anything from nausea and vomiting, diarrhea, insomnia, appetite suppression, dilate pupils, 
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restlessness, intestinal spasm, abdominal pain, muscle spasms, irritability, depressive mood and 

tremor, insomnia, nasal inflammation, or rhinorrhea. Without treatment, these symptoms usually 

diminish over 7-10 days (Rosenblum et. al. 2009).  

2.4. Brain Disease Model of Addiction 

 

The biomedical basis of medication assisted treatment for OUD was to address 

physiological symptoms and neurological dependence (i.e., withdrawal, craving, etc.). This 

biomedical approach to addiction treatment disconnects the individual from the social world and 

diagnoses maladaptive behaviors, such as chronic drug seeking and misuse, as biological 

reactivity. This model of addiction emphasizes the three-stage model of addiction which can be 

described as a cycle of binge/intoxication, withdrawal negative affect, and 

preoccupation/anticipation and each stage is associated with the basal ganglia, extended 

amygdala, and the prefrontal cortex, respectively (Volkow et.al. 2016). Opioids stimulate the 

ventral tegmental area, nucleus accumbens, and amygdala (Koob and Volkow 2010). The first 

stage (binge/intoxication), in the basal ganglia or the “reward circuitry system”, is where the 

neurons contribute to the release of dopamine and naturally occurring opioids. When opioids are 

repeatedly used, the overstimulation of this reward circuits are where “habits” are formed (Koob 

and Volkow 2010). When the dopamine reward system is not being stimulated to the same 

degree, as when opioids or other substances were present, this reward deficiency induces 

withdrawal symptoms and activates the stress neurotransmitters (i.e., corticotropin-releasing 

factor, norepinephrine, and dynorphin) (Koob, Arends, Le Moal 2014). As Robinson and 

Berridge’s theory of incentive salience suggests the motivation to use does not rest in drug taking 

and reward, but rather in drug seeking and “wanting” (Lende 2005, Robinson and Berridge 

1993). Medications such as methadone and buprenorphine/naloxone are able to “trick the brain” 
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in this second stage of addiction by activating the opioid receptors but reduce withdrawal 

symptoms and craving.  

2.4.1. Brain Disease Treatment 

 

Management of opioid withdrawal and treatment through pharmacological maintenance 

is highly successful (Fullerton et al. 2014, Smyth et al.2018, Alam et al. 2017, Li et al.2014). 

Medication Assisted Treatment (MAT) uses opioid agonists or antagonists that bind with the 

opioid receptors to prevent withdrawal but does not induce the euphoric effects of opioids. The 

mu opioid receptors are the molecular targets for therapeutic activity that are able to stabilize 

OUD and function to prevent relapse. The most commonly used medications are methadone, a 

full agonist, buprenorphine, a partial agonist, and naltrexone, an antagonist. Methadone is a long 

acting, synthetic drug that must be taken daily at a treatment facility and with proper dosage can 

last for 24-36 hours (Bart 2012). Buprenorphine comes in the form of a sublingual tablet, 

implant, or injection (Bart 2012, Sullivan 2008). It can also be offered in formulation combined 

with naloxone. The generic name is buprenorphine/naloxone. The inclusion of naloxone guards 

against misuse by injection. As a partial agonist, buprenorphine incompletely stimulates the 

opioid receptor and is able to prevent or attenuate opioid withdrawal symptoms and craving 

(Volkow and Li 2004).  The lack of euphoric effects reduces misuse potential, the naloxone 

becomes activated if the tablet is ever crushed or liquefied to be injected. As a partial agonist it 

has a lower risk of respiratory depression and death compared to a full agonist like methadone. 

Naltrexone for extended release is a long-acting injection that is administered once a month.  

Research indicates that MAT dose levels must be tailored to each individual, but dosages 

typically begin at around 20 mg for methadone or 8mg for buprenorphine for the induction phase  

and increase to around 60-120 mg for methadone or 20-24 mg for buprenorphine for the 



  25 

stabilization or maintenance phase of treatment (Donaher 2006, Bethesda 2009, Trafton 2006). 

Too high of a dose of methadone and the individual can experience a euphoric high similar to 

heroin, too low of a dose and the medication can wear off before the 24-hour mark and induce 

withdrawal symptoms. 

Each individual metabolizes these medications differently, thus proper dosages must be 

tailored to reduce risk for withdrawal symptoms. This study will focus on individuals using 

methadone and buprenorphine/naloxone for opioid replacement therapy, specifically, to 

document the distinct experience of daily supervision and program compliance in an outpatient 

setting. Treatment programs for OUD encompass not just pharmacological adherence to MAT, 

but also engagement with psychosocial interventions.  

2.4.2. Social Disease Treatment 

 

While all of these medications are effective in treating the physiological symptoms of 

OUD, they are insufficient on their own for treating substance use disorder. The best treatment of 

OUD is holistic – a combination of pharmacotherapies with some form psychotherapy. Studies 

have shown the significant impact that psychosocial interventions coupled with Methadone 

Maintenance Treatment (MMT) have on treatment outcomes such as: lowering treatment dropout 

rates, improving knowledge of HIV risks, decreased opioid use, and increased treatment 

attendance (Gerra et. al. 2011, Gu et al., 2013, Chawarski et al., 2011).  

Psychotherapy focuses on attempting to bolster the patient’s own motivational resources 

(i.e., what the patient has to lose or gain through continued substance use) (Carroll and Kiluk 

2012). Psychotherapy seeks to help individuals develop coping skills to properly manage high 

risk situations, both the positive and negative (Carroll and Kiluk 2012, Marlatt and Donovan 

2005). Cognitive behavioral therapy focuses on preventing relapse by reducing high risk 
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situations through exposure or emotional induction (Carroll and Kiluk 2012, Marlatt and 

Donovan 2005). Contingency management helps patients identify alternatives to substance use 

by engaging with the community (Higgins, Silverman, and Heil 2008). Psychotherapy helps 

patients avoid relapse based on negative situations by helping them learn and recognize how to 

identify and recognize dysphoric emotions (Dallery, Defulio, and Meredit 2015). Along with 

being complimentary to pharmacotherapy, psychotherapy helps individuals rebolster social 

support systems (Carroll and Kiluk 2012). 

Drug use behavior is partly biological and partly social in that the pharmacological 

effects of drugs are partly learned through social interaction. Thus, cognitive behavioral therapy 

(CBT) bases their orientation on this principle of individual cognition and the learning process. 

Since individuals are complex beings, each with their own complex interpersonal relationships, 

personal beliefs and thoughts, and environmental conditions, CBT allows for a tailoring of 

treatment based on these factors. CBT for OUD is based are primarily practiced by stabilizing 

the patient through pharmacotherapy and then helping the client identify their own personal 

triggers of stress, relief, social obligation/expectations, etc. Individuals in outpatient treatment 

continue to interact with external stimuli. By identifying these stimuli, patients are able to better 

recognize and manage high risk situations through stimulus control techniques, craving 

management to manage the factors in their environment that they cannot control. Cognitive 

behavioral skills training is aimed at helping the client unlearn old habits and develop healthier 

skills and habits. Motivational Interviewing (MI) seeks to influence the patient by minimizing 

the client’s resistance to change. It is a client centered methodology used to explore personal 

ambivalence for resolve and change. Collectively, these evidence-based practices have shown 

increased efficacy, in combination with medication assisted treatment, to reduce non-prescription 
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substance use, increase treatment adherence, promote success in treatment, and reduce risk of 

relapse. Studies and clinical trials have shown that completing one year of treatment reduces the 

risk of relapse and plays a vital role in sustaining recovery (Schwartz 2013, Laudet 2007, Timko 

2016). Many contemporary treatment facilities recognize that relapse is a part of treatment and a 

part of recovery. 

2.5. Conclusion 

 

Research, policy, and practice have focused on the physiological and social factors (e.g., 

reduction in non-prescription drug use, reduction in criminal activity) associated with drug use 

(Hedberg et. al, 2018). Hence, interventions and policies have emphasized a health systems 

approach (i.e., opioid prescribing guidelines, harm reduction services through pharmacies, 

academic detailing in clinics, etc.). While these system level changes target preventative 

measures and reform, it does not account for the individual management of recovery in relation 

to the social world. An assessment on the experience of treatment for OUD through an 

explanatory model from patient narratives can elucidate how illness is actually managed by the 

individuals affected by program and policy. 

The goal of treatment, whether through natural recovery or through formalized, medically 

based treatment, is recovery. However, the meaning of recovery has yet to be collectively 

defined. SAMHSA defines recovery as, “a process of change through which individuals improve 

their health and wellness, live a self‐directed life, and strive to reach their full potential” 

(SAMHSA 2015). The brain-disease model has implications for how treatment is postulated, and 

recovery is “achieved’. Advocates of the brain disease model of addiction emphasize the 

dysfunction of specific neural pathways and adverse health outcomes that the chronic use of 

opioids can have on behavior and dopamine release (Volkow and Li 2004, Koob and LeMal 
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2008). However, the proposition that addiction is solely neurologically based, insinuates that this 

is a chronic disease produced by biological factors that are enduring and cannot be cured, only 

managed through biomedical treatment. The perception that addiction is purely biological 

removes the social diagnosis and cultural influences which drug use is learned and maintained. 

This informs how treatment and prevention are shaped. If the disease is biological, then 

treatment must biological. The critiques of this model have been recognized, and professionals 

from multiple disciplines, including other neuroscientists, have argued that to truly consider 

addiction as a brain disease, a neural correlate that is able to pathological link addiction in every 

environment not just in the certain environments must be systematically established (Levy 2013, 

Heather 2017, Heather 2018). Anthropologists studying addiction from a structural perspective 

argue that addiction must be informed and treated not just through medication but through the 

overall restructuring of the policies that created this social disease to begin with (Hansen 2016, 

Harris 2015). To reconcile contrasting perspectives to addiction as a social disease or as a brain 

disease, a biocultural approach will be employed to highlight the social, the political, and the 

biological.
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CHAPTER 3 

THEORETICAL ORIENTATION 

3.1. Introduction 

 

This chapter will draw from cognitive anthropology, in regard to how the individuals 

organize shared collective knowledge and how individuals ascribe their own meanings to the 

world around them. This goal of this thesis was to examine how individuals in treatment interact 

with the environment around them and to explore how desires and motives are shaped and 

directed by personal experience and shared cultural knowledge. The macro-level features of the 

risk environment were previously defined to highlight the scope and structure in which 

individual behavior is practiced. However, to understand the degree to which this cultural milieu 

is adopted and shared in individual minds, the locus of analysis remains in the individual 

depiction of salient cultural domains (Dressler 2018). 

As the public health narrative is shifting towards the medicalization of addiction, 

biocultural theory in anthropology and Foucault’s concept of biopower will also be drawn upon. 

This theory and concept argue that addiction treatment in the United States is indicative of a 

form of institutionalized control through treatment to achieve normality using the metaphoric 

phrase of “recovery”. A biocultural anthropological approach will emphasize the neurological 

component of addiction, specifically the pharmacological effects of medication assisted 

treatment in relation to individual’s exploration of the cultural world. This study sought to 

contextualize the individual’s experience in medication assisted treatment by eliciting the 
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dominant domains of desires and motives to show how individuals cognitively internalize, 

categorize, and organize meaningful aspects of recovery.  

3.2. Cognitive Anthropology 

 

A cognitive anthropological approach frames culture in terms of cultural meaning 

systems that are learned and shared. This approach organizes cultural knowledge into domains 

that each individual carry in a shared cultural model (D’Andrade 1984). A cultural model is the 

stripped-down skeletal representation of a certain cultural domain that is implicit and abstract, 

made up of schematic relationships, and is the individual’s way of thinking about the world that 

is shared with others (Dressler 2018). These meaning systems have representational and directive 

forces that are constructed not just in the mind but through interactions (D’Andrade 1984). 

Schemas are a cognitive representation that can be held in working memory by which 

interpretations about the world are made. These are tools for interpretation and are considered as 

the process by which patterned relationships are interconnected. 

An individual’s cultural knowledge is posited at the intersection of social institutions and 

transferred and shared between individuals within in a group (Dressler 2018). Individuals 

interpret shared knowledge based on their personal experiences and inform behavior based on 

their understanding of rule systems. Understanding each individual’s cognitive mapping of how 

they categorize, and rank needs elucidates how knowledge can be organized. The individual’s 

conceptualization of the infinite and complex knowledge that was based on shared 

understandings of cultural knowledge was the underpinning for the study of cultural models. By 

applying the concept of cultural models within the study of culture, anthropologists are able to 

collaborate with their participants and investigate how cultural knowledge is shared, distributed, 

and communicated. This approach also accounts for intracultural variation and is able to extract 
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knowledge that is implicit and is an effective means of framing a certain cultural domain and the 

attributes of each model within that domain. This approach addresses the presence and degree of 

sharedness within a cultural model. This proposes that the learned features of cultural models as 

something that is actively interpreted and gradually learned (Gatewood 2012).  

Theorists have contested to what extent culture determines behavior and how these 

cultural systems of meaning become influential (Tylor 1874, Boas 1928, Bourdieu 1990). To 

understand the process of interpretation of how an individual becomes motivated to act during 

this cultural development, Dorothy Holland discusses the concepts of cognitive salience, levels 

of mastery and knowledge, cultural models, and identification of self (Holland 1992). They 

suggest that the process of learning in a particular society or context propels the “process of 

internalization and the directive force of cultural meaning systems” (Holland 1992, 62). The 

process of identifying cognitive saliency within a cultural meaning system and the degree of 

internalization of the system can be used to better describe how the individual understands and 

organizes their own knowledge and the system around them (Holland 1992). Cultural models 

have a motivational capacity and the individual is positioned as an interpreter between the 

transmission of cultural knowledge and their own internalization of the world (Strauss 1992). 

These cognitive understandings can be explored through language and behavior by identifying 

how knowledge amongst and between individuals is shared and idiosyncratic. These varying 

interpretations of the model display the individual reflection and degree of influence that explicit 

taken for granted, ways of knowing become implicit. To understand saliency, prototype theory 

focused on the centrality of a certain characteristic of a domain that could “provide maximum 

information with the least perceptual effort” (Rosch 1978). Schemas are the conceptual structure 

through which “…identification of objects and events” are made possible and contain one or 
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more prototypic instantiations (Dressler 2018, D’Andrade 1992, p.28). This analysis of how 

knowledge is focused on a central feature and distributed around it, can provide a foundational 

construction of how individuals think about the cultural world.  

An anthropological approach to opioid use treatment contends that drug use is not merely 

restricted to the pharmacological effects or the impact of dopamine on the reward systems of the 

brain but is also socially learned from other individuals within their context (Lende 2005). 

Individuals in treatment are both physiologically and socially maintained in pharmacological 

treatment and psychotherapy. The professional knowledge that dominants this context can hold a 

strong degree of influence on how individuals exchange and acquire information. The 

institutionalization of treatment can be informed by a “professional” domain of knowledge (e.g., 

federal regulations that treatment centers must abide by, treatment staff, brochures and pamphlets 

constructed by the national organizations), how individuals decipher this knowledge, impose 

meaning, and are motivated to act can be understood in the context of a cultural model. To 

understand how an individual defines their desires and motives within the context of recovery, it 

is necessary to conceptualize the relationship between the individual and the culture they reside 

in. Through free listing and interviews, it is possible to extract agreement among, deviation from, 

and saliency between institutionalized values, personal beliefs, and socially shared norms.  

Free listing the elements of a certain domain based on prototype theory, it is an effective 

tool and method to identify culturally salient features that require minimal cognitive input. The 

initial elicitation allows for an emic construction of what goals and roles are salient enough to 

motivate, shape, and direct individual behavior. It is necessary to note that this theory and these 

methods cannot be practiced without first assuming that the individual has an idea of a particular 

domain. This approach focuses on meaning making and internalization of how individuals 
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interact with their figured world. How do individuals cognitively organize prominent goals in 

their active maintenance of treatment and recovery? 

Building on this account of how individuals construct meaning of their surrounding 

culture, I will discuss the place of power and the production knowledge as a product of rules and 

policies. Michel Foucault argues that power creates new knowledge and is the epistemological 

framework that constructs how individuals perceive and categorize information (Foucault 1978). 

Foucault was focused on the power of governmental institutions and their capacity to control 

abiding agents. He introduces the concept of biopower, the institutionalized control that political, 

biomedical, social, and academic institutions have over biological bodies (Foucault 1978). This 

review will integrate Foucault’s institutionalized control of power and knowledge and Bourgois’ 

framework of medication assisted treatment as a form of biomedical control over the individual 

body (Bourgois 2004). 

Medications such as methadone and buprenorphine/naloxone have the pharmacological 

properties to treat the physical dependence of opioids but restrict illegitimate attainment of 

excess dopamine. Bourgois argues that, “methadone is a biomedical technology that facilitates a 

moral block to pleasure” (Bourgois 2000). The use of government regulated opioids that treat 

OUD shows that the biomedical labeling of a certain opioid (i.e., methadone, buprenorphine, 

naltrexone) as FDA approved for pharmacological treatment is "not the liberation of madness 

from chains, but the mastery of madness by norms" (Foucault 1961). These medications are able 

to deliver an acute sense of normality through pharmacological treatment. Users of heroin are 

addicts, while users of methadone are individuals on the path to recovery seeking to treat their 

chronic disease. While the distinction of these opioids is widespread in the biomedical 

community, this perception has yet to be broadly communicated and adopted to the public. As 
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procured by the institution, through medication assisted treatment, these “junkies” become 

“recovering patients” working towards becoming a “normalized citizen” (Bourgois 2000). These 

treatments centers are not simply treating a biological addiction but are “part of an enormous 

moral task that must be accomplished at the asylum, and which alone can ensure the cure of the 

insane” (Foucault 1961).  

Identification of the diseased body, the treatment for curing the sick patient, and 

maintenance of the perception of normality are culturally constructed experiences delivered by 

institutional facilities. While individuals have the capacity to find and impose meaning on social 

objects, the legitimacy of treatment and recovery are observer dependent. This means that there 

is a collective agreement surrounding the institutional presence of these entities and the function 

of the individual is to interpret this information. These social objects are given their power 

through action and through functioning are infused with significant meaning.  It is argued that 

biopower can shape individual behavior through sociopolitical categorizations of licit and illicit 

substances. While some opioids like heroin may index hedonistic use, stigma, and questionable 

morality, opioids (i.e., methadone, buprenorphine) for treatment index recovery, maintenance, 

and an active engagement by the individual towards achieving normality (Bourgois 2000). This 

dichotomous narrative of legal and illegal opioids is attempted to be maintained through the 

presentation of statistics regarding criminal engagement surrounding each respective user 

(Alexander and McCaslin 1974) 

The Substance Abuse and Mental Health Services Administration (SAMHSA) states that 

MAT’s efficiency is characterized by improvement in patient survival, reduction of criminal and 

illegal behavior, increased ability to gain and maintain employment, and ability to “live a self-

directed life” (SAMHSA.gov 2019). However, recovery and individual character should not be 
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defined by these limited factors. The argument here is that these institutions are emphasizing the 

individual’s activism in their own recovery and in doing so can conceal the complex social and 

environmental conditions that the individual is managing. This approach to human agency 

removes the individual from the very social world in which they are situated. This necessitates 

the need to elucidate the complexities of the biosocial. Specifically, how the politics of 

knowledge are employed and embodied by certain social actors.  

While methadone may have an implicit function of controlling individuals with a 

substance use disorder and buprenorphine may induce feelings of normalcy, both these 

medications still resonate with the overarching discourse of turning subjects into citizens not 

persons into patients (Briggs 2002). The social diagnosis of addiction essentializes the diseased 

body as uncommodifiable and uncapable of contributing to society through their non-

normativity. However, this socio-politically delivered medication is able to put into action the 

neoliberal discourse that values productive citizens (Harris 2015). While users of both 

medications are marked as “diseased patients”, the experience of illness can vary based on access 

and engagement with different treatment modalities (Boyd 2000). This is due in part to the shift 

in public health discourse from moral failing model of addiction to the brain-disease model. With 

this transition arose the classification for the signs and symptoms that show the “deviation from a 

biological norm” and the emergence of structured treatment guidelines for these “sick” persons 

(Boyd 2000).  

Patients on the pathway to a biomedical model of recovery in an OTP must be understood 

in the political, social, biological, and cultural context of MAT for OUD. Sociologist Talcott 

Parsons previously described the rights and obligations of the sick person. These afford the 

individual privileges to be exempt from carrying out some or all of their normal social duties, 
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(e.g. work, family, etc.); they must try and get well, as it is only a temporary phase (Parsons 

1951).  While opioid addiction is biomedically labeled as a chronic brain disease, patients are 

still expected to fulfill their responsibilities of a normal, productive citizen and are not relieved 

of their sick role rights upon leaving the facility. The public health model of Knowledge, 

Attitude, and Practice in the US places accountability for health behavior change on the 

individual.  

CDC guidelines for treatment of OUD through MAT have seven major components. A 

summary of the major responsibilities that the “sick” individual must fulfill will be covered 

(Harding et. al. 2018). Diagnosis and severity (mild, moderate, severe) of OUD is based on 

confirmation of two or more of the criteria listed in DSM-V over a period of 12 month (Schuckit 

2016). MAT patient expectations include: weekly urinalysis to test for non-prescription opioids, 

participation in psychosocial treatment programs (cognitive behavioral therapy, motivational 

enhancement therapy, etc.), medication compliance (daily administration at a facility by staff in a 

liquid form to avoid “cheeking”), primary care follow ups, more drug testing, bi-weekly check-

ins for 15 minutes with counselors and 5-15 minutes with prescribers, etc. (Harding et. al 2018).  

These are just the biomedical responsibilities.  

Opioid treatment programs in the United States are closely monitored by CSAT; they 

must undergo an accreditation process, maintain current procedures for dosing and dispensing, 

and ideally provide some form of counseling and psychosocial therapy. Upon admission to an 

OTP, individuals are given a contractual version of these requirements enlisting the individual to 

be “active agent” in their recovery and treatment process. While the guideline for a compliant 

patient in treatment is distinctly defined, the individual’s model of recovery in regard to the 

societal roles and cultural expectations are a bit more complex.  
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MAT patients are bound to daily attendance at a physical facility that has been expressed 

to be a form of “liquid handcuffs” (Smith 2011). However, studies have shown that the obstacle  

of daily attendance may improve a patients’ quality of life, the lack of daily supervision for 

methadone intake can risk in misuse or diversion (Gerra 2011, Avants 1999). Gerra’s study 

found that patients in treatment programs that practice daily supervised consumption or 

contingent take-home incentives had higher rates of retention than those in non-contingent take-

home programs (Gerra 2011). In relation to neoliberal practice, they are expected, along with 

medication compliance, to transform into “functional, socially productive, contributing members 

of the workforce” and abstain from criminal involvement. (Dole & Nyswander 1967).  A 

hallmark measure in sociopolitical studies for the success of MAT is reduction in criminal 

activity and HIV risk behavior (Marsch 1998, Dole & Nyswander 1965, Connock et. al. 2007). 

This measure is indicative of the aforementioned biopolitical intentions of medications in opioid 

use treatment as a form of medical normalization to gain social citizenship. The absence of daily 

dosing or contingency management strategies can lead to non-compliance and medication 

diversion. This details the complexity of treatment administration modalities. This synopsis of 

the sick role exemplifies how addiction treatment is centered around curing a disease rather than 

healing an illness. 

Goodenough’s definition of culture, focused on knowledge, is defined as, whatever it is 

one has to know or believe in order to operate in a manner acceptable in a given social context 

(Goodenough 1957). Each individual has their own schematic understanding of the present 

problems and challenges that they are facing in their current moment including undergoing 

treatment. They have an idea of what they believe in their current situation are some of the most 

salient directing goals and motives that they face inside and outside of treatment. How do 
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individuals cognitively organize and prioritize certain needs within not just treatment but also in 

their individual social roles as children, parents, employees, etc.?  

 This section drew concepts from cognitive and postmodern theories to conceptualize the 

systems of power that treatment centers are tasked with and place of individual knowledge in 

how behavior is shaped and embodied. How then do these individual actors make sense of the 

world around and how do these individuals determine the meaning that they will ascertain to 

complexity of messages and rules that have been placed on them? While Foucault and Bourgois’ 

conceptual application of biopower to enforce “normality” in behavior speaks to the broader 

structural perception of medication assisted treatment, the degree on internalization of this 

knowledge depends on how the individual identifies with the cultural model. 

A cognitive approach to culture seeks to discover how meaning is interpreted at the 

individual and group level. For this reason, the locus of analysis will seek to ascertain how this 

knowledge is learned and shared within this population. This analysis will also examine how 

individual representations are attributed by individual experience and interpretation, how beliefs 

are entertained, and how action and motive, based on this schematic understanding, is enacted. In 

essence, knowledge of biomedical and political ideologies may surround the individual but the 

degree of influence and the implications it has on individual motivation are conditional to the 

individual’s existing schemas (D’Andrade 1992, Roth 1996) 

In this particular environment, individuals are exposed to a patterned structure of 

professional and cultural knowledge (e.g., biomedical, social, etc.). This recurring narration has 

the power and potential to affect an individual’s meaning system. Through the federal regulation 

of medication and biosocial expectations of the treatment center, these institutions are able to 

control the rules and values individuals are exposed to. However, individuals have the internal 



  39 

capacity to contest the dominant model and construct their own interpretations. The individuals 

in this study all had an ideation of what they need and want in the present moment as being 

informed by their individual representation and personal experience that makes up their cultural 

knowledge (Dressler 2018).  

Cultural models have motivating capabilities that are able to construct and define goals 

and achievements (D’Andrade 1992). The ideation that certain needs are present proposes the 

acknowledgement that there is an absence of a particular material or cultural object. To put 

simply, there’s something missing that I know I want. The recognition of a certain deficiency can 

act as a motivating goal for the individual to instigate action to obtain this particular need, or it 

could do nothing because “Not all schemas function as goals, but goals are all schemas” 

(D’Andrade 1992). This is because schemas are tools for interpretation and are processes not 

actual interpretations or objects themselves (D’Andrade 1992). One must know and understand 

their goal in order to organize and become motivated to achieve their goal. Schemas are 

interrelated and hierarchical. They have different motivating capacities: top-level schemas, 

which represent the individual’s most general goals or “master motives” instigate action with “no 

ultimate goal in sight” (e.g., love, security, play, etc.), middle-level schemas are more concreate 

obtainable interpretations (e.g., employment, housing, etc.), and bottom level schemas reflect 

everyday tasks or duties (e.g., going to the bank, writing a birthday card) (D’Andrade 1992, p. 

30).  

3.3. Biocultural Theory 

 

In recent years, the biomedical community has pushed for a shift in the framing of the 

construction of addiction from a moral model towards a brain disease model. By claiming a 

neurobiological basis for addiction, institutions are able to medicalize deviance (Kaye 2012). 
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Biocultural theory investigates the underlying interactions between biological processes and 

cultural constructions. This work took a biocultural interpretation to contextualize the subjective 

experience of medication assisted treatment that includes a glimpse of the neurobiological 

processes of repeated opioid use. The medicalization of addiction as a chronic disease often 

draws comparisons of opioid dependence within the same realm as diabetes or hypertension 

(Kosten and George 2002). However, how many patients with diabetes are required to go to an 

insulin clinic daily to receive their medication and produce “clean”, target glucose levels? 

Studies on animals have identified similar brain circuitry activation in how chronic “sugar use” 

modifies dopamine release in the same neural systems that substances do (Spangler 2004, Avena, 

Rada, and Hoebel 2008). Albeit, the magnitude of the effects is not as withstanding, there are 

still overall effects on craving, withdrawal, and activation of certain mu-receptors that can be 

considered in a similar realm of addiction (Avena et. al. 2008). Therefore, to draw this 

comparative argument, the biomedical dimensions of treatment in which opioid use disorder and 

diabetic conditions are considered must be paralleled.  

Over an extended period, repeated opioid use affects the neuronal pathways to how the 

brain regulates pleasure. By binding with the opioid receptors (g protein-coupled receptors, 

subtypes μ, κ, and δ), opioids induce dopamine and release feelings of analgesia, euphoria, and 

sedation (Wang, Chen, Lee, Cheng 2019). However, chronic use of opioids can increase 

tolerance. This disruption to the neurotransmitter system, specifically within the mesolimbic 

dopamine system can cause deceased dopamine levels and a halt to the reception of opioids can 

result in withdrawal (Koob & Lemoal 2001). Withdrawal symptoms that range from runny nose, 

sweating, nausea, vomiting to increased blood pressure (World Health Organization 2009). The 

offset of this system can have a lasting effect on how dopamine is released by everyday stimuli.  
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Social and physical activities that may have previously induced engagement and 

motivation within the individual, such as hanging out with friends and family or hobbies such as 

painting, or skating may no long release similar levels of dopamine as they did before (Koob and 

Volkow 2010). Social support is related to the process of change and stress coping strategies in 

treatment and is a positive predictor for addictive behavior change (Jovanovic 2019). During 

treatment, previous social ties with drug using communities are generally cut-off to limit 

exposure with interpersonal triggers. While the pharmacological properties of medication 

assisted treatment are effective in reducing craving and withdrawal symptoms, they do not 

address the psychotherapeutic interventions that must simultaneously ensue. Thus, while MAT is 

a highly successful form of treatment for biomedical maintenances, it must be coupled with 

holistic programming that addresses the social aspect of treatment experience. The evolving 

discourse surrounding the neurobiological state of addiction must emphasize the interactive 

influence of the social, biological, and the environmental.  

The risk environment framework is a practical approach to see the interactional effects of 

the political, social, economic, and physical institutions and the mechanisms of influences (i.e., 

susceptibility and vulnerability) (Rhodes 2005). In studying twin and adoption studies of 

substance use disorder, heritability factors contribute from 30% to 70% of variance in the 

vulnerability to developing an addiction (Beayno, Hayek, Noufi, Tarabay, and Shamsedden 

2019).  While the outcomes of medication assisted therapy are conditional to the environmental 

context in which they occur, studies have sought to better conceptualize the degree of influence 

that genetic influences may have on the pharmacogenetic responses from methadone (Fonseca 

and Torrens 2018, Levran, Peles, Randesi, and Shu 2013). Qualitative studies on addiction 

research shows us that individuals “describe the social meanings that participants attach to drug 
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use and the social processes by which such meanings are created, reinforced and reproduced” 

(Rhodes 2000).  This means that the subjective physiological effects (i.e., effects of opioids or 

methadone) and environmental conditions can contribute 50 to 80 percent of the variance in 

addiction risk (Kreek 2004). If the knowledge of drug use stems from environmental factors, 

then research must focus on identifying those factors and interventions must address them.  In 

other words, rather than asking questions such as “How old were you when you first tried 

opioids?” or “How many drinks do you usually have in one sitting?”, research should inquire 

into deeper understandings, such as “Can you describe what was going on in your life around the 

time you first were exposed to opioids, Who first introduced you to them? What was the setting 

like?”. An examination of the shared social factors, from individual accounts, can lend into a 

deeper explanation of how these factors are interrelated or contrasted. 

The physiological experience of drug treatment is partly biological, but the effects are 

filtered through cultural meaning system. Addiction is not only a biopsychological process, but 

also a social process that is informed by the context of learning behavior and meaning through 

social interactions (Weinberg 2002, Lende 2005, Rhodes and Comber 2010). This means that 

drug use and the effects of a medication hold a social basis that varies not just situationally, but 

also by the social and cultural contexts in which they are situated. In order to capture and better 

understand the complexities of individual understandings of the effects of a particular 

medication, it is necessary to construct the social and cultural context in which patterns of 

behavior emerge. For example, if Sally tells you that drug X is going to make you feel amazing, 

but the medical community broadly announces that drug X is harmful and will have a negative 

health impact, how will you interpret this information? What are the other life situations you are 

currently facing that could influence your understanding? How will what others think shape your 
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interpretations? While brain disease model of addiction is focused on a disordered neurobiology 

as the underlying motive for substance misuse, a biocultural interpretation examines the effects 

and influence that social and environmental conditions have on how the individual learns to 

experience the effects of a substance (Volkow 2016, Lende 2005, Kaye 2002). Qualitative 

addiction research puts into context the complex lived experiences of the individual and is able 

to “describe the social meanings that participants attach to drug use and the social processes by 

which such meanings are created, reinforced and reproduced” (Rhodes 2000).  This work will 

investigate how individuals in treatment shape their goals surrounding their various roles they 

assume in treatment within the context of recovery.  

A cultural model of recovery situated in a risk environment will examine intracultural 

variation of how knowledge is shared and embodied depending on the features of an individual’s 

risk environment. Since this approach addresses culture as an entity that is shared and not just 

something that is idiosyncratic, the study sought to identify how a cultural model of recovery is 

shared between individuals and what interrelated schemas contribute to this sharedness. This 

approach will allow the researcher to understand how people in their natural world differentiate 

and classify social meaning.  An anthropological approach to this public health crisis seeks to 

understand that these conditions are not uniform and will take a structural framework to 

contextualize the institutional factors shaping the individual’s subjective definition of recovery. 

The strength of this methodology in this study will assess the shared qualities of culturally held 

knowledge and beliefs and identify how knowledge is embodied within these populations 

(Carroll 2017). 

A medical anthropological approach to treatment and recovery puts into perspective the 

complex structural-cultural factors that shape an individual’s risk environment. Research that 
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focuses on measurable outcomes does not take into account the processes that have shaped those 

outcomes. By taking an emic lens, this study will elucidate the interactional effects of the 

physical, social, economic, and political to conceptualize how individuals manage their illness. 

In understanding health status through a structural framework, ethnographic methods including 

participant observation, in-depth qualitative studies are able to put into context the conflicting 

life circumstances that underlie the management of illness.  Biomedical indicators of treatment 

based on clean urinalysis, consistency in medication dosage, or fulfillment of therapy hours 

isolate the patient’s health condition and adopt the notion that the individual is the sole proprietor 

to improving their own health. A biocultural approach to treatment recognizes not only the 

neurobiological stages of addiction and the pharmacological effects of the medication, but also 

the cultural and social conditions in which it is managed. Tailored communication efforts must 

take into account how an individual’s environment can shape the way information is 

comprehended and acted upon (Grinyer 1995). This framework of mapping the complex 

psychological processes provides the tools necessary to observe culture in an objective and 

scientific approach.  

By examining the lived experience of the micro-level elements of the risk environment, it 

is possible to connect the pattern by which external forces shape the recovery experience. These 

findings can be beneficial in reducing risk for relapse and cultivating an environment in which 

treatment can be managed and recovery can be maintained. This study sought to understand the 

interactional levels of influence that features of the risk environment have on the individual, and 

how these factors liberate and constrain the individual’s interpretation of what recovery means to 

them. 
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The biomedical knowledge of the risks surrounding opioid use and the efficiency of 

MAT has been widely publicized. Then, why does there remain a disconnect between the 

individual internalization of this professional knowledge and the choices they make concerning 

their health? A cognitive theory of cultural models argues against individual agents as simply 

“cultural dopes”, whom are constrained by structural and social process unconsciously absorbing 

the cultural world. A biological model presents substance misusers as “biological dopes”, 

unconscious bodies controlled by the effects of opioids and dysfunctional due to aberrations of 

the brain (Peele 2016). Neither of these approaches are sufficient for the consideration of 

addiction, treatment, and recovery. A biocultural approach to this phenomenon will be able to 

illuminate both the biological conditions and the sociocultural dimensions of a recovery. How do 

individuals come to understanding and navigate these dimensions and cognitively organize 

meaning while managing a biological dependency on opioids? 
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CHAPTER 4 

METHODS 

4.1. Introduction 

 

Knowledge is learned and then becomes implicit. Cultural models are able to capture in 

their configurations the products of the process of individual understanding. By taking into 

account the interrelated sets of schemas, cultural models allow for the extraction of a complex 

mental mapping. Cultural models encode intra- and intercultural patterns and variations, and the 

features of a certain set of knowledge and beliefs are not static. They carry distinctive and 

flexible meanings that can be invoked by personal experience. 

Cognitive culture theory emphasizes how individuals impose meaning and find value in 

certain attributes of culture. This process of analysis provides an opportunity to inquire into a 

deeper understanding of central group tendencies, as well as intra-cultural variations (Romney et. 

al., 1986).  

The purpose of this method was to determine if this group held a common perspective of 

goals, motives, and desires that shaped their treatment and recovery experience. These meaning 

systems have representational and directive forces that are constructed not just in the mind but 

through interactions and are actively interpreted (D’Andrade, 1984). In studying cultural models, 

there is a processual methodology that begins with determining the domain that will be observed, 

identifying the salient elements of the domain and exploring the structure of the domain (i.e., 

identifying the underlying features of the domain) (Dressler 2018). The goal of this approach 
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was to understand how cultural knowledge about recovery was shared and distributed and to 

identify the directive forces that propelled these individual representations.  

The proposal for this study was developed between December 2018 and May of 2019 and 

approved by the researcher’s committee members in May of 2019. In June of 2019, this study 

was reviewed and approved by the University of Alabama’s Institutional Review Board 

(Protocol ID: 2249) (Appendix F). 

4.2. Research Site 

 

This study was conducted in the summer of 2018 among 18-25-year-old individuals 

undergoing Medication Assisted Treatment for OUD. This population of emerging adults has 

been under studied and has had low retention rates not just at this treatment center, but also 

across the nation (Wu, et. al. 2016, Pecoraro et al., 2013; Matson et al., 2014). Approximately 

99% of patients received their treatment under CareOregon, a Medicaid expansion program of 

the ACA. This study was conducted at a non-profit accredited opioid treatment center in 

Portland, Oregon. This opioid treatment program (OTP) offers daily dispensing of two different 

types of medication assisted treatments, including methadone and buprenorphine/naloxone. This 

facility combines not just the daily dispensing of these medications but also provides a holistic 

variety of therapeutic services including counseling and case management, acupuncture, 

cognitive behavioral therapy, integrated health services, and group therapy, including a group for 

specialized prenatal care.  

During the time that this study took place, this specific treatment center had two different 

hours of operation depending on the medication that was being provided. The dosing hours for 

individuals in the methadone maintenance treatment program were from Monday to Friday from 

5:30 am to 12:30 pm and on Saturdays from 6:30 am to 11:30 am. Then, the treatment center 
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would switch over to the buprenorphine/naloxone service clinic, and this included the changing 

of administrative staff and counselors, rearrangement of chairs, and overall restructuring of the 

clinic. The buprenorphine/naloxone clinic was open from Monday to Friday from 1:00 pm to 

6:15pm and did not operate on the weekends. Hours for these medications was previously 

separated because rules by CSAT, which did not allow for methadone and buprenorphine to be 

dispensed concurrently. The protocol of the dosing differs in that patients who have received 

their liquid dose of methadone can leave immediately after, or wait in the lobby for group 

therapy, counselor appointments, health appointments etc. Buprenorphine/naloxone comes in the 

form of a sublingual tablet or a film that is placed under the tongue. The treatment site used the 

tablet, as the film was not covered under Medicaid in Oregon. The tablets take approximately 5 

to 15 minutes to dissolve. Patients after receiving their medication are encouraged to stay in the 

waiting area to avoid diversion of the tablet. So, patients after receiving their medication often 

stay in the waiting area to avoid the tablet possibly falling out. The treatment center also had a 

greater percentage of patients receiving methadone compared to the buprenorphine/naloxone, so 

there was a greater number of patients receiving methadone occupying the space. 

4.3. Design and Sampling 

 

This was a cross-sectional study that used a one-group posttest only design. Recruitment for 

the participation was through flyers that described the parameters and reasons for the study. The 

researcher used non-probability convenience sampling to recruit 13 participants at the treatment 

facility by attending group therapy meetings, distributing information about study to treatment 

center staff, and recruiting daily on-site. Screening for involvement in study was conditional to 

fulfilling the four eligibility questions that asked: 

1. Are you between the ages of 18 and 25? 
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2. Are you currently in Medication Assisted Treatment for OUD? 

3. Are you a patient at this treatment center in Portland, Oregon? 

4. Do you have 30 minutes to 60 minutes of your time to participate in this study? 

Answering no to any of these questions considered the individual ineligible to participate in this 

study. Following the same approach that substance use treatment centers often practice for the 

streamlining of intake, upon fulfillment of these conditions the individual was asked if they were 

ready for an interview immediately or another time during the same day. All interviews took 

place at the study site in a private room at the research building that was on the other side of the 

treatment center in the same building. Participants were then asked to write down their patient 

identification number that was given to a staff member to confirm age and patient status 

eligibility for the study. Participants were informed that all responses would remain anonymous, 

were given a copy of a written consent form, and given the option to withdraw from the study at 

any time (Appendix F).  

Demographic information was collected from all consenting participants. Data included 

age in years, gender (female, male, or open text), ethnicity (open text), relationship status (single, 

married, divorced, widowed), education level (less than high school, high school degree/GED, 

some college), income source (employed, parental/familial assistance, governmental assistance, 

unemployed, open text), and housing status (owned unit, rental unit, shelter, no fixed address, 

other). Participants were then asked questions concerning their treatment experience and opioid 

use experience: current medication for treatment (methadone or buprenorphine/naloxone), 

previous treatment experience (yes or no, if yes than how many times), present reason for being 

in treatment (self, family and friends, court mandated, other), length of time in treatment this 

time or previously (in months and/or years), alternative OUD treatment methods (yes, no, if yes 



  50 

then open text), mode of payment for treatment (Medicaid/Oregon Health Plan, private 

insurance, out of pocket, or other), age at initial opioid use (years), age at recreational opioid use 

(years), types of opioids used (prescription, heroin, fentanyl), frequency of use (daily, weekly, 

monthly), mode of ingestion (oral, injection, inhalation, transdermal, etc.) and other types of 

substances used (benzodiazepine, methamphetamine, cocaine, crack, LSD, PCP, ketamine, etc.).  

Each participant was asked to free list their answers to RQ1: “What are the greatest 

needs in your everyday life that affect treatment?” and “What are the greatest barriers that affect 

your treatment?”. The participants were instructed to think in terms of not just their personal 

opinion but what they believe others believe as well. Semantic cueing was used to probe for 

additional items in the free list. To elicit certain domains, individuals were probed for domains 

such as social needs, familial needs, employment, and economic needs.  

A semi-structured interview guide was developed and employed questions concerning the 

individual’s experience and perspectives about the medication they were receiving (methadone 

or buprenorphine/naloxone), experience of withdrawal symptoms, dosage maintenance, and 

strategies for relapse prevention. Individuals also took part in a life-history interview that 

consisted of an expanded version of the previous topics along with questions about: (1) initial 

and heightened use, (2) critical transitional moments (in life and in relation to substance use), (3) 

reasons for initiating and maintaining treatment, (4) the influence of needs (on treatment and on 

social life), and (5) management of needs and treatment completion. These questions centered 

around home-life growing up, relationships with affinal or fictive family members, current 

experiences on being a parent, and details surrounding treatment initiation (See Appendix D). 

4.4. Data Analysis 
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To ensure identity protection of the participants in this population and treatment center, 

interviews were not audio recorded. This practice was to ensure that audio-recordings of patient 

voices would never fall into the hands of potential employers. As stigma surrounding opioid use 

and medication assisted treatment is still a prominent deterrent to not just individuals in this 

population, but also to individuals across the nation, this practice ensures anonymity and patient 

protection. No personal identifiers were recorded, and each individual was given a unique case 

identification number. All data were securely stored on a password-protected computer and on 

UA box. The researcher took detailed field notes throughout the duration of the interview and 

added additional details immediately after the interview.  

Free lists were analyzed using Excel Flame Macro to generate frequency, salience scores, 

and a rating of the items across dimensions. Phrases or synonyms were combined. The responses 

from these free lists were coded for patterns and thematic redundancies. Descriptive statistics and 

frequencies of all demographic variables were analyzed using SPSS v. 23.  

 Thematic analysis is a tool and method to identify, analyze, and report patterns (i.e., 

themes) (Braun and Clarke 2006). Fourteen interviews from 13 participants were analyzed using 

NVivo. One participant, John, was interviewed twice. Data analysis was guided by both 

deductive and inductive approaches. The selective coding used for the deductive approach was 

specifically guided by the micro-level factors of the risk environment framework and the most 

frequently listed terms from the free listing phase. Chapter 2 broadly covered the macro-level 

factors of the current state of medication assisted treatment and OUD in the US and in Oregon 

based on the physical, social, economic, and policy factors. The degree to which these macro-

level factors affect and influence the individual may vary depending on individual biography 

(Dressler 2015). Therefore, a deductive, descriptive thematic analysis incorporating these factors 
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and free listing terms were the preliminary codes used to conceptualize the micro-level 

environment.  

Cultural models serve as a mental template by which individuals construct knowledge by 

drawing upon relevant personal experiences and the knowledge of “how things work” (Dressler 

2000). These models are not individually defined and enacted, but rather are shared 

representations across individuals with a particular culture (Shore 1996). Field notes from the 

interviews were coded for salient and shared themes and interpretively analyzed to conceptualize 

how individuals imposed significant meaning on certain features of the model. The researcher 

took in-depth field notes that highlighted meaningful linguistic utterances in bodily reactions 

(e.g., body positioning, facial expressions, gestures, etc.) (Farnell & Graham 2015).  

Then interviews were combed through with an inductive analysis using open coding. 

These codes were then shaped to formulate themes that captured a pattern that imposed 

significant meaning for individuals (Braun and Clark 2006). A deductive, descriptive thematic 

analysis incorporating the micro-level elements of the risk environment framework (i.e., 

physical, social, economic, and policy) were used to code the interviews for themes related to 

these four factors. These coded categories were then developed into a codebook and the linkages 

between themes were tested by combing through the data again to ensure that the identified 

themes were applicable across interviews (Braun and Clark 2006). 

 If idiosyncrasies emerged, the interviews that did not share characteristics with the 

central group were examined to identify new themes between these subsets. This was done 

through an analysis of the life history narratives to understand the participant’s personal belief 

system. While individuals may share similarities in past experiences, the level of significance 

that a particular event holds to one individual may not carry the same social value as it does to 
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another. These approaches to deviations answers question such as: How is the cultural 

transmission of knowledge being interpreted? Why do certain individuals perceive to dominant a 

certain area of knowledge more than others? What are the external factors influencing this 

dissonance? Intracultural variation is reflected in the distribution of features of a model that are 

agreed and disagreed upon. This allows for the analysis of an external feature or features that 

influences how the prototypes of the cultural model interact to produce individual 

representations. This analysis of patterns and variation in individual knowledge within a group 

can be investigated to extract the distribution of knowledge and the internalization of culture. 

The presence of variation does mean that one individual has less cultural knowledge than others 

in than the collective. Rather, it re-enforces a cognitive understanding of culture as being actively 

interpreted and influenced by past or present experiences, environments, beliefs or values. Since 

individuals do not collectively agree upon all the features of a cultural model, it is necessary to 

investigate these differences to understand the reasoning behind the directive and motivational 

forces that lead individuals to resist or accept the cultural model.  
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CHAPTER 5 

RESULTS 

5.1. Demographic Data Collections Results 

 

Thirteen participants (n=13) took part in this study. Six participants identified as female 

(46.2%) and 7 participants identified as male (53.8%). According to the National Survey on 

Drug Use and Health, OUD is more common in males (57%) than females (42%) and in 2015 

there were more males (65.8%) admitted to treatment than females (34.2%) (NSDUH 2015). The 

sample for this study is somewhat consistent with the gender ratio of the nation’s reported 

demographics in treatment. Participants were purposively selected from the emerging adults’ 

population with ages that ranged from 18-25 and had an average age of 23.3 (SD=1.8). Nine 

participants identified as white (69.2%), 2 participants identified as white and Hispanic (15.4%), 

and 2 participants identified as Hispanic (15.4%). More than half of the sample were single (n=8, 

61.5%), while 3 were married (23.1%), and 2 were not married, but in a relationship and living 

with their partner (15.4%). Seven participants reported having less than a high school education 

(53.8%), 3 had earned a high school degree or a GED (23.1%), and 3 reporting having attended 

“some college” (23.1%). Five of the participants were employed at the time of the study (38.5%), 

2 received financial assistance from parents or family members (15.4%), 3 participants reported 

governmental assistance (15.4%) (i.e. food stamps, disability, unemployment, etc.), 2 

participants were unemployed (15.4%), and 1 participant did not report their income source 

(7.7%). Four participants were living in a rented unit (30.8%), 1 participant currently did not 
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have a fixed address (e.g., couch surfing.), 7 participants were currently living with their 

parent(s) (53.8%), and 1 patient was at a residential inpatient treatment center (7.7%).  

Table 5.1.A. Continuous Demographic Data for Variable “Age” (n=13) 

Variable Mean  SD Range 

Age (in years) 23.3 1.8 18-25 

 

Table 5.1B. Demographic Data: Gender, Ethnicity, Martial Status, Education, Income Source, 

Housing Status  

Variable Categorical  Frequency 

(N=13) 

Percent (%) 

Gender Female 

Male 

6 

7 

46.2% 

53.8% 

Ethnicity Caucasian 

Hispanic 

White/Hispanic 

9 

2 

2 

69.2% 

15.4% 

15.4% 

Marital Status Single 

Married 

Living with Partner 

8 

3 

2 

61.5% 

23.1% 

15.4% 

Education Less than High School 

High School/GED 

Some College 

7 

3 

3 

53.8% 

23.1% 

23.1% 

Income Source Employed 

Parental/Family Assistance 

Governmental Assistance 

Unemployed 

Other** 

5 

2 

3 

2 

1 

38.5% 

15.4% 

23.1% 

15.4% 

7.7% 

Housing Status Rental Unit 

No Fixed Address 

Living with Parents 

Inpatient Treatment1 

4 

1 

7 

1 

30.8% 

7.7% 

53.8% 

7.7% 

1 Residential Inpatient Treatment 

 

5.2. Results of Previous Substance Use and Treatment Experience 

 

This section of the demographic interview collected information on current treatment 

medication, past treatment experience, previous opioid use experience, age of opioid use 

initiation, age at recreational use, and past frequency of use. This treatment center operated as a 

clinic that dispensed both methadone and buprenorphine/naloxone. There was a greater number 

of methadone clients being served than buprenorphine/naloxone clients. For this sample, 9 



  56 

participants were being prescribed methadone (69.25%) and 4 participants were being prescribed 

buprenorphine/naloxone (30.7%). Ten participants have had previous treatment experience 

(76.9%) (e.g., self-managed natural recovery, in-patient, etc.), while 3 had had no treatment 

experience (23.1%). Three participants had been in treatment once before (23.1%), 4 participants 

had been in treatment twice before (30.8%), 2 participants had been in treatment three times 

before (15.4%), and 1 participant had been in treatment ten times before (7.7%). Seven 

participants reported that their current reason for being in treatment was for themselves (53.8%), 

2 participants reported that they were in treatment as ordered/supervised through the criminal 

justice system (15.4%), 3 were in treatment for family/friends (23.1%), 1 participant reported 

being treatment for themselves and for friends/family (7.7%). The majority of patients were 

paying for treatment through the Oregon Health Plan (Medicaid) (n=12, 92.3%) and one 

participant was being funded through the Multnomah County Immigrant and Refugee Health 

Program. 

Table 5.2.A Current and Previous Treatment Experience 

Variable Categorical  Frequency 

(N=13) 

Percent (%) 

Treatment Medication Methadone 

Buprenorphine/Naloxone 

9 

4 

69.2% 

30.7% 

Previous Treatment for 

OUD  

Yes 

No 

10 

3 

76.9% 

23.1% 

Number of Times 

Previously in Treatment 

0 

1 

2 

3 

10 

3 

3 

4 

2 

1 

23.1% 

23.1% 

30.8% 

15.4% 

7.7% 

Current Reason for being 

in Treatment  

Self 

Court-mandated 

Family/friends 

Other 

7 

2 

3 

1 

53.8% 

15.4% 

23.1% 

7.7% 

Mode of Payment Oregon Health Plan 

Other1 

12 

1 

92.3% 

7.7% 

1Funded through Multnomah County Immigrant and Refugee Health Program 
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On average, the age at initial use of opioids was 14.1 (SD=1.5) and ranged from 10 to 16 

years. Participants spoke broadly of their initial exposure to opioids but shared a few 

commonalities. Participants were often first introduced to opioids through a family member or 

were prescribed opioids for pain or an injury. Other participants spoke about their initial use 

being influenced by experiencing homelessness at an early age or through friends and partners. 

The average age of recreational use of opioids was 15.9 (SD=2.2) and ranged from 12 to 19 

years. During daily recreational use, this sample reported an average use of opioids around 4.3 

times a day (SD=1.567) and ranged from 3 to 8 times. 

Table 5.2.B. Continuous Variables for Treatment Experience 

Variable Mean  SD Range 

Age of Opioid Use Initiation 14.1 1.5 10-16 

Age of Recreational Use 15.9 2.2 12-19  

Frequency of Use (Daily) 4.3 1.6 3-8 

Data were collected on the types of substances previously used (i.e., alcohol, marijuana, cocaine, 

methamphetamine, etc.) but there was a greater degree of variation and patients reported opioids 

as their primary substance of choice. From this sample, 11 had used prescription opioids before 

(84.6%) and 2 had not (15.4%). Twelve participants had used heroin before (92.3%) and 1 had 

not (7.7%). Five participants had used fentanyl before (38.5%), but a majority of the sample had 

not (n=8, 61.5%).  

Table 5.2.C. Table for Previous Opioid Use  

Variable Categorical  Frequency 

(N=13) 

Percent (%) 

Previous Opioid Use   Prescription Opioids 

Yes 

No  

Heroin 

Yes 

No  

Fentanyl 

Yes  

No  

 

11 

2 

 

12 

1 

 

5 

8 

 

84.6% 

15.4% 

 

92.3% 

7.7% 

 

38.5% 

61.5% 
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5.3. Free listing Results  

 

All participants (n=13) were asked to free list their answers to these questions “What are 

the greatest needs in your everyday life that affect treatment?” or “What are the greatest barriers 

that affect your treatment?”. The free-list lengths were on average a total of 4 items, and there 

was a total of 38 domain items that were sorted by frequency of mention. Nine of these 38 total 

items were mentioned by at least 10 percent of the sample and were used to analyze interview 

notes. Frequency scores represent how many times this term appeared in the total sample (n=13). 

The average rank score shows how salient the elicited term was, in other words, since “housing” 

had a score of 1.50 it was mentioned higher on the list. The most frequent and salient term was 

“housing” that appeared in 8 lists (57.14%) and had an average rank of 1.50. Transportation 

emerged 4 times (28.57%) and had an average rank of 4.25. Parenthood occurred 4 times 

(28.57%) and had an average rank of 3.00. Employment was elicited 3 times (21.43%) and had 

an average rank of 3.00, Family support was also elicited 3 times (21.43%) and had an average 

rank of 5.33. Dosing, pain, partner, and financial insecurity were all mentioned 2 times (14.29%) 

and had ranking scores of 6.00, 3.00, 2.00, and 3.50, respectively.  

 Table 5.3. Results of Free List Term Analysis 

Term Occurrence Number Frequency (%) Average Rank 

Housing 8 57.1 1.50 

Transportation 4 28.6 4.25 

Parenthood 4 28.6 3.00 

Employment 3 21.4 3.00 

Family Support 3 21.4 5.33 

Dosing 2 14.3 6.00 

Pain 2 14.3 3.00 

Partner 2 14.3 2.00 

Financial Insecurity 2 14.3 3.50 
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5.4. Results of Thematic Analysis 

 

 “Remember the goal of treatment is not to get off the medication, but to have a 

functional, healthy, productive life” – Pamphlet on MMT from the treatment facility 

 

Housing  

All thirteen participants spoke about their present and past experiences of struggling with 

finding stable housing. Individuals raised current concerns about conflicts with roommates and 

landlords, pets not being allowed into homes or shelters, the increasing cost of housing, or 

criticism of housing programs that were abstinence only/drug-free. Seven of the participants 

were at the time of the study living with their parents or extended family members. This study 

was conducted among the emerging adult population and while it is becoming increasingly more 

common for this age population to maintain the same living space with their family members, 

these individuals displayed discontent in their housing status.  

Three of the participants spoke of exchanging child-care services for free or reduced rent 

in agreement with their roommate or family member. However, this “service” was often difficult 

to navigate for these individuals as they also had their own children to look after. This was 

further complicated for these individuals, who needed to seek out additional childcare to go to 

work or search for employment while attending the clinic daily. These three individuals were all 

women who drew on their cultural capital of motherhood capabilities in exchange for housing 

but were paying this compromise in the form of additional stress, responsibility, and time.  

Homeless: “Being homeless is hell” 

Eleven participants spoke about periods of being homeless. Participants spoke about their 

experiences of being homeless as early as eight years old and transitioning between homed and 

homeless on multiple occasions. At the time of the study, only one of the participants indicated 
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that they had recently been kicked out of their living situation the morning of the study, due to an 

altercation with her roommate about childcare. They described their experiences as: “It was 

really depressing and soul crushing”, “Being homeless is hell”. The experience of homelessness 

was often intertwined with periods of heightened use. This suggests that this shared past 

experiences of being homeless for a period of their life facilitated an influential moment that they 

interpreted and attributed to the most saliently talked about free listing need of “housing”.    

Employment  

“Once you are at a stable medication dose, it should not affect your ability to work”  

– Pamphlet about MMT from treatment facility 

“Once you get clean and sober, you have to deal with all the problems that you had” 

– 25-year-old female, in MMT 

Employment was discussed amongst all participants (n=13), but different elements of 

employment were shared and distributed. The features of this domain that were shared were the 

interacting influences between dosing hours, withdrawal symptoms, and working hours. The 

treatment center as previously mentioned is open for methadone Monday through Friday from 

5:30 am to 12:30 pm, but patients who needed to be at work by 6 am had to make the decision 

between keeping their job and experiencing withdrawal symptoms at work or impacting their job 

security and relations with employers by missing or being late to work to receive their dose.  

One participant described this difficulty as, “choosing between your job and medication makes it 

hard to feel normal”. This constant negotiation weighed heavily on her because “if you get a job 

you lose everything else”. For this participant, everything else included their medication and 

Oregon Health Plan (OHP) coverage. The income limits of qualifying for the OHP, the push 

from the clinic to seek employment, the fear of experiencing stigma from her employer if she 
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talked about her treatment and medical conditions, and the concealment of withdrawal symptoms 

from coworkers showcased the complexities of treatment management. While medication 

assisted treatment is protected through the federal anti-discrimination laws (i.e., Americans with 

Disabilities Act “ADA”, Rehabilitation Act of 1973), participants reported experiencing a level 

of individualized/personal/self-stigma, the process of internalizing perceived social stigma 

resulting in a concealment of illness. The theme of employment also interacted with other salient 

free list terms such as transportation, housing, and financial insecurity.  

Financial Insecurity: A Double Precarity  

 Double precarity refers to the condition marked by insecure employment and insecure 

housing (Desmond and Gershenson 2016). Employment insecurity exacerbates with housing 

insecurity and the interplay of this relationship have shown to have a mediating effect on mental 

health (Bentley, Baker, and Aitken 2019). The continued challenges of seeking employment to 

obtain or maintain a stable housing environment was a significant barrier for not just these 

individuals, but also for the working class across the US. But these individuals faced even more 

prominent barriers as federally or state provided transitional or sober housing units often rejected 

tenants who were in methadone or buprenorphine/naloxone. The abstinence only model proposed 

by AA has yet to fully adopt medication assisted therapy as a status of sobriety.  

Parenthood 

Within this cultural model of recovery, there was a prominent shared domain of familial 

based directives. An intergenerational cycle of substance use was highly prevalent in this sample. 

All thirteen patients had a parent who had misused substances or a grandparent who were 

dependent on opioids. This sample exhibited a gendered distinction in how parenthood and 

childcare was internalized and communicated about. Participants who identified as female spoke 
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of childcare and parenthood more commonly as an occupational position. However, throughout 

the sample, a central group aspiration was to be a prototypical parent. The practice of adhering to 

treatment management was a motivator for women who were pregnant at a time or seeking to be 

pregnant in the future. The participants who identified as male felt a stronger inclination towards 

being a good father because they had had a deprived relationship with their father. There was a 

protective factor that contributed to the male participants’ goal of being a strong paternal figure 

to their children. One participant said that “God blessed me with a daughter for a reason” and 

that “If I didn’t have my daughter, I probably would’ve been dead, in jail or deported”.  

As Dorothy Holland has previously stated, at the highest level of salience, the individual 

instigates action, and this can be influenced by experiences or directives (Holland 1992). For 

women in this population, occupying a maternal role was a functional and expected position. The 

social construction of motherhood and fatherhood represent a distinction in how recovery 

narratives were shaped in this dimension of purpose. 

One male participant was influenced by this dimension of the model as he tried to keep 

his focus on his daughter and “…think about her and how she would feel if she found out her dad 

died of an overdose”. For this reason and because of his personal experience of having gone 

“through the same pain and hurt” (his father was an alcoholic who was deported) he says that “I 

need to be the best dad I can be to give her a good life, treat her right, treat her with respect, so 

she knows what a man should treat a women”. Treatment for this participant: 

“….made me realize all the damage and hurt that I’ve buried deep down 

inside me my whole life, and its helped me make peace with all the trauma and 

life lesson that I’ve been through and taught me how to deal with it, and I don’t 

have to use to hide my pain, I don’t have to get high to run away from my 

emotions. Emotions and feelings are things that are always gonna be there, talk to 

someone if there’s someone you really trust, if you’re angry go run, go the gym” 
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This statement reflects the individual’s self-reflection of how treatment has helped him 

make sense of his past psychological pain. His re-interpretation of self, characterizes how 

personal events in the past, such as the absence of his father, motivated him to direct and define 

the purpose and orientation of his present and future goals.  

Pain 

The pathophysiology of pain as the “fifth vital sign” is understood as a subjective 

experience that cannot be objectively identified solely through tissue damage (Tompkins, 

Hobelmann, and Compton 2018). The anthropology of pain concerns the learned behaviors and 

manifestations of how pain is perceived, expressed, and controlled (Free 2002). The common 

experience of pain that is focused on are those of physical afflictions, but the broadening 

understanding of pain is integrating sources of psychological pain (Biro 2010). The two 

participants that mentioned pain as salient needs in their free list response referred to the 

management of underlying chronic pain. Eleven participants had previously used prescription 

opioids and five of them had been first introduced to opioids from a prescription they received 

for acute pain or for an injury (i.e., gall stones, broken foot, car accident, ligament damage). Two 

participants had been initially been exposed to opioids from another family member having 

prescription opioids within the household. One participant stated that his stepdad and mother had 

more than 300 OxyContin pills each, with over 600 pills in the house. He explained that they 

were using for their pain management, but were also abusing it, so it was easily accessible for 

him and his brother to take from them. These participants expressed that while the initial 

introduction to opioids was to treat a physical pain, the pharmacological effects of opioids 

eventually became a means of self-medication for psychological pains. These individuals used 
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not just opioids, but other substances (i.e., alcohol, marijuana, benzodiazepines) to treat their 

depression, anxiety, past trauma, and other forms of psychological pain.  

5.5. Recovery in a Risk Environment: “Methadone… maintenance treatment (MMT) clinics 

have a lot of rules. The best way to deal with them is to learn what they are and then follow them 

to the letter” - Pamphlet on MMT from the treatment facility 

Figure 1: Recovery in a Risk Environment  

The risk environment approach puts into context the variety of situational and structural 

factors that interact to make individuals “susceptible to drug-related harm as well as vulnerable 

to its effects” (Rhodes 2002, 91). Chapter two detailed of the macro-level features of the risk 

environment (e.g. policies of Medicaid, interstate-5 corridor, stigma, income qualification levels, 

etc.). These details provided the scope in which this framework operates on the macro-structural 

level, but to understand how they are experienced and associated with risk production at the 

micro-level, this qualitative analysis shall further provide the interplay of these micro-level 

particulars. The interplay of these influences depicts the distinct realities in which the conditions 

that make a community susceptible to drug related harm are actualized by making individuals 

vulnerable to the its outcomes (Rhodes 2002). Figure 1 portrays the social constraints in which 

recovery from opioid use disorder must be conceptualized. The participants in this study and at 
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this treatment center are expected to comply with randomized urinalysis testing, meet with a 

medical practitioner to consult about their physical health, attend appointments with counselors 

to check in on their mental health, fulfill group therapy hours, attend separate meetings for 

women who were pregnant if applicable, clear any insurance holds, receive their daily 

medication, among other requirements. If these appointments conflicted with one another- if 

there is a medical, insurance, or a urinalysis hold on the patients account – they are required to 

take care of this hold prior to getting their medication. If a patient traveled through medical 

transportation, then they had to ensure that all these requirements were being met in coordination 

with their driver.  

Dosing and Family support 

The most salient theme that individuals shared concerns around, from the interviews, 

were the micro-level implications of the macro-level policy that requires methadone to be 

dispensed and dosed daily at the treatment facility. This daily dosing requirement interacted with 

opportunities to seek and to manage stable employment (micro-economic), visit family that were 

not local (micro-physical, micro-social), and engage into activities or hobbies to “feel more 

normal” (micro-social). Obtaining support from family members was challenging as individuals, 

who had relatives who lived in different states or countries, would; not be able to have enough 

take-home doses to last an entire visit, not have migration status to travel between countries, or 

not have the monetary means to make the trip (micro-policy, micro-economic, micro-physical). 

Additionally, family members also held preconceived notions about treatment, parents “didn’t 

believe in replacing one medication for another” (micro-social).  Participants in this sample had 

to constantly negotiate between managing their withdrawal symptoms at work or risking job 

stability by going to the treatment center to dose (micro-economic). The individuals, who were 
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employed, feared being discriminated against if they were open about their treatment status. 

They felt that they had exhausted their justifications for missing work due to medical conditions 

but sensed that “you shouldn’t feel like you have to hide it”.  (micro-social). 

Transportation 

Additionally, travel time from their home, to the clinic, to work, then back home posed a 

prominent barrier for individuals who relied on public transportation (micro-physical). One 

participant even expressed that he would spend the day walking 14 miles to the clinic if he did 

not have enough money for a full-round trip bus fare (micro-economic). While it would take a 

day or two to get to the clinic and back, this participant said, “If I can’t get to [the treatment 

center], I’m going to relapse. It’s a marathon… I’ll collect cans if I can one day and walk the 

next”. It is necessary to understand the environmental conditions that can precipitate relapse (i.e., 

physical and economic) to further the narrative of individual engagement and activism in the 

context of treatment and recovery. A study that investigated non-compliance/adherence to 

treatment identified gender differences (e.g., individuals who identify as male are at higher risk 

for treatment dropout), polysubstance user, or history of mental illness in the family as 

precipitators of low treatment retention (Basu, Ghosh, Sarkar, Patra, Subodh, Matoo 2017).  

Partner  

Substance use plays an impactful role within interpersonal relationships (Simmons 2006, 

Leach and Kranzler 2014, Wilson 2019). While treatment centers often emphasize and promote 

the integration of the family system into the treatment process, studies have shown the contrary 

for partners attempting to access treatment programs together (Simmons 2006). Further, there is 

a gendered distinction in how intimate partners influence motivation to seek treatment (Reihman 

2000). Two participants, who identified as female, said that one of their primary concerns was 
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their partner’s difficulty of managing or accessing treatment. One participant described the 

subsidiary stress that her partner’s continued use and lack of adherence to treatment had on not 

just her management of treatment but also on her probationary status with her parole officer 

(micro-policy). She was concerned that her probation officer “thinks that when we’re together 

we’re going to use” (micro-social). Another explained the difficulty in accessing treatment 

because “you have to have been in treatment to get treatment” (micro-policy). Oregon and 

federal admissions policies and procedures have seven written criteria for accepting or rejecting 

patients to an outpatient OTP. These criteria summarized cover; evidence of physical 

dependence on opioids, one year history of physical dependence (as documented by medical 

records, records of arrest, or records from drug treatment program), documentation that initial 

urinalysis screened for opiates, patient voluntarily choosing opioid treatment, documentation of 

written informed consent (Standards for Outpatient Opioid Treatment Programs 415-020-0025).  

Identity Narrative: “a process of change…” – SAMHSA’s Working Definition of Recovery 

Recovery as a process of change implies a transition in the status of the individual’s 

identity. The individual’s re-conceptualization of self and personal change was acknowledged at 

the individual level but varied in the acceptance of this change at the community level. Seven of 

these participants revealed their struggles in getting others to recognize their behavior and 

changed identity of being in treatment and on the path to recovery. The social perceptions 

stigmatizing MAT as just “replacing one drug for another” was a barrier for these individuals 

seeking to receive affirmation for their progress and their transition in identity. An informant in 

MMT describes their experience of invalidation as, “Everyone got used to me being an addict for 

so long but now that I’ve been getting better, they still see the drug user that I was”. This 

individual expressed continued difficulties rebuilding relationships with previous friends and 
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family. They had seen him cycle in and out of treatment before and did not see this time as any 

different. Rather, than rebuild relationships, he described that he had to make new friends 

because “They’re seeing what you’re doing right now, and they don’t see the past you they’re 

just hearing everything from you right now.” The first free list element that this individual 

perceived to be his greatest need at this time was “Not feeling accomplished”.  

These individuals differentiated themselves from the “other addicts,” portraying their 

personal experiences as distinct from those of “typical addicts”. These interpretations of self are 

informed by individual past and shaped by a reclamation of self. The intentionality surrounding 

the substance use imparted a deterministic attitude of how individuals viewed themselves in 

relation to “the other”. One participant differentiated herself in stating that, “Most addicts just 

want to get high and only care about getting high”, but she was “different in that way because I 

wanted to get clean, I wasn’t using to get high, but just using to ease withdrawal symptoms”. 

Another 24-year-old male on buprenorphine/naloxone stated that “I wasn’t like a drug addict yet, 

like on the streets, I didn’t even really know what a drug addict was yet, or like how bad they 

could be”. This restructuring of personhood and narrative of identity transition involves the 

contestation of a moral model of addiction, that rejects the perceived identity of “a stereotypical 

addict” and aligns self-representation closer with the biomedical model of addiction, that 

proposes behaviors and attitudes to be physiologically determined.   

5.5. John’s Case Study 

While the pharmacological effects of methadone may reduce cravings and help manage 

withdrawal symptoms, some of the common side effects of this medication include drowsiness, 

sedation, perspiration, apathy, and insomnia (Grissinger 2011). Methadone has an analgesic 

onset of .5 to 1 hour after oral administration, though the effects can vary in intensity, the action 
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peaks between 4 to 8 hours Throughout my time at the treatment center, from observing group 

therapy, waiting in the lobby, and during my interviews, I saw first-hand this medication taking 

its effect. During group therapy, members who exhibited signs of intoxication and sedation from 

the medication were checked on and sometimes asked to leave. In the lobby, where patients 

waited for the next group or for their transportation, individuals who appeared drowsy were 

alerted to stay awake.  

Case 2 

During my first interview with John, a 23-year-old male, he was slumped comfortably in 

his seat, diverted his gaze from mine and often looked down at his hands or concentrated on 

something on the wall. John had been in treatment two times before but has been on methadone 

for 5 to 6 years. When he spoke to me, his speech was somewhat incoherent and sluggish, his 

facial expression indexed disdain and apathy. He told me about his experiences of being 

homeless on multiple occasions, his admiration for his mother, and his relationship with 

members of the treatment center. Partially through the interview, I enacted the language and 

behavior that I had learned from my observations at the treatment center. I checked in with John 

to see if he was alright to continue the interview or if he would prefer to reschedule at a later 

time. He stated that he was fine to continue and told me about his distaste for being in treatment 

and having to attend clinic every day. He showed disdain towards the staff and the treatment 

program. The interview was short, I drew what I could and continued on with my data collection.  

Case 5 

I interviewed John again a few weeks later. He was almost unrecognizable this time, and 

I was undeniably unrecognizable to him. He showed high levels of enthusiasm for participating 

in the study and sat prominently and upright in the seat across from me. He told me about 
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identifying strongly as a “momma’s boy”. John expressed his love for his 8-year-old son, who he 

considers his “favorite person the world, most well-behaved child” and that getting to see him on 

the weekends was the “best time”. I asked John all the same questions that I had during the first 

interview, and he notably responded to each as if it was the first time, he had heard them. When I 

asked about his childhood experiences, his eyes diverted from mine just as it had during our first 

conversation. John’s father was an alcoholic with “a lot of mental health issues”. The last time he 

saw his father was on Halloween when he was 7, his father had taken him out trick or treating 

and “just didn’t pick him up and never came back”. He pinpointed this pivotal life moment as 

affecting his ability to be a student, take care of his mom, go to football practice to hang out with 

friends, take care of his brother, and substance use. With his eyes welling with tears, he states 

that “Twelve was the end of my childhood, that’s when I became an adult”. He tells me that his 

father’s abandonment is the driving motivation to be a good father because “especially for a son, 

they need a father figure”. His greatest fear is losing family and tells me that he wants to make it 

to 24.   

As for treatment, John explains how methadone has made his life easier because he is 

“able to be normal for part-time”, as he still experiences withdrawal symptoms daily. His mother 

loves him when he is on methadone because it makes him who he is. His mom is fully funding 

him so that he could focus on his recovery. John, at the time of the study, was waiting to get into 

in-patient treatment so that he could get housing and “doesn’t see a point in working week when 

someone else who could do the job for a year could have it”. While methadone has made aspects 

of his health conditions more challenging, it makes him normal.  He shows high levels of 

appreciation for the treatment center, feels supported by the staff, enjoys going to group, and 

getting to see his friend Kyle, who he considers “the closest thing to a male father figure he has 
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in his life”. John loves to travel, go to the gun range, read, fish, be with his family, and wants to 

follow his dream to be a pilot in the army or navy one day. 

5.4. Conclusion 

John’s stories were integral to my reconceptualization of medication assisted treatment 

and recovery. This thesis and the interview guides were initially constructed with the intent of 

identifying “individual needs” or resource deficiencies that made a significant impact on how the 

individual managed treatment. These needs were hypothesized to elicit areas of resource 

deprivation and social constraints. The assumption was that patients in treatment would be 

controlled by federal treatment regulations or by the pharmacological effects of medication that 

restricted individual autonomy and empirical descriptions would denote overall disdain towards 

treatment structure. This previous outlook and perspective may have been shaped by what Sherry 

Ortner notes as “Dark Anthropology” or the “focus on the harsh dimensions of social life (power, 

domination, inequality and oppression)” (Ortner 2016). The study of suffering shaped my 

previous intentions for this study, but those intentions were reconfigured when narratives 

revealed the daily triumphs that these individuals made despite their circumstances. While these 

critical disputes are integral in the broader narrative of treatment and recovery, cognitive 

anthropology intends to identify how people impose meaning on the world around them. Thus, 

rather than reiterating the connection between adverse childhood experiences or experiences of 

poverty as risk factors for biopsychosocial outcomes, this study sought to present the narrative in 

which this sample of individuals practiced resiliency and strategically positioned themselves as 

autonomous agents of change utilizing these medications to achieve success in personhood.  

For John and many others in this study, the role of being a good parent was a protective 

factor in maintaining treatment, as their children often gave them a purpose to live, structure in 
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daily living, the ability to negotiate for housing, and the ability to recover for their own adverse 

childhood upbringings. The ability to seek employment, to obtain stable housing, to be a good 

parent, or to be a good son/daughter were goals and motives that were substantially shared across 

all individuals. 
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CHAPTER 6 

DISCUSSION 

6.1. Introduction 

 

Merriam Webster’s definition of “to recover” is 1) to get back or regain, 2) to bring back 

to normal position or condition, 3) to make up for, 4) to find or identify again. In regard to 

substance misuse, a definitive consensus on the conditions of recovery have yet be determined. 

The 12-step model of recovery proposes a “Once an addict, Always an Addict” interpretation 

based in the practice of abstinence from all substances. Alternative views reflect this model of 

abstinence with the inclusion of reduction in “risky behavior” (i.e., involvement in criminal 

behavior, problematic use that impacts social roles and relationships etc.) (Laudett and White 

2008, Weinberg 2000). Data that is based on professionally defined measures of success or 

temporally sustained periods of abstinence (e.g., 5 years, 10 years, etc.) are insufficient on its 

own, for the most part, to understand how variances and nuanced meanings are prescribed to a 

model of recovery.  

6.2. A Cultural Model of Recovery 

 

Cultural models concern how individuals, describe the world around them, impose 

significant meaning, and then shape their goals and motives based on these cognitive 

understandings (D’Andrade 1984, Holland 1992, Gatewood 2012, Dressler 2018). In 

constructing a cultural model of recovery, this theoretical orientation made it possible to 

understand how meaning is shared and contested, and to what extent it is distributed. This 

process of analysis provided an opportunity to inquire into a deeper understanding of central 
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group tendencies, as well as intra-cultural variations (Romney et. al., 1986). Knowledge is 

learned and then becomes implicit, cultural models are able to capture in their configurations the 

products of the process of individual understanding. By taking into account the interrelated sets 

of schemas, cultural models allow for the extraction of a complex mental mappings. Cultural 

models are able to discern intra- and intercultural patterns and variations but recognize that 

features of a certain set of knowledge and beliefs are not static. They carry distinctive and 

flexible meanings that can be invoked by personal experience. 

While individuals in treatment are positioned to learn and identify with SAMHSA’s 

model for recovery, as it turns out, culture does not operationalize in this manner. Individuals do 

not exist in a vacuum. Individuals do not move from environment to environment, to become 

entirely influenced and absorbed in the context in which they are placed. Culture is learned and 

shared. For culture to be learned, the individual must come to internalize and be motivated by 

some factor to identify with the model (Seligman 2005, Holland 1992). For culture to be shared, 

meaning must be intersubjectively agreed upon. A cultural model of recovery was constructed as 

a process of meaning making in which this group of individuals found motivation in attaining a 

sense of purpose, feeling normal, and redefining their identity.  

 A cultural model of recovery must be conceptualized as biocultural in nature. Both the 

pharmacological effects of the medications and the cultural context in which these individuals 

are situated dynamically interact and affect the individual’s model of recovery. The assertion that 

recovery is “subjective” or “up to the individual” is deceiving. The objectives of the hegemonic 

institutions have so coercively integrated their model of recovery into the treatment center that 

the allure of agency and subjectivity is constructed. The perception that a model of recovery is 

individually conceptualized and constructed is obscured. The embeddedness of the idealized 
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SAMHSA model of recovery within the dimensions of home, health, community, and purpose is 

intricately integrated and built into these recovery-based programs. The individual’s desire and 

motive to achieve a state of normalcy can vary depending on their experience of the 

pharmacological effects of the medication, professional knowledge delivered by the treatment 

facility, and interpersonal knowledge from the general public or other patients at the clinic. 

6.2.1. Recovery as a Process of Normalcy  

 

The brain disease model of addiction emphasizes that during opioid use the dopamine 

release is altered. As the original neurons of the mesolimbic pathways to the experience pleasure 

are offset and activities that were previously pleasurable do not induce the same levels of 

pleasure when opioids are no longer present (Kosten and George 2002). What medications such 

as methadone and buprenorphine are able to produce are the stimulation of the mu opioid 

receptors, just like heroin or prescription opioids do, but alleviate craving, attenuate craving, and 

reduce the euphoric effects in relation to the ventral tegmental area, nucleus accumbens, and 

amygdala (Chung, Ross, Wakhlu, and Adninoff 2012). However, when patients spoke of their 

reengagement with hobbies or activities that used to bring them pleasure, their desires and 

motives were not limited physiologically, but rather socio-politically. The limitations of take-

homes and strict regulations necessitating daily dosing of methadone and 

buprenorphine/naloxone at the clinic have been described by users in Canada and the United 

States as being “chained to the clinic” and methadone maintenance treatment as a form of “liquid 

handcuffs” (Smith 2011). Patients in treatment are forced to navigate this complex world by 

finding purpose, establishing a safe and stable housing environment, managing one’s illness, and 

rebuilding relationships for continued support. As one participant adequately summarized, “This 

is easy, the recovery part is easy, then you have to go out there into the real world”. 
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The brain disease model of addiction, the identification of neuronal pathways, and 

dysfunction of chemical imbalances is fascinating for the advancement of neuroscience 

discoveries. However, until technological advancements are able to identify each individual’s 

“dysfunctional” neurobiological processes then address those processes accordingly, addiction as 

a disorder cannot be considered or diagnosed biologically (Kaye 2012). Addiction, treatment, 

and recovery must be considered as biocultural phenomena instead of the behavioral deviance it 

is presently diagnosed as. Treatment is not just about treating a biological illness or a “disease of 

the brain”. The “normalization” of deviant bodies maintained through treatment is a regulatory 

practice of producing controllable bodies. The goal of a biomedical model of treatment is not to 

generate “healthy bodies” but “productive working citizens”.  

A characteristic of Western culture is the promotion of individualism with an aversion 

towards non-contributing individuals (Turner 2016). Social stigma surrounding this notion is 

perpetuated by the perception that these individuals are taking or relying on support from the 

government and are dependent on their medication to function (Matheson 2014). The translation 

of how this dominant ideology is reflected in the treatment system shapes the specific cultural 

context in which the emerging adults undergoing medication assisted treatment in the US are 

situated. The features of the social world construct the conditions in which individuals shape 

their ambitions and ideas within. The goal and possibility of going back to a normal condition, 

“regaining” purpose from a period of loss, and identifying again with the collective characterize 

the individual interpretations of dominant ideologies (i.e., western individualism or achieving the 

“American Dream”). The shared interpretations of this particular group reflected elements of 

these cultural narratives but were expressed with awareness that their sociocultural informed 
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goals were, at this moment, physically and biologically tied to pharmacological treatment 

centers.   

6.2.2. Recovery as a Process of Identity Acquisition 

 

Neurobiologists emphasize the characteristics of brain function as afflicted by social 

environmental cues, conditioned through experiential stress reactivity, and desensitization of 

reward circuits (Volkow, Koon, & McLellan 2018). Neurobiological models of addiction 

contribute desire and craving as a significant concept in the pathophysiology of addiction 

specifically in the clinical symptoms for substance use disorders in the DSM-V (Sinha 2013). 

This notion of addiction as a disease implies a fundamental expectation, that positions the 

individual as having to first adopt and claim an “addict identity” by fulfilling these diagnosable 

criteria. To institutionally demarcate themselves as being in treatment and on the path to 

recovery, the pre-requisite to is to self-recognize and claim the label of an addict. As a 23-year-

old male in buprenorphine/naloxone assisted treatment states, “They try to brainwash you into 

thinking you’re an addict, just because a drug has taken over your life for life. Doesn’t mean I’m 

an addict. Doesn’t make me an addict just because I like drugs”. However, society’s criteria to be 

diagnosed for an OUD demands it.  

The imposition of this rule, this unspoken moral and expectation, generates concerns 

surrounding the tendency of drug policy to make vulnerable the individual and to allow for the 

institution to take total control (Searle 1969). To be in recovery, one needs to be treated. To be 

treated, one needs to be sick. To be sick, one must be an addict. To be an addict, one must admit 

that drug use behavior is compulsive and uncontrollable. This relinquishing of agentive control 

and pressure to conform with the dominant labeling of the individual documents a distinctive 

feature between personal identity and social identity. As Goffman puts it, an individual’s “social 
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position on the outside will never again be quite what it was prior to entrance,” because “the total 

institution bestows an unfavorable status” (Goffman 1961, p.72). In the free list elements of 

employment, individuals feared being stigmatized by coworkers and employers because of their 

treatment status. This internalized stigma held constant for interpersonal relationships with peers 

and family members in the domains of family support. Recovery is, ideally, supposed to provide 

individuals with the opportunity to regain or get back something that was lost. The 

medicalization of treatment was an effort to reduce stigma associated with substance use. These 

individuals sought to acquire this recovered identity that would grant them reintegration back 

into the social world, however this expectation was not met. As shown in this analysis, the notion 

of regaining an identity is a process that will not be acknowledged and accepted by all. The self-

internalization of the model and the degree to which the individual identifies with the model does 

not resolve the way others view this transformation. While the definition of a recovery has been 

deemed a subjective experience, based on “individual measures”. It is evident in these excerpts 

that for the others to recognize the individual’s new identity, the individual must first identify 

with the prototypical elements of an “addict”, including an addict identity. This is the 

prerequisite to transition and conceal their “spoiled identity” (Goffman 1963). The implications 

of this circumstance necessitate the transformation of social perceptions within the community, 

surrounding treatment for opioid use disorder. This must also be addressed to allow for the 

individual’s reintegration.  

However, children who have not yet internalized the stigma of character, “ ...blemishes of 

individual character perceived as weak will, domineering, or unnatural passions, … for example, 

mental disorder, imprisonment, addiction, …” are less likely to make deterministic conclusions 

on moral character (Goffman 1963, p.13).  I argue that a protective factor of this social 
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environment to acquire a normal identity is assuming the role of parent. As younger children 

may be ambivalent towards the individual’s previous addict status or do not reject their social 

status of being in recovery. As one informant puts, “They (his 3-year-old daughter and 4-year-

old nephew) don’t judge me for my past, they see me for who I am, and they love me for that and 

that’s very heartwarming”.  

6.2.3. Recovery as a Process of Attaining Purpose 

 

D’Andrade sought to explore the relations of motives and schemas and discovered three 

domains of interpersonal relationships, the world of work, and the world of self in American 

culture (D’Andrade 1992). These interconnected schemas are dominated by the American 

Dream, that influences the attainability of success in these domains. The individual observation 

and interpretation of this particular social world in which reside in (i.e., Western culture) 

demonstrate this group’s utilization of treatment to pursue this model. In relation to D’Andrade’s 

construction of interpersonal relationships and the world of work, these individuals found a sense 

of purpose or motivational force surrounding having a stable home environment, maintaining a 

stable employment, and being a good parent. These social roles and material objects were 

distinguishable drives that they held in their mental model that were embedded in the schema of 

how to attain recovery. This representation suggests that holding these positions in society and 

obtaining a desired home environment would aid in not just their recovery, but also in the way 

they viewed themselves and the way others might view them.  

Addiction professionals (i.e., neuroscientists, sociologist, anthropologists, etc.) have 

examined the influence that family systems have on how individuals interact with and engage 

substance use behaviors (Galea 2002, Preston 2018, Bröer and Heerings 2013). These studies 

emphasize the risk factors associated with child development, neuropsychological impacts of 
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adverse childhood experiences, and the dysfunctional outcomes that can ensue (Parolin 2016, 

Pecoraro 2013). These studies show the impact that early life social adversity or adverse 

childhood experience can have on how individuals respond to stress later in life. One of these 

studies found that having autonomy in childhood acted as a protective factor in increasing 

resiliency factors during adulthood (Lima 2014). More than half of these participants had a 

parental figure who was absent, incarcerated, deceased, or they had a poor relationship with 

during their upbringing. These individuals showed resiliency in capitalizing on the 

pharmacologically procured sense of normalcy to gain access to social roles that they themselves 

were not a part of. As John and other participants have suggested, their role of being a parent 

motivates them to be in remain in treatment and avoid relapse. However, the medications that 

procure this sense of normalcy are short-acting and finding purpose in employment, being a 

parent, or obtaining a home can be complex. As one participant puts, “You can either get 

medicated or get clean, but it’s difficult to do both, the methadone wears off and you go into 

withdrawal at work”. Methadone withdrawal can come with more severe withdrawal symptoms 

than heroin (Gossop Stang 1991). While the sense of purpose provides a directive force, 

individuals are limited in their capacity to enact the model, as internalization of certain value 

does not equate to actual behavior. In other words, knowing the model is one thing, but acting or 

believing according to it is another. This is the difficult and complex reality, but every 

participant in this sample expressed profound enthusiasm for being in treatment. These 

individuals overwhelmingly preferred the “normal” challenges that they were facing and enjoyed 

doing “…normal things now which is something that we’re not used to”.  
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6.3. Conclusion 

This study sought to construct and describe the distinctive features by which individuals 

constructed a cultural model of recovery by investigating shared beliefs, values, and motivating 

goals. The intentionality surrounding this analysis aimed to further understand how individuals 

leveraged their cognitive resources to navigate treatment within the complexities of the social 

world. This analysis found that the cultural objects associated with being normal, in the context 

of recovery, were considered as a master motive or top-level schema, which were linked with 

middle-level schemas such as, being a good parent, obtaining housing, maintaining employment, 

that were facilitated by bottom-level schemas such as; dosing daily at the treatment center, 

attending group therapy, or managing withdrawal symptoms (D’Andrade 1992). These goals 

constructed the individual’s schematic understandings by which they shaped their representations 

of the world around them. While material objectives such as housing and transportation were the 

most saliently ranked phrases, socially defined objectives, such as parenthood, employment and 

family support, had a significant influence on how these individuals perceived of recovery. This 

has implications for the subsequent steps that treatment strategies must address. The component 

of behavioral health integration is presently at the forefront of the conversation in the 

enhancement of substance use services, but this study considers the succeeding stage to redirect 

towards community and public health education. As this analysis accounts, social stigma (i.e., 

fear of employers finding out of treatment status or family members rejecting treatment status) 

posed a significant barrier in not just how the individual self-identified but also in how others 

would interpret them. Increasing awareness and knowledge of substance use, treatment, and the 

daily hurdles that individuals overcome can redirect the narrative and reduce stigma surrounding 

SUD.  
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 A cognitive approach to culture truly encapsulates the lived experience by regarding the 

individual internalization and representation of cultural knowledge. The motivational forces that 

these individuals shape their beliefs around are informed by dominant ideologies whether by the 

American Dream or the professional model of treatment success but are interpreted and 

expressed at the individual level. These directives are shared and distributed based not just on 

past and present experiences, but also by the context in which they are identified. The social 

conditions in which these individual representations are procured represent the dynamic nature of 

culture. These understandings indicate that variations should not simply be considered deviant 

but rather must be further investigated to identify the channel of influence that defined and 

guided how meaning was variably imposed. For what must be understood and applied to the 

arena of treatment and recovery-based programming is the constant negotiation and 

compromises that the individual must make to meet the idealized expectations of the dominant 

model and attempt to reflect those goals internally. These environments become enabling for 

increased risk for relapse and barriers for how individual comes to understand their own 

personhood in recovery.  By understanding the environment in which the individual manages 

risk, this approach is able to identify not just the features of the environment, but also how these 

features interact to “make an environment susceptible to drug-related harm as well as vulnerable 

to its effects” (Rhodes 2002, p. 91). The goal of this framework was to highlight how the types 

of environment (i.e., physical, social, economic, and policy) are more closely tied to the social 

inequalities and material compromises that perpetuate health inequalities.  

This analysis is not attempting to indicate that these socio-political expectations are 

indoctrinated by the treatment center itself, rather that these centers are the providers of a broader 

socio-political agenda. These centers and individuals are situated at the intersection of federal 
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restrictions, neoliberal expectations, and social stigma. The motivation to enact “purposeful” 

motives and behavior to attain a sense of normalcy are socially relevant to the context in which 

culture is learned. Treatment centers are treating not only a physical dependence on opioids, but 

conceptually reconfiguring the “whole person” to be a productive member of society. Tim 

Rhode’s risk environment framework offered an opportunity to grasp a better understanding of 

how desires and motives are shaped in the cultural milieu in which recovery is situated and 

thereby influence how individuals garner insights on their reality. A study found an association 

with variation in response to methadone in the gene for the mu receptor (Prelman 2017). This 

study identified a single nucleotide polymorphism (SNP) in the messenger RNA as the locus of 

variation to how individuals respond to methadone (Prelman 2017). The disadvantage of this 

receptor proposed a possibility to why some individuals benefit less from methadone therapy. A 

genetic variation that could lead to reduced treatment efficacy for certain individuals needs to be 

taken into account to better understand each individual’s response to treatment. A biocultural 

approach to substance use treatment necessitates that these individuals be considered not as 

separate biological or cultural beings but push towards an understanding of the interactional 

forces that medication assisted treatment has on the individual’s lived experience.  

 It is necessary to note that recovery and treatment expectations cannot be overspread to 

stages of life. For the emerging adult population, having purpose and having others recognize 

and accept that behavior was a determinant and motivating factor to engage in their recovery. 

From observations, it was perceived that the older adult population placed more significant 

meaning dimensions of physical health and stability as motivating aspects. Addiction treatment 

must push towards the holistic understanding of the interactional forces that medication assisted 

treatment has on individual lives.  
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6.4. Limitations and Future Directions 

 

This study utilized a thematic analysis, due to the limitations of the research design 

(restrictions on audio-recording), which was may consider it methodologically insufficient to 

formatively construct cultural models of recovery. While this frame of reference provided salient 

shared themes, in regard to identity, normalcy, and purpose, a systematic analysis of objectively 

defined themes, regarding recovery, were not effectively modeled. The next step in this inquiry 

would utilize contemporary methods in cognitive anthropology (e.g., data collection procedures 

of pile sorting and ranking tasks, analytical approaches of cultural domain analysis, cultural 

consensus analysis). A continued study that was able to specifically test salient themes regarding 

recovery would contribute to the conversation of the lived experience of treatment management 

and recovery. Additionally, MAT treatment usually occurs in three phases of induction, 

stabilization, and maintenance. Throughout the progression of these stages, the treatment center 

collaborates with individuals to tailor them to the correct dose. For this study, data was not 

collected on which phase of treatment each individual was presently in. Therefore, the intra-

cultural variation in group responses regarding withdrawal symptoms and individual experiences 

of MAT were unable to capture the contingent experiences that may each phase may subsume.   

 One of the limitations I would assign to this study was the co-located facilitation of 

primary care services and substance use services, high quality and holistic care provided, and 

overall exceptionality of this particular treatment center. As a leading and well-known 

organization within the community and across the nation, it was evident that when speaking with 

other clients of this facility, the staff and the manner in which services were provided, were 

highly praised. This is unfortunately, not the standard that is met at treatment centers across the 

nation or even within the city. While there were critiques of the treatment center concerning 
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dosing and take-home restrictions, these are enforcements that are federally mandated for any 

opioid treatment program across the nation. Therefore, I believe I was not able to truly capture 

the distinct experiences that individuals in rural areas or without access to coordinated integrated 

treatment (i.e., co-located services, high number of ancillary services, social services, 

acupuncture, multiple modalities of psychotherapy, etc.) undergo. A future study that would be 

able conduct a multi-site study of OTPs within this urban locality and include a rural location 

would be an ideal opportunity to further detail these differences in experiences. Another future 

direction would be a longitudinal study further examining themes surrounding recovery, search 

for normalcy and purpose, and how these motives and goals may transform.  

An area that was not covered but emerged in multiple interviews were the lived 

experiences of undocumented individuals both in treatment and seeking treatment for their 

opioid use. Immigrants without legal status within the US encounter extreme barriers accessing 

treatment and maintaining recovery. Acquiring a sense of normalcy in an already marginalized 

social position or finding purpose in work where legal status is insecure makes it challenging to 

for these individuals to enact behaviors represented in this model. While these individuals may 

have learned the model, their ability to perform the model is constrained.
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APPENDIX A 

 

INTERVIEW SCHEDULE 

 DEMOGRAPHIC DATA COLLECTION FORM 

 

CASE ID  

1. Age: __________ 

2. How do you identify yourself? 

a. Male  b. Female  c. __________ 

3. What racial ethnic groups do you self-identify with? 

_______________________________ 

4. Marital Status 

a. Single 

b. Married, living as married 

c. Living with partner 

d. Widowed 

e. Never been married  

f. Separated  

g. Divorced 

5. Education 

a. Less than high School, how many years? ______ 

b. High School Degree, GED 

c. Professional/technical schooling 

d. College Degree  

e. Graduate Degree 

6. Income Source 

a. Employed – (FT w/ benefits) 

i. PT 

b. Parental/Family 

c. Governmental Assistance 

d. Other ______________ 

7. Housing Status  

a. Owned unit 

b. Rental unit 

c. No fixed address (couch surfing, staying with friends) 

d. Other _____________ 

 

Treatment  

8. Previous Opioid Use Treatment experience with Medication (what medication?)? 

a. Yes 
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b. No 

Medication: __________, how many times _______and for how long _______ 

 

9. Current reason for being in treatment 

a. Family and friends 

b. Court-mandated 

c. Self  

d. Other ________________ 

 

10. How long have you been on methadone? 

_______Months _______Years 

 

11. How are you paying for treatment? 

a. Private insurance 

b. OHP - Medicaid 

c. Pay out of Pocket 

Opioid Use  

12. At what age did you start using opioids? ________  

13. At what age did you start using opioids recreationally, not prescribed? _____ 

14. Types of opioids previously used. 

a. Prescription opioids (i.e., Hydrocodone, Oxycontin, etc.) 

b. Heroin 

c. Synthetic opioids 

d.  Fentanyl 

15. Frequency of use 

a. Daily  

If daily, how many times a day _______ 

b. Weekly 

If weekly, how many times a week ________ 

c. Monthly 

If monthly, how many times a month _______ 

16. Mode of ingestion 

i. Oral 

ii. Injection (IV, IM) 

iii. Inhalations 

iv. Transdermal 

v. Other _________ 

17. Do you use any other substances? 

 

Substance Yes No 

Methamphetamine   

Benzodiazepine   

Cocaine   

Marijuana   

Alcohol   
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APPENDIX B 

INTERVIEW SCHEDULE 

FREE LISTING 

CASE ID # _____________ 

 

RQ1: What are the greatest needs in your everyday life that affect treatment?  

RQ2: What are the greatest barriers that affect your treatment? 

 

Think in terms of not just your personal opinion, but what you believe others believe. 

 

1.   16.   

2.   17.   

3.   18.   

4.   19.   

5.   20.   

6.   21.   

7.   22.   

8.   23.   

9.   24.   

10.   25.   

11.   26.   

12.   27.   
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APPENDIX C 

INTERVIEW SCHEDULE 

 

This interview will be on personal experience with medication-assisted  treatment. There are no 

right or wrong answers to these questions, I just want your honest opinion.  

 

1. What is a typical day like for you? 

a. Can you walk me through your daily activities? 

b. How has being on methadone made things easier for you? 

c. How has being on methadone made things more challenging? 

2. What has your experience on methadone treatment been like? 

3. How has your social life affected your treatment experience? 

a. How has treatment affected your social life? 

b. How do important people in your life— friends, family, teachers, significant 

others— help you manage treatment? 

c. Supporting guidance: friends, family, treatment Staff, other people in treatment, 

Portland community, stigma 

4. Think about someone you know who has been managing treatment. 

a. What is that person like? 

b. What do you think are some characteristics of someone who is very successful in 

recovery? 

5. Have any programs or activities helped you in your treatment? Tell me about them. 

6. Are you facing any challenges now that are making treatment difficult?  

7. In listing some of the most demanding needs, you mentioned (insert 3-5 needs from free 

list). 

a. Can you expand on these? 

b. What else is making it difficult to meet those needs? 

8. Do you feel that you are on a proper dosage? 

9. Have you ever experienced withdrawal symptoms?  

a. What are some ways that you manage withdrawal symptoms? 

b. If so, how often?  _____Tell me about it. 

c. Has treatment staff been helpful? (supported to get on the right dose) 

10. What are some of the things you do to avoid relapse? (variation based on time in 

treatment) 

a. What are other ways that you cope? 

b. How do you cope with withdrawal? 

11. Can you tell me how your experience can be improved in treatment? 

a. Are there any program requirements that could be changed? 

b. Can you tell me how you think the treatment community could be improved? 
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c. How do you think the Portland community could address the needs of people in 

treatment? 

12. Can you tell me about how treatment has affected your employment status/opportunities? 

13. Can you tell me about your experience with law enforcement? If any? 

a. How do these affect you and your treatment experience?  

b. Police officers? Parole officers?  
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APPENDIX D 

INTERVIEW SCHEDULE 

FOCUSED LIFE HISTORIES 

 

This interview will provide additional in-depth information about your personal experience with 

substance use and treatment. There are no right or wrong answers to these questions, I just want 

your honest opinion.  

 

The questions that I have already asked gave me an understanding about your experience 

managing individual needs and perception of the factors of your environment. I would like to 

follow up with you on your personal experience with addiction and any critical moments or 

additional challenges that you have faced in your lifetime.  

 

I would really like to know more about you, your personal experience and get a better sense 

about your experience in treatment 

 

Tell me about your childhood and family growing up. 

 Supporting guidance: What was your family home like, when you were a child? 

    How does it compare to your life now? 

    Describe family system now, father figure/mother figure. 

  Childhood: Can you tell me what life was like for you growing up? 

 

Are you a parent or a parental figure?  

 Supporting guidance: Can you tell me a little more about what its like to be a parent? 

    Have you had any problems or interactions with CPS/DHS? 

    Are you able to see/visit your child? 

 

Can you tell me about your experience in school? 

 Supporting Guidance: Friends using? 

    Experience with teachers, staff, counselors? 

 

Tell me about the first time you started using drugs?   

Supporting Guidance: Who introduced you?  

   Tell me about what was going on during time that of your life. 

 

Have you ever been homeless?  

Supporting Guidance: How long? ________ 

    Can you tell me about that? 

    What 

Are there any stand out moments or events in your life that had an impact on your drug use?  



  108 

 

Tell me about the first time you decided to start treatment.  

What motivated you to start and stay in treatment? 

 Supporting guidance: How old were you when you first started treatment? 

    What was going on during that time? 

What did your friends or family think, and how has that affected 

you? 

 

Were there any other events that happened while in treatment that you want to tell me about. 

Probing for:  Relationship with friends, family, administrative staff, or anyone 

else. 

    Interaction with law enforcement. 

    Financial instability. (Housing Stability) 

    Food insecurity. 

    Policy interventions/programs.  
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APPENDIX E  

RECRUITMENT SCRIPT AND ELIGIBILITY SCREENING 

Hi, my name is Sarah Shin and I am a graduate student in the Anthropology Department. For my 

master’s thesis I am conducting a study on individual needs (e.g., housing needs, financial needs, 

social needs, etc.) to understand how individuals in manage methadone maintenance treatment 

for opioid use disorder. I was wondering if you have 40 minutes to an hour to participate in my 

research. I will not be collecting any identifying information and your answers will remain 

entirely confidential. To participate in this study, you must between the ages of 18 and 25 years, 

currently undergoing Medication Assisted Treatment at CODA Treatment center.  As a token of 

your time, you will a $10 gift card to Fred Meyers. There is an additional opportunity for five 

individuals to participate in a life-history interview that will provide an additional $5 gift card 

compensation. 

 

Screening Eligibility Questions: 

 

Are you between the ages of 18 and 25? 

 Yes   No 

Are you currently on methadone in Medication Assisted Treatment for OUD? 

 Yes   No 

Are you a patient at CODA Treatment Center in Portland, Oregon? 

 Yes  No 

Do you have 30 minutes to 60 minutes of your time to participate in this study? 

 Yes   No 

 

Answering no to any of these questions will consider you ineligible to participate in this study 
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APPENDIX F 

IRB AND SITE APPROVAL LETTERS 

See the following pages. 
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