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CHAPTER I: INTRODUCTION

In the United States in 2021-2022, the news was wrought with sadness, violence, and
death. Death from COVID-19, gun violence, police killings, climate change, and rising overdose
deaths predominate the headlines in the news cycle. We are witnessing the convergence of
multiple worldwide public health crises that have and will continue to have devastating impacts
on health and well-being if there are no significant and sustained interventions. Between March
2020 and April 2021, the United States recorded over 100,000 deaths secondary to drug overdose
(Centers for Disease Control, 2021). The current drug crisis in the United States represents a
failure to implement evidence-based practices and establish policies that would drastically
reduce lives lost and improve the quality of life for many people. Unfortunately, there is minimal
political willpower to address the barriers blocking evidence-based practices to address these and
many more public health issues.

At the center of these public health crises, longstanding culture wars have led research
findings to be politically charged, thus imposing barriers to the implementation of evidence-
based practices. In the battle against COVID-19, politics and culture tarnish the science
supporting wearing masks and taking vaccines. The science behind substance use disorders
(SUDs) and, more specifically, the treatment of opioid use disorder (OUD) continues to be
hampered by cultural beliefs and ensuing policy over the knowledge of science, exacerbating our
ongoing crisis.

U.S. policymakers fail to expand and enact measures demonstrated by research that
reduce harm to people who use drugs PWUDs). Such failures include not passing legislation
allowing the implementation and expansion of needle exchange programs, safe consumption

sites, and the expansion of access to medications to treat opioid use disorder (MOUD), which



stems from a cultural preference for abstinence-based measures. All these interventions
effectively improve health and reduce morbidity (Kéberg et al., 2020; National Academies of
Sciences, Engineering, and Medicine; Health and Medicine Division; Board on Health Sciences
Policy; Committee on Medication-Assisted Treatment for Opioid Use Disorder, 2019; Ng et al.,
2017). However, in the United States, they remain contested or poorly understood. Coon et al.
(2020) declared, “The opioid crisis represents one of the largest failures of our current healthcare
system as it continues to claim lives at an unprecedented rate and has caused a devastating range
of preventable morbidity” (p. 1493). The World Health Organization recognizes opioid misuse as
a global problem. Europe, by comparison to the United States and Canada, demonstrates
substantially less mortality and morbidity associated with opioid misuse (Kennedy et al., 2020).
This is in part due to their more progressive approach to harm reduction.

Understanding the historical socio-political context of the substance abuse treatment
system in the United States and related drug policy helps make sense of the impact of those
policies in the present climate of the opioid epidemic. The birth of the substance abuse treatment
system policy in the United States began with the passage of Public Law 92-55, “An Act to
Establish a Special Action Office of Drug Abuse Prevention and to concentrate the resources of
the Nation against the problem of drug abuse,” and is now cited as the “Drug Abuse Office and
Treatment Act of 1972.” President Richard Nixon signed this legislation and declared a war on
drugs stating, “America's public enemy number one in the United States is drug abuse. To fight
and defeat this enemy, it is necessary to wage a new, all-out offensive” (Nixon, 1971, para. 3).

The framing and subsequent enactment of legislation created the “war on drugs” and,
also, a war on people who use drugs, marking them as enemies of the state (L. M. Madden,

2017). Marginalizing a person by labeling them deviant is at the core of the social construction



(Goffman, 1963; Schneider & Ingram, 1993). According to Schneider and Ingram (1993), poorly
designed policies are iterative. In their critique of the power dynamics in U.S. policymaking,
they state, “These policy design flaws perpetuate themselves by engendering a process that is
sensitive to the interests of the advantaged and inattentive to the plight of the disadvantaged (p.
6). Additionally, they note, “designs are carefully crafted to distribute benefits and burdens in
accord with social constructions. The result is that existing inequalities are exacerbated” (p. 193).
For people with SUDs, in particular, opioid use disorders, who are labeled deviant by the
government, as will be discussed, these inequalities are quite evident.

As noted by the World Health Organization, SUDs are the most stigmatized illness
(Room et al., 2001). As defined by Goffman (1963), stigma is an attribute that an individual may
possess that is considered a social aberration whereby the marked individual becomes, in more
contemporary terminology, “othered.” Link and Phelan (2006) suggested that stigma is better
understood as a socially constructed process whereby differences are labeled in negative ways
differentiating between “us” and “them.” Power differentials and the exercising of power over
the other is a crucial component of stigma.

Before Nixon's declaration of a war on drugs, there was intentional use of racial othering
tied to the use of addictive substances. Attaching stigma to people who used substances began
with California’s 1875 ban on opium dens (Morgan, 1978). The intention of this city ordinance
was not to prohibit the use of opium but rather was fueled by racism to decrease the interaction
between Chinese immigrants and White Americans (Rosino & Hughey, 2018). Wilkerson (2020)
suggested that such policies serve an intentional ordering of people by the dominant class by “an
artificial construction, a fixed and embedded ranking of human value” as a means of maintaining

the established social order (p. 17).



The United States system of care portrays people who use drugs (PWUD) with
considerable variation. This narrative contributes to a response whereby some substance users
are criminalized while others are framed as victims of a public health crisis (Dollar, 2019;
Lassiter, 2015; Netherland & Hansen, 2016). Since these initial drug policies, drug use and
people who use drugs served as code for race, maintaining a social hierarchy privileging the
dominant class of White, abled-bodied male Americans above all others (Hart, 2013; Wilkerson,
2020). The use of drug policy and who or what treatments are “privileged” through enacting
these policies, poses implications for the current opioid crisis.

The current crisis of the opioid epidemic is leaving an indelible mark in the United States
Over 100,000 individuals died of overdoses in the height of the COVID-19 pandemic, with
fentanyl being a driving force (Centers for Disease Control, 2021). The number of lives lost
represents a 28.5% increase in overdose deaths from the previous year. In addition to lives lost,
between 2000 to 2013, according to the National Survey on Drug Use and Health, people having
OUD rose from approximately 600,000 individuals to 2.4 million (Volkow et al., 2014). While
politicians are racing to hold pharmaceutical companies and pharmacies liable for their role in
the increase of opioid related deaths and illness, politicians themselves show little willpower to
dismantle policy and policy structures that contribute to both stigmatization and profound loss of
life.

OUD is considered a chronic relapsing condition that impacts the central nervous system
and leads to structural and functional changes in the brain’s reward, inhibitory, and emotional
circuits (Volkow et al., 2014; Volkow & Morales, 2015). The disorder is associated with

comorbid health issues, legal, interpersonal and employment problems (Bell & Strang, 2020).



OUD, as with other SUDs, using counseling, lifestyle changes, and medications is a treatable
condition.

One of the primary recommendations to mitigate the crisis is to expand the use of
MOUDs (Allen et al., 2019). Specifically, the agonist medications (ones that activate opioid
receptos preventing withdrawal) methadone and buprenorphine are most effective in treating
OUD (Kampman & Jarvis, 2015). Methadone and buprenorphine are long-acting opioid
medications. When taken daily, MOUDs prevent individuals with OUD from experiencing
withdrawal, reducing the use of heroin and other opioids (Fareed et al., 2009), reducing exposure
to HIV and other illnesses (Corsi et al., 2009), reduce crime (Lind et al., 2005) and fatal overdose
(Fugelstad et al., 2007).

Despite the effectiveness of MOUDs, these evidenced-based medications continue to be
woefully underutilized in the United States. In 2012 the estimated treatment gap for those in need
of MOUD was approximately 1.3 million (C. M. Jones et al., 2015). Additionally, a 2015 study
showed that nearly 80% of individuals with OUD received no treatment (Saloner & Karthikeyan,
2015). Allen et al. (2019) asserted that there are no other conditions for which there are
demonstrated treatments where those treatment options so underutilized. Stigma remains a
persistent barrier to expanding the use of MOUDs, particularly methadone (Allen et al., 2020;
Wakeman & Rich, 2018).

Both agonist medications—methadone and buprenorphine—allow individuals to
re-engage in society and lead productive and meaningful lives, in addition to reducing their
exposure to secondary illness. They, however, are poorly understood by the public, healthcare
providers, and policymakers despite years of proven efficacy (Woods & Joseph, 2018). In 2017

this sentiment was exemplified by Tom Price, the former Secretary of Health and Human



Services charged with influencing and creating healthcare policy to address the current opioid
crisis. He stated, “If we’re just substituting one opioid for another, we’re not moving the dial
much” (as cited in Eyre, 2017, para. 13). The statement misconstrues physiological dependence
on medication versus the symptoms of SUDs (Woods & Joseph, 2018). The sentiment is rooted
in the United States cultural beliefs and cultural preference that abstinence is the preferred
standard of care for people with SUDS (Dodes & Dodes, 2015). The resulting impact of this
cultural preference is to marginalize and stigmatize the use of agonist MOUDs, particularly
methadone creating significant barriers to their usage.

The above highlights the scope and magnitude of the opioid crisis. What follows is a
discussion of my own path to working on the front lines of the opioid crisis and what compelled
me to pursue this project.

Positionality

My lens as a substance use disorder expert and methadone provider. Thirty years ago, I
began the journey that led me to this dissertation. My path started when I took what I anticipated
would be a summer job as a research assistant. I began working for an organization invested in
research and treatment for individuals with SUDs. My office was on the front end of a small
campus with several other buildings occupied by the treatment programs. While chatting with
my immediate supervisor, looking out the window, I noticed a line of people waiting to enter one
of the treatment buildings. There was nothing remarkable about the line forming outside that
somewhat run-down building, just people standing in a relatively orderly fashion, some
conversing, others disengaged. I was aware the building housed one of our treatment centers but
was not aware of the type of treatment offered. I was still learning about the range of services

that the organization offered in addition to the array of research studies conducted. I began to ask



my supervisor what was going on in that building when he noticed my gaze and curiosity. His
usual jovial smile turned to a sneer as he commented, “Look at them, look at them over there
lining up for their juice. They’re all useless junkies.” I stayed silent. I was new on the job, but I
was witnessing my boss disparage a group of people who were using our services. I did not know
what he meant about “drinking their juice,” and, at that time, I had no knowledge of methadone
treatment. His disgust and contempt were stunning. I was shocked and confused by his
remarks—but remained silent.

We were doing research meant to help people with SUDs. Some of the people who came
in for research interviews had mentioned they went to “the program.” During my interviews with
these folks, I met people who had experienced significant trauma and demonstrated remarkable
resiliency. Not only were they resilient, but they also had unique stories and varied backgrounds.
In fact, some of the people who came in, I crossed paths with either while in school, at social
gatherings, or during my bar hopping days. I genuinely liked the people I was meeting and
wanted to hear more about their experiences. I did not understand why my supervisor expressed
such vitriol and contempt towards people under our care. Why was he so disgusted by these
people? They were here to get help.

The people in that line were diagnosed with OUD, and the program they were waiting to
enter was a methadone maintenance treatment program (MMT). Methadone, as noted, is a
medication that manages the symptoms of OUD. It is considered the gold standard medication by
which other MOUDs are compared (Bell & Strang, 2020).

The comments I heard that day represent the longstanding stigma towards people with
opioid use disorders (OUDs). A supervisor was denigrating both our patients and the treatment

they utilized. I learned that stigma against people with OUD is pervasive and is extended on



multiple levels with profound effects on those individual' lives. This stigma is evidenced in the
public and throughout the healthcare industry, including among substance use treatment
providers (Earnshaw et al., 2013). The stigma towards individuals with OUD extends beyond the
person. It is echoed in every facet they touch, including the treatments utilized, where they
receive services, and towards the people providing the services (Earnshaw et al., 2013; C. B. R.
Smith, 2010).

I have been a treatment provider to individuals with substance use disorder for over thirty
years. While on this journey, I have come to know thousands of individuals both directly and
indirectly affected by SUDs. I have seen scores of individuals flourish and thrive and have lost
more souls than I care to count. Most of my work has been at an organization in New Haven,
Connecticut, called the APT Foundation. While the Foundation serves people with all SUDs, its
efforts primarily focus on assisting individuals with OUDs using MOUDs. Having dedicated
most of my adult life to working with individuals with OUD, I have witnessed firsthand the
devastation, first of the HIV/AIDs epidemic, and now through the waves of the opioid crisis.

I can attest to the significance of the harmful impact of stigma on the lives of individuals
with OUD and those who directly and indirectly associate and care for them. I can also attest to
the adverse effects of the stigmatization and marginalization of methadone treatment. As a result
of the policy structure and practices in substance abuse treatment programs, [ watched the burden
of daily visits to a clinic to receive methadone, watched someone denied medication because
they arrived late secondary to a broken-down bus or other ordinary disruption in transportation,
and I watched people make decisions to leave treatment and continue to use heroin because they
could not get to their job on time. My experience is that the stigma associated with methadone

treatment, like those with OUD, is all-encompassing. As a result of stigma, individuals leave



methadone treatment prematurely (Proctor et al., 2015; Reisinger et al., 2009). Far too often, I
learned that former patients became incarcerated or died secondary to overdose.

Approximately 12 years ago, our organization recruited a new CEO, Lynn Madden, who
had been at the forefront of working with national groups invested in the transformation of the
treatment of substance use disorders. Prior to her arrival, as an organization, we were struggling.
We had significant waitlists for all our programs, struggled to retain our clients in care, and were
financially struggling. Our program, till that point, had operated as any treatment program. We
provided appointments to those who wanted care. We asked people seeking services to come on
multiple occasions before receiving their first dose of medication, asked for a range of
documentation to assist in verifying their appropriateness for care, and demonstrated their ability
to pay for their services. These are all process issues that could be improved to eliminate wait
time in to care (McCarty et al., 2007), which we accomplished under our new leadership.

Our innovations included providing treatment on demand for people appropriate for our
range of services, including MOUDs and outpatient counseling, utilizing a harm reduction
philosophy of care with a low barrier menu of services that patients could select from, and
retaining people who continue to use substances. In addition to how care is organized for
patients, we offer a true sliding scale including free care to people who do not have insurance or
the ability to pay. These changes eliminated the waitlists for people entering treatment, with most
beginning services the same day they sought care. Our admission rate increased dramatically, as
did our retention to care. As a result of these changes, the organization became financially sound,
dramatically increased our census, and allowed more ill people to enter care. We wrote up and

submitted our findings to the peer-reviewed journal Addictions, which were accepted and
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published (L. M. Madden et al., 2018). Through Lynn Madden’s vision and our successful
implementation, our program remains a national model of care.

Though our work was on the cutting-edge incorporating strategies to reduce barriers to
treatment, the organization was the target of significant stigma and outright hatred. We were at
the center of a culture war in our city. While at community meetings, local officials targeted the
APT Foundation for implementing the policies and practices recommended by industry leaders
and disparaged our harm reduction approach. Additionally, when it suited their needs, other
treatment programs would distance themselves from APT. I have been at more than one
community meeting where a program manager or CEO stated, “We are not the APT Foundation.”

The level of malcontent towards the APT Foundation is well documented in a series of
articles by a local newspaper, The New Haven Independent, during the summer of 2018. A range
of situations was occurring which inflamed the discontent. One problem, our Congress Avenue
location grew rapidly. The opioid crisis was in full swing, and our philosophy was to get people
the lifesaving treatment needed. We were working to open a clinic in a neighboring town;
however, we ran into several roadblocks that delayed the clinic opening by over a year. Another
critical event included a mass drug poisoning that resulted in 77 people being transported from
the New Haven Green to our local hospitals. The substance ingested was a synthetic cannabinoid
commonly called K-2. First responders believed that the batch of K-2 was laced with fentanyl, a
potent opioid responsible for the surge of overdose deaths in the United States (Bass, 2018).

City officials suggested that the APT Foundation was partly to blame for the event
asserting that our organization transported hundreds of people into the area every day. The other
assertion is that those affected utilized our services (Appel, 2018). Comments in response to an

article in the New Haven Independent newspaper are typified by the following:
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The APT foundation is the only clinic in the state that gives out methadone without drug
testing. The result is addicts come from all over the state to get methadone in the morning
and then camp out on the green all day until they get their nighttime dose. Then they head
back home on the buses. The APT foundation is essentially dumping this problem on us.
and so to answer (@AverageTaxpayer's question of what is with the rampant selling of
drugs on the green, the answer is the APT foundation is what's up with it (adelaidel2,
2018).

Points raised in the article and emphasized by the comments about our services is
inaccurate and represent a consistent narrative waged against our organization. The K-2 drug was
not laced with fentanyl and, of the 77 people transported to the hospital, only five people utilized
our services. Despite the reality that the APT Foundation was in no way responsible or
contributing to the event, city alders convened a meeting with the primary agenda item, “What to
do about the APT Foundation?”

Over 100 people attended the city council meeting, including townspeople, staff from the
APT Foundation, and representatives from the Yale School of Public Health and Yale School of
Medicine. The meeting was contentious. Public health researchers and medical professionals
reinforced the model of care we provide. Many townspeople continued to make their displeasure
with our services known. A few, including former clients, praised our treatment model. The result
of the meeting concluded with the alders voting not to act on APT. The committee, in turn, voted
to approve a resolution recognizing “addiction as a chronic medical condition” (Appel, 2018,
para, 31), in essence recognizing what science demonstrated generations ago. The resolution was
intended to charge the city to develop an action plan to deal with the crisis.

This event and corresponding articles with public comments exemplify the depths and
problems associated with stigmas related to drugs, PWUDs, and associated treatments. In my
opinion, it also highlights the ongoing culture war favoring abstinence-based treatments over the

expansion of methadone and other MOUDs and placing the PWUDs and those who treat them as
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the deviant other. If it was not for the strong presence of the research community and other vocal
advocates, I am uncertain what the city may have declared.

While the open-access treatment model established at the APT Foundation remains an
international model of care and is lauded by the research community, we also remain
encumbered by federal and state regulatory practices that maintain a culture that reinforces
stigmatized identities for those we serve. Regulatory practices, including daily, observed dosing,
are described to be more in line with the demands of a carceral system resembling the obligations
of parole or probation rather than that of treatment for a healthcare disorder and serve to
reinforce stigma (Bourgois, 2000; J. Harris & McElrath, 2012). In addition to the regulatory
environment, some methadone programs may have additional program level policies and
practices that exacerbate the already restrictive regulatory structure and lead to premature
discharge from care (Deck & Carlson, 2005; Magura et al., 1998; Reisinger et al., 2009).

Stigma, as discussed above, is shown from the macro through the micro level of
interaction. My experiences described above demonstrate some of the many complexities of
stigma applied to PWUDs, providers giving care, and interventions offered. What follows is an
outline of the area of interest for the current study, an examination of the intersection of micro
and macro-level forces that fuel stigma on people with OUD and the services they use.

Problem Statement

Across MMTs nationwide, at the heart of each of these regulatory interactions are caring
and passionate staff members who dedicate their efforts to care for those with OUD. Over my
years, | have met staff that describe themselves as being in recovery- some of whom utilized
MOUD and others that talk of family histories of SUDs, all now describing their work as a

calling. I have met others who simply choose a path of service offering support for our patients.
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Despite all their compassion and understanding for those affected by OUD, the staff- in
particular, the counseling staff within the context of their clinical practice are charged to maintain
the punitive regulatory structure of MMT that reinforces the stigmatized identities of people
utilizing services.

At MMT clinics, counseling staff function in the role of disciplinarian, a position that
puts them at odds with the therapeutic role (Schwartz et al., 2017). It is a position where, in my
experience as a clinician, you are navigating the task of upholding a stigmatizing rule structure
while still trying to communicate compassion and support. Qualitative studies from patient
perspectives consistently evidence that healthcare workers, including addiction counselors,
reinforce stigmatized identities (Ahern et al., 2007; Conner & Rosen, 2008; J. Harris &
McElrath, 2012). One example of such an interaction that reinforces a stigmatized identity and
discrimination towards a methadone patient follows.

MMT patients, like any other person, may need to travel unexpectedly to visit family or
friends in crisis. Consider “Joe,” who learns that his uncle, who lives in the rural part of any state
in the union, is critically ill and in the hospital. Joe needs to travel to be with his uncle, likely for
a final visit. There are no means or time to prepare for such a trip. Those of us with financial
means simply get on the road, in the sky, or by rail to be with our family. Joe needs to stop at the
program first to ensure he has enough methadone doses to correspond with his anticipated travel
time. Joe’s problem is that while he has not used heroin for over a year, he does periodically use
cocaine. His cocaine use is reflected in his urine toxicology tests.

Due to the federal regulatory structure of methadone treatment filtered through additional
state and clinic-level policies, Joe is not eligible for take-home medication even to visit a dying

family member. In some states, he may be granted an emergency authorization by the State
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Opioid Treatment Authority; however, the process is cumbersome and often takes several days.
The other option is to assist Joe to “guest medicate” at a MMT clinic in the area he is traveling.
Once again, paperwork must be filed, phone calls made, and treatment orders obtained all time-
consuming processes. If Joe can utilize another clinic to guest medicate, there will be fees
involved and daily travel to that clinic, which may be a distance from his family and will be time
away from his uncle. Joe’s other option is to go without medication which will certainly result in
his experiencing significant withdrawal. The other option is for Joe to turn to illegal sources to
buy methadone or other illicit opioids.

Joe’s options are daunting. His choices relegate him to choose either not to see his
beloved uncle or to travel to see his uncle after engaging in an illegal activity to prevent
withdrawal. Now consider the conversation with the counselor at the clinic. The counselor faces
a different dilemma. She must convey to Joe the options that are before him, including informing
him that the clinic cannot provide take-home doses, counsel him regarding the very real risks of
impulsive and illegal decisions, and still offer therapeutic support, including what may be a
significant loss in Joe’s life. Understanding how and why counselors respond to their patients is
the central question of this study. The counselor, shackled by regulation, will likely convey to Joe
a message that reinforces a stigmatized identity. Her words and behavior at this moment, maybe
the tipping point for Joe, and any patient utilizing methadone, which leads to the disengagement
from an evidenced-base, live saving treatment.

This example is played out with varying themes routinely in MMT clinics. Consider the
above example and add the emotions that could correspond to the conversation between clinician
and patient. Joe’s anger, fear, frustration, or even desperation. The clinician’s frustrations and

reactions to Joe’s emotions. The regulatory structure suggests Joe is not deserving or able to
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manage methadone despite not having used illicit opioids. It is a regulatory structure void of
independent clinical consideration of a patient’s strengths or protective factors for traveling with
take-home medication. At the center of the interaction are two people, one in need and one
communicating that the other’s needs will not be met in any logical, straightforward, or dignified
fashion. The impossible impasse created by a blind regulatory structure relegates Joe and every
patient utilizing methadone as incapable or undeserving. The regulatory structure also codifies
the addiction counselor as a punitive disciplinarian. The question that arises is, how does the
addiction counselor in the MMT program communicate and counsel the patient? Does she
navigate this interaction in a fashion that imparts compassion and support- or do her words and
her own behavioral reaction encompassing the session further exacerbate the stigmatized identity
of the patient receiving MMT?

The preceding section captures the essence of the interplay between policy structures and
micro-level interactions between counselor and patient. The inherent power struggles enacting
regulation contribute to a dehumanization of the patient and a demoralization of the counselor.
However, as of March 2020, COVID-19 may provide a saving grace for people using MMTs.
Regulatory Change Secondary to COVID-19: An Opportunity to Reduce Stigma?

As warnings of COVID-19 sounded, there was significant concern among OUD
treatment providers about the potential impact of COVID-19 within their facilities, given the
rates of infection transmission. Secondary to the rigid rule structure for dispensing methadone,
including the requirement for face-to-face counseling, opioid treatment programs (OTPs) faced
the impossible challenge to improve social distancing. In March 2020, as a direct result of the
escalation of COVID-19 infections, regulatory bodies relaxed and altered several provisions

impacting the treatment of OUDs. Among the changes, the Substance Abuse and Mental Health
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Authority (AAA), to enhance social distancing, issued guidance enabling OTPs to increase
access to take-home medication and utilize telehealth when providing counseling (Knopf, 2021).
The relaxation of take-home medication guidelines for methadone treatment is an
example of steps long called for by the research community to improve the methadone treatment

system (Bao et al., 2020; Green et al., 2020; Krawczyk et al., 2020). Despite researchers
asserting the need for structural changes to MMT, hesitancy remains (Treitler et al., 2022).

In my anecdotal experience, as the pandemic continued, mixed sentiments around the
take-home waivers emerged. For example, at a state-level meeting of methadone providers, the
Connecticut State Opioid Treatment Authority warned providers that methadone take-homes
were a privilege and not a right and signaled that programs should anticipate a rescinding of the
waivers in the coming months. Also, in conversations with other providers, I learned that
agencies were reverting to more stringent practices reducing the use of extended take-home
medication and reverting to daily dosing for patients new or less stable in treatment. During a
recent accreditation review, in speaking with an auditor who provided services in another state,
she expressed surprise that our agency was continuing the practice asserting concerns about the
diversion of methadone.

A recent study examined the general attitudes of substance abuse professionals regarding
take-home medication (E. F. Madden et al., 2021). The sample of professionals included
individuals who worked within methadone treatment and abstinence-based programs. These
professionals included administrators and providers who expressed varying attitudes regarding
the relaxed regulations for take-home medication. The researchers note that one significant
theme of the interviews around the loosening regulations centered on fear of patient behavior,

including diversion of medication and overdose secondary to methadone misuse. Despite
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numerous calls by researchers to change the regulatory structure of methadone treatment, this
reversion in practice by practitioners to a rigid and punitive system of care is alarming, given the
well documented barriers imposed by stringent guidelines around take-home medication.

A notable consideration related to addiction counselors’ interactions, knowledge, beliefs,
and attitudes around patient care is how addiction counselors and practitioners, in general, are
indoctrinated into the substance abuse treatment system. Despite our knowledge base around
SUDs, including gains in knowledge of the physiological and psychological impact of SUDs and
correlated mental health issues, as well as our understanding of the impact of structural forces,
including structural and institutional racism that fuel stigmatized identities, training programs
remain entrenched and influenced by the same “war on drugs” mentality as mainstream America.
Medical and nursing schools only provide a few hours of training on SUDs. This training is not
dissimilar for master or lesser trained counselors in mental health or substance abuse educational
paths. The training emphasis is mainly on abstinence-based interventions and thus contributes to
the limited understanding of the role of agonist treatments (Woods & Joseph, 2018). If education
around agonist medication is part of the curriculum, there is no exposure to the origins of the
regulatory structure. Additionally, MMTs typically utilize a recovery model of care that is
oriented towards developing a positive and meaningful sense of identity apart from drug use
(Delphon-Rittmon, 2015). The sentiment suggests that PWUDs do not, in the context of their
substance use hold worthy identities.

Clinic reversion to rigid rule structure appears counter to both emerging research of
outcomes related to the greater flexibility around take-home MMT as well as long-standing calls
for structural changes. One recent study demonstrated no significant increase in overdose deaths

associated with the increased availability of methadone in the state of Connecticut (Brothers et
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al., 2021). Additionally, another study noted that the increased take-home medication provides
benefits to patients in the way of reduced travel to the clinic and providers and clinics by
reducing patient volume and increasing capacity to manage more difficult patients (Heimer et al.,
2020). These researchers also posit that the reduced patient traffic may also reduce community
stigma toward methadone treatment programs (Heimer et al., 2020).

The ongoing fears such as medication diversion and community overdose events
associated with patients engaged in methadone treatment, likely persist secondary to the
longstanding cultural norms established through a racialized and criminalized system of care that
defines MMT. Even within the context of the APT Foundation, a low-barrier MMT, I have
sensed a hesitancy among counselors to continue implementing and expanding enhanced take-
home medication. Amongst our own supervisory and counseling staff, there are different comfort
levels with enacting and maintaining these enhanced take-home medication guidelines. The
discomfort persists despite assurances from our medical director that she embraces access to
take-home medication as a right versus common language in policies that it is a “privilege.” She
continues to encourage staff to view the needs of the patients to best promote their well-being
and engagement in establishing their lives away from the daily grind of methadone treatment.

In my own interactions with patients, the regulatory changes have allowed me to shift my
own practice from navigating how to maintain a rule structure focusing on the needs of the
patient. Returning to the example of a patient needing to travel, my focus under the current
guidelines allows me to focus on the needs and welfare of the patient. For Joe, described above,
the conversation shifts to one that affords partnership and real conversation about the risks of
drug use and how to manage medication, utilize support, and cope while being away from the

clinic. This described approach is called shared decision making (Godolphin, 2009) and is
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considered evidence-based support for people managing other chronic diseases. The use of
shared decision making in an MMT was difficult, if not impossible, to practice until COVID.

Despite encouragement from our medical director and my own supervision of clinical
staff, counselors appear to struggle to apply an approach that fosters patient autonomy and
dignity, emphasizing the policing of patients’ behavior instead. The attitudes of clinicians
charged with assessing patient’s need for and capacity to manage take-home medication may
impact patient retention.

A loosening of regulations secondary to the pandemic afforded a unique natural
experiment to examine the attitudes and beliefs of clinical staff in interacting with patients during
a period of regulatory fluctuation. Implementation of these guidelines, albeit initiated to reduce
the spread of COVID-19, has the potential of imparting the beginning of a cultural change in
methadone treatment. A loosening of guidelines potentially shifts clinical practice from
scrutinizing and criminalizing patients to supporting less stigmatized and more person-centered
treatment. Under the current guidelines, addiction counselors can move out of the role of
disciplinarian. This shift poses an opportunity for clinical staff to engage in more nuanced
conversations regarding their needs versus being charged with enforcing a rule system. What
remains unclear is whether clinicians’ experiences of regulatory changes and subsequent
narratives of interactions with patients demonstrate a change in their framing of patients.

In sum, addiction counselors providing care to people who are refutably among the most
stigmatized group, secondary to the interaction of the inherent power structures by societal
norms that discount the lifesaving medication of methadone and the people who use it. What

follows is a review of the purpose and significance of the study.
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Purpose and Significance of the Study

The purpose of the study was to explore addiction counselors’ narratives or framing of
their interactions with patients. This exploration of narratives offered the opportunity to examine
the enactment of stigma by addiction counselors in the context of therapeutic interventions. The
exploration additionally examined if narratives have evolved with a loosening of regulations. The
evolving regulatory environment authorizing the loosening of take-home medication guidelines
may afford counselors an opportunity to shift their practice and potentially decrease the
conveyance stigma onto patients.

While the relaxation of guidelines for take-home medication represents a change long
sought after by researchers and progressive practitioners, the cultural framing of methadone
treatment and patients utilizing methadone remains unchanged. The uneven adoption of these
guidelines (Brothers et al., 2021; Levander et al., 2021) suggests providers remain vigilant
towards the suspected behavior of the methadone-maintained patient. Vigilance persists despite
newly emerging data suggesting that the loosening of guidelines around take-home medication is
not associated with diminished clinical outcome measures or emergency department visits
(Amram et al., 2021; Brothers et al., 2021) and appears to benefit patients, clinic staff, and
communities co-located with methadone programs (Brothers et al., 2021; Figgatt et al., 2021;
Green et al., 2020). Additionally, fears of diversion of methadone and the potential of a rise in
overdoses secondary to increased access to methadone have not been realized (Amram et al.,
2021; Brothers et al., 2021; Figgatt et al., 2021).

The continued divergence between practice and research is highly concerning. As
discussed in this chapter, the regulatory structure of MMT poses a barrier to the use of this

life-saving treatment. Qualitative studies from patients’ perspectives document those negative
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interactions with staff in MMT programs impose a significant barrier to retention (Carl et al.,
2023).

E. F. Madden (2019) suggested that there may be inadequate communication between
elite researchers and critical areas of health services, including curriculum committees in medical
schools, advanced counseling degree programs, and community colleges that train many
addictions counselor. Training programs do little to afford future practitioners an understanding
of the structural stigma created and maintained through a punitive regulatory system and enacted
by addiction counselors. An exploration of clinical narrative may assist in enhancing training
practices.

Previous research on counselors providing substance use treatment has centered on
training needs, implementation of non-medication evidenced-based practices, and factors
contributing to turnover (Helseth et al., 2018; McNulty et al., 2007; Shoptaw et al., 2000). Few
studies have focused on the lived experiences of substance abuse counselors (Mapp, 2008). No
studies to date explore addiction counselors’ narratives and meaning-making of interactions with
patients in OTPs. By developing an understanding of their narrative or meaning-making of
interactions offers opportunities to enhance training to reduce the enactment of stigma and
discrimination in the context of clinical interactions.

Using the backdrop of an evolving regulatory framework of MMT, the current study
addressed the following questions by use of a critical phenomenological methodology:

1. In what way do addiction counselors reflect the broader social stigmas around MMT

and those who utilize it? And where do those views come from?

2. How does this show up in addiction counselors’ everyday interactions with patients?
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3. How did the COVID-19 waivers to MMTs change addiction counselors’ views and
practices (or not)?
4. How do addiction counselors’ narratives of interactions with patients maintain
the stigmatized identities of patients?
Study Delimitations

The current study utilized an exploratory, critical phenomenological methodology to
understand clinicians working in MMT experiences both before and after dissemination of
relaxed regulations afforded during the pandemic. The study was broad in nature to capture the
range of experiences. Due to state variations in adoption of the pandemic emergency waivers,
recruitment of addiction counselors only occurred in Connecticut. As part of the interview
process descriptive information of the interviewee’s education and background training as well
as a description of their specific MMT (non-profit vs. for profit, low barrier vs. traditional MMT)
was gathered.

Organization of Dissertation

This chapter provided an overview of the historical and socio-cultural framework that
informs and guides the use of methadone treatment for individuals with OUD during the most
significant “drug crisis” faced by the United States to date. Regulatory policies informing
methadone treatment until the COVID-19 pandemic remained unchanged despite well-
documented evidence of structural barriers limiting access and retention to people who would
benefit from care. Chapter II provides a literature review of relevant constructs informing the
theoretical framework of the proposed study including an historical review of the impact of drug
policy on people who use drugs. The theoretical framework further examines the intersection of

addiction counselor’ practice within an MMT and patients utilizing methadone treatment in the
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height of a humanitarian crisis of overdose deaths fueled by war on drug policies. Chapter III
explores specific literature on stigma and mitigation of stigma. Chapter IV reviews the rationale
and specific methodology by which data was data collected and analyzed. Data collection and
analysis explored the clinical phenomena before and since regulations afforded during the
COVID-19 pandemic. Chapter V presents the research findings and Chapter VI discusses

implications of the data and suggests future studies.
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CHAPTER II: LITERATURE REVIEW OF U.S. DRUG POLICY IMPACT ON PEOPLE
WITH OPIOID USE DISORDER

The following literature review explored the intersection of policy, culture, and stigma
within the context of the counseling relationship in methadone maintenance treatment. The
study’s central question centers on the impact of these forces on the lived experience and
meaning-making of addiction counselors working with patients using methadone maintenance
and their perceptions, attitudes, and beliefs of those they serve. Methadone maintenance
treatment (MMT) is an evidence-based, gold standard of care for individuals with opioid use
disorder (OUD). The use of methadone treatment remains grossly under-utilized secondary to the
stigma created by and exacerbated by a punitive war on drugs policy structure. The review
includes a deeper exploration of what is now a humanitarian crisis secondary to the evolving and
expanding U.S. opioid epidemic and failed policy structures hampering the substance abuse
treatment system. Essential to this dissertation is an understanding of power structures, the
enactment and maintenance of stigma across micro and macro levels, and the impact of these
forces on the counseling relationship in the setting of MMT. The literature review concludes with
a specific examination of relevant research of the lived experiences of addiction counselors
whose patients use methadone maintenance and the counselors’ perceptions and experiences of
their interactions with patients.

Opioid Epidemic: An Expanding Drug Crisis

The opioid epidemic has significantly impacted the United States In 2017 alone, there
were nearly 48,000 overdose deaths (Scholl et al., 2019). In 2020, overdose deaths skyrocketed,
with over 100,000 lives lost (Trecki, 2022). Overdose deaths are presently the leading cause of

death for people under 50. Beginning in 2014, overdose deaths led to a decrease in overall life
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expectancy in the United States (Woolf & Schoomaker, 2019), with estimates that over 200
people are dying each day (S. Jaffe, 2023).

In 2022, the United States witnessed a fourth wave of overdose deaths. The death rate of
each wave surpassed the previous. The first wave was associated with deaths from opioid pills
beginning in 2000 and growing steadily through 2016. The second wave, associated with heroin
usage, started increasing in 2007, surpassing the number of opioid pill deaths in 2015. The rise of
fentanyl and its analogs in the drug supply chain rapidly growing after 2013 is responsible for the
third wave of deaths (Ciccarone, 2019). Despite a decrease in death rates in 2018, since the onset
of 2019, there has been a 6.6% spike in overdose deaths (Gold et al., 2020). In now the fourth
wave of mortality, forty states across the United States reported a sharp increase in the rates of
overdose deaths (Katz et al., 2020). Provisional data recorded over 100,000 deaths between
March 2019 and April 2020 (Centers for Disease Control, 2021). Before the onset of COVID-19,
the estimated cost of the opioid crisis in the United States was 500 billion dollars annually
(Miclette et al., 2017). The price of the epidemic includes direct costs to the healthcare system,
strain on personnel, judicial system costs— including increased incarcerations, lost employment,
and productivity, and not least, emotional costs on families directly impacted (Scholl et al.,
2019). These costs will undoubtedly rise.

While the costs of this epidemic continue to climb, so does the number of those affected.
Between 2000 to 2013, those having OUD rose from approximately 600,000 individuals to 2.4
million (National Academies of Sciences, Engineering, & Medicine, 2019; Volkow & Thomas,
2016). As discussed, one leading recommendation to mitigate the impact of the opioid epidemic
is to expand the availability of MOUDs (National Academies of Sciences, Engineering, &

Medicine; Health and Medicine Division; Board on Health Sciences Policy; Committee on



26

Medication-Assisted Treatment for Opioid Use Disorder, 2019). Agonist MOUDs, including
buprenorphine and methadone, are more effective than talk therapy interventions alone; however,
they remain poorly utilized. In 2012 the estimated treatment gap for those in need of MOUD was
approximately 1.3 million (C. M. Jones et al., 2015). Stigma is a crucial barrier to the use of
agonist MOUDs, particularly methadone (National Academies of Sciences, Engineering, &
Medicine Committee on Medication-Assisted Treatment for Opioid Use Disorder, 2019;
Wakeman & Rich, 2018).

SUDs, particularly OUDs, are arguably among the most highly stigmatized disorders
(Room et al., 2001; Yang et al., 2017). Stigma for those with OUD is an all-encompassing
(Earnshaw et al., 2013), affecting every facet of a person’s identity. Central to the process of
stigma is the use of power by a dominant group that labels, stereotypes, and separates the other
(Link & Phelan, 2001). For those with OUD, the process of stigmatization significantly
diminishes the quality of life, if not extinguishing it. For example, people who are utilizing
methadone may be pressured to prematurely taper off the medication by family members or the
legal or child welfare system (Alex et al., 2017; Earnshaw et al., 2013), which can lead to
overdose death (Sordo et al., 2017). Given the devastation associated with use as described
above, it is essential to understand the power forces driving stigma, the cultural implications of
stigma, and the subsequential impact on regulation and policy.

The costs encompassing the opioid crisis, as described above, are devastating. What
follows is a conceptual review of stigma and the process of stigmatization. Central to these
concepts is the application of power by people in the dominant class. As noted earlier, the White

dominant class in the United States targeted minoritized population by linking them to
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substances of use. Marking them as other was not about the substance, but a vehicle to place
them as the other.
Power Structures Impacting People with OUD and Treatment of OUD

The experience of stigma, socially constructed by culture and maintained through policy
and carried out within the substance abuse treatment system, poses practice implications in the
MOUD treatment systems. Central to this work are the concepts introduced by Goffman (1963),
on “spoiled identity,” writings by Foucault on discipline and punishment (Foucault, 1977) and
biopower (Foucault, 1978), Agamben’s (1998) conceptualization of “state of exception,”
“qualified life” and “bare life,” and Galtung’s (1969) “structural violence” (p. 171) all elucidate
the power structures hampering the substance abuse treatment system. These works provide a
framework for understanding the interaction of micro and macro level forces on stigma in the
context of OUD and related evidence-based treatments.
Stigma

Goffman (1963) conceptualized stigma as an attribute possessed by an individual that is
considered a “social aberration.” His seminal work described different types of stigmas as
“blemishes of individual character perceived as weak will, domineering, or unnatural passions”
(Goffman, 1963, p. 4). These attributes, as he described, divide people into those the categories
of “normal” or not, and as such is the “other” (Goffman, 1963, p. 6). This categorization of traits
is the process whereby an individual comes to have a stigmatized or “spoiled identity” (Goffman,
1963). He further describes that people with spoiled identities need to navigate around “normal”
to minimize their exposure and conceal their “spoiled identity” as “impression management”

(Goffman, 1963).
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Stigma is a socially constructed concept. The social construction of the ideal individual
and those who are the not ideal “other” is at the root of stigma. According to Irigaray and Guynn
(1995), Western culture holds that the “ideal” or dominant identity as male, White, and able-
bodied. Individuals outside the dominant group become demarcated due to their inadequacies
concerning the ideal, age, race, and culture (Irigaray & Guynn, 1995). Thus, as a function of
being other than the ideal, they become stigmatized.

One criticism of the work of Goffman is the overemphasis on individual attributes (Link
& Phelan, 2001). Link and Phelan (2001) added to the conceptualization of stigma by further
defining it as “the co-occurrence of its components-labeling, stereotyping, separation, status loss,
and discrimination” (p. 363). A central feature in the process of stigma is that power must be
exercised. At the heart of the stigmatization process is human interaction. Blumer (1986)
described human interaction as creating a “root images” (p. 6). Root images of those with SUDs
are evident in media outlets. We see the images of individuals with SUD labeled as crazed and
stereotyped as dirty and criminals, resulting in separation and status loss. The imagery used does
not typically include White, able-bodied men who use substances at no lesser rate than people of
color (James & Jordan, 2018).

The mechanisms of marking the other are described above. What follows is a description
of the use of power and how power separates the other from the dominant class and, in so doing,
diminishes their quality of life. These concepts will shed light on the structural issues that plague
people with OUD in the context of MMT.

Disciplinary Power and Biopower
The work of Michel Foucault focuses on the nature of power relations within the context

of micro and macro levels. His writings on discipline point to micro-level interactions of those in
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the dominant class whereby root images are conveyed and applied. He asserts that power is not
privileged to this group but used strategically in all exchanges, including policy structures. The
dominant culture asserts what Foucault called disciplinary power (1977) and biopower (1978).

Disciplinary power judges according to norms. The dominant group sculpts behavior
through coercion to ensure individuals fully internalize their prevailing beliefs and values
(Foucault, 1977). In the United States, as will be discussed further in this chapter, the dominant
group asserts disciplinary power targeting specific types of substances and who is associated
with the use of those substances. Biopower produces the mechanisms by which the dominant
power regulates societal structures (Foucault, 1978). Discipline and punishment target control on
the individual level (Foucault, 1977). These two sources of social control are evident in all
aspects of our society and have significant relevance in treating people with OUD. As will be
discussed further, people apply disciplinary power through institutions, including the criminal
justice system, education systems, and psychiatric care, or in this case, the methadone
maintenance treatment system. In MMT, counselors tasked with being disciplinarians enforce
rules resulting in reducing take-home medication and up to discharge from care. Biopower is
applied through the state and federal regulatory system (Taylor, 2014) and is the cornerstone
failed regulatory structure of the MMT system.
Foucault’s Concept of Bare Life

Agamben (1995) furthered the work of Foucault by introducing the impact of the state on
individual rights and freedoms. Included are three key concepts: the state of exception, bare life,
and qualified life (Agamben, 1995). He described the state of exception as arising during a time
of crisis. The state extends the laws into spaces that were not traditionally political, creating

“qualified life” versus “bare life.” The state creates a social stratification where some
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individuals’ rights and personhood are recognized or “qualified life” versus “bare life,” in which
the person is reduced to their bare physiological existence, in which the state can choose to end
or preserve a person’s life with impunity (Agamben, 1995). This state of exception
disenfranchises some while honoring others, reducing them to their bare physiological existence.
Agamben’s work demonstrates the stratification of elevating some people while diminishing
others through policy based on their proximity to the dominant class. Historically the dominant
groups’ use of power to create such policies is well evidenced. Furthermore, this use of power
will be discussed, in the substance use treatment system of the United States, specifically as
regulatory structures encompassing MOUD for different groupings of people along racial and
class lines.
Structural Violence

Galtung (1969), like Foucault, explores power structures in society. The two differ in that
Galtung’s writings were on violence enacted in a society where Foucault sees power structures
present in all interactions and not inherently wrong. In his exploration of peace and violence,
Galtung (1969) noted that violence could be void of an actor and, as such, indirect. He referred to
this as “structural violence” (p. 170), noting that this form of violence is “built into the structure
and shows up as unequal life chances” (p. 171). Unequal life chances are, as Agamben (1995)
described, the reducing of a person to subsistence mode or a bare life. Violence is enacted
through the range of our social structures, including economic, political, legal, religious, and
other cultural systems. Administrative violence translates into decreased access to education,
good healthcare, poor living environments, and economic resources, to name a few. As will be
discussed, the presence of structural and administrative violence in the methadone treatment

system cannot be understated.
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Administrative Violence

Like Galtung, Spade (2015) puts forth a theory he terms “administrative violence.” In his
exploration of critical trans politics, he asserts that “life chances” are distributed through
racialized-gendered systems of meaning and control, often in the form of programs that attest to
be race and gender-neutral and merely administrative (Spade, 2015). He points to policies
devised under the guise of the war on drugs, among other administrative procedures, leading to
significant marginalization of individuals not in the dominant culture, such as people utilizing
MMT.

Thus far, I have explored the use of power by the dominant class towards people marked
as “other.” Power, applied against people who behave outside of the dominant structure, comes
in the form of disciplinary power, such as the judicial system or biopower, structural, or
regulatory and administrative structures that create unequal life chances for some. When
considering PWUDs, one size does not fit all; however, there is further stratification or
intersecting stigmas based on race, gender, substances of use, and so forth, as is discussed below.
Intersectionality

Utilizing an intersectional framework (Crenshaw, 1991), Spade (2015) developed the
argument that for real change to occur, moving people who are in the margins means “facing
multiple intersecting vulnerabilities” (p. 108). Concerning those with SUDs, intersectionality
means accounting for and considering the multiple characteristics by which identity is
constructed in the social world and reinforced by institutions—referred to as structural
intersectionality (Crenshaw, 1991).

Understanding and addressing structural and administrative issues leading to decreased

life chances for those with SUDs necessitates an understanding of the intersections of race,
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gender, and ableism in the context of healthcare and healthcare policy. Included in the following
is a review of the impact of policy written targeting intersecting identities whereby some are
granted “qualified” status versus “bare life.” Specifically, I will discuss the intersecting identities
of peoples’ choice of drug use- which is solely based on financial resources and geographic
location and the intersecting structural forces colliding with structural forces.
Impact of Power Structures on U.S. Treatment System

Structural violence and administrative violence are evident in the United States
healthcare system. According to Shapiro (2018) these practices have become so normalized that
“they are either willfully or naively overlooked” (p. 3). One of the root causes of this
“desocialization” in medicine has been, is the search for the molecular basis of disease over other
contributing factors, including environment, poverty, and education (Farmer et al., 2006).
Shapiro (2018) expands on this, noting that the result of this biological focus is that physicians
will not likely pay heed to the social determinants of health. This limiting perspective may lead
to seeing the patient as irresponsible or not caring about their health and as moral failures.

Concerning persons with OUDs, this is particularly troublesome. As in the mainstream,
OUD remains treated as a moral failing in healthcare systems. The continued use of substances
despite negative consequences is thought to be volitional, negating the biological underpinnings
of the disorder. Systems of care control the person with SUD and coerce them into productive
society members through judicial and political discourse. As will be discussed later, society
ignores the reality of their physiologic illness and continues to blame them for the symptoms of
their condition that remain untreated. In addition to ignoring physiological illness, society

exacerbates the illness further using the judicial system and regulatory systems by imposing
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the consequences of their addiction. In this example, the participant sees harm reduction as a
threatening treatment fabric. In making an individual “comfortable,” the program is not allowing
a recovery process to begin. Making a person with addiction feel the consequences of their
addiction is considered “tough love” (Earnshaw et al., 2013) and necessary, for some counselors,
as part of their role in facilitating recovery for PWUDs.

Similarly, another participant noted, “I think that meeting a client where they’re at is
beneficial, but with that being said, I think there’s a fine line between harm reduction and
enabling.” While seeing some benefit of harm reduction practices in treatment, this participant
does not embrace the full range of life-saving practices secondary to it being outside of the
normative cultural experience of MMTs. This attitude expressed by participants of the current
study is consistent with other research on healthcare professionals who work with PWUDs that
finds a negative attitude toward harm reduction is closely aligned with abstinence orientations
(Aletraris et al., 2016; Javadi et al., 2022).

Counselors’ stance on harm reduction measures and programs that embrace harm
reduction practices reinforce multiple levels of stigma directed at the patient and organization
attempting to reduce treatment barriers. It represents structural stigma/structural racism, which
fuels multi-layered or intersectional stigma by labeling some patients or programs as good or
bad. Counselors are social actors of MMTs who are influenced by culture but also shape and re-
create culture through their beliefs, attitudes, and behaviors (Griffiths et al., 2010). Counselors,
in this instance, are framing as “bad” the patients or programs that operate outside of expected
cultural norms, exacerbating and, in so doing, exacerbating stereotypes. It is clear, though, that a

lack of willingness to shift these normative (i.e., stigmatizing) cultural perspectives around MMT
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and fully adopt harm reduction practices into our system of care will result in more preventable
deaths.

Despite attempts by some organizations at the program level to create low-threshold
programs, the rule-driven nature of MMTs continues to center the counselor as a disciplinarian.
Participants in the current study held views emphasizing the necessity of the rule structure,
viewing them as essential elements in the counseling process. For example, participants said,
“The regulations helped me do my job” and “I’m good at sticking to my guns.” These
participants feel empowered by the rule structure, and enacting these structurally racist
regulations uphold the cultural norms of the White, dominant class.

While the regulatory structure of methadone reinforces the counselor’s role orientation as
a disciplinarian, counselors additionally are trained primarily with an abstinence-based recovery
orientation (Dodes & Dodes, 2015; Duryea & Calleja, 2013) born out of the self-help group
Alcoholics Anonymous (AA) and its spin-offs. AA’s cultural framework espouses Christian
values and suggests that the “addict” will have a spiritual awakening whereby god would
alleviate them of the ills of substance use (Dodes & Dodes, 2015). AA is a step-based program
based on “suggestions” to achieve abstinence. Language within the rooms of 12-step meetings
and the language of participants in this study characterize patients as “not ready” to engage in the
recovery process. The characterization of “not being ready” separates the patient from those
deemed “ready,” code for worthy or unworthy. For example, one participant referring to patients
noted, “You got to be clean and sober, that’s why you came here in the first place.”

As exemplified above, counselors’ consideration of some patients as deserving and others
as “not ready” or undeserving underscores the multiple layers of the intersectional stigma that

people utilizing MMT face. Participants continue to frame some patients as deserving and others
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as not. Research indicates that people in diverse settings who encounter intersecting stigma may
experience negative impacts on their physical and emotional health (Turan et al., 2019). For
people who utilize methadone, the varying attitudes of counselors may contribute to less
empathetic counseling or supportive interventions leading to premature discharge for some.
Additionally, the person who used MMT or knew of someone who experienced stigma at the
hands of counselors further fuels intervention stigma, that is, a stigma levied at the medical
intervention itself (E. F. Madden, 2019) and, in so doing, decreases the likelihood people who
would benefit will seek it out.

Interpretation and Implications of Paternalistic Attitudes

Participants expressed a range of paternalistic attitudes and behaviors towards people
who use drugs. Paternalistic attitudes and behaviors, like the expression of counselor frustrations,
are a symptom of the cultural structure of MMTs. The example expressed above by the
participant labeling the patient as not being ready, in addition to being an expressed frustration
by the counselor, additionally espouses a paternalistic attitude whereby the counselor knows
what is best for the patient.

People who utilize methadone enter treatment for a host of reasons beyond the goal of
abstinence or recovery. Motivations may include escaping criminalization and reducing exposure
to harm (Frank, 2018; Mateu-Gelabert et al., 2010). People utilizing methadone, for example,
may stop using opioids; however, they may not be interested in ceasing cocaine or other
substances. Others may not intend to stop opioid use and simply be looking to avoid
experiencing withdrawal. Secondary to being in a treatment setting, my experience is that many

patients are not empowered to express their true treatment motivations and goals. In practice, the
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MMT amplifies the identity of the person utilizing methadone as the deviant addict (B. L.
Stanley & Basu, 2023). It simply does not reflect best practice interventions afforded to people
utilizing mainstream medicine.

Personal Reflections on the Stigmatization Processes

Analysis of the narratives provided by addiction counselors suggests the origins of their
beliefs, feelings, and attitudes are closely rooted in a culture born out of the “war on drugs”
ideology that elevates an abstinence, recovery orientation of care (Frank, 2020). It is a culturally
racist system of care intended to focus efforts on monitoring and controlling a deviant population
historically tied to the Black community. Participants who conveyed stigma embodied and
enacted the cultural norms through expressions of frustration, paternalistic attitudes, and exertion
of social control.

The origins of addiction counselors’ beliefs and attitudes in the current study appear to be
connected to early negative experiences with methadone, abstinence-based recovery orientation,
and lack of exposure to methadone. Counselors, as social actors, are integral to creating and
reinforcing the racially stigmatized system of MMT. Beliefs are reinforced by their negative (and
positive) experiences of methadone and the people who were using it. Additionally, training
systems that emphasize abstinence-based approaches and elevate abstinence as the goal further
shape counselors’ beliefs and influence their actions. Equally significant is the lack of exposure
addiction counselors had to MMT regulations before being employed as providers of methadone.
The lack of education encompassing the historical roots of MMT is an enactment of power
through normative silence. Participants said they had had little formal education regarding

methadone and were oriented to the rule structure of the clinics where they were employed. As a
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Interpretation and Implications of Mitigation of Stigma

Participants who could see beyond the addict identity of the patient and instead recognize
the whole person were more likely to engage in behaviors that decreased stigma, emphasizing a
person-centered approach. These efforts respected patients’ self-agency. One participant posed
critical questions inspiring their approach to counseling: “What gives you meaning? What do you
want to do? How do you want to proceed?” Another participant emphasized the individual needs
of patients:

I try and find every way to work with them to get a work around to meet their particular

needs. And even though it’s the rules, I want to . . . you know . . . find a way to make the

rules work for them. So, if you need to come in at six o'clock in the morning today, and
three o'clock in the afternoon, tomorrow, I’'m going to work with you.

Also, participants who had personal experience utilizing an MMT as part of their own
journey had unique insights regarding the needs of patients.

So it isn't that I’'m an inspiration cuz I got out, but . . . they teach me more than that,

because, you know, just seeing them. I mean, every day dealing with their challenges,

and staying engaged, and medication. That's a lot of people, people sometimes don't
realize what it takes to be in a methadone program.

Each of the participants can recognize the unique and whole person they are caring for
and, in so doing, acknowledge that persons need to pursue their needs and life as they choose
independently. The participants also know the unique challenges imposed by the regulatory
structure on the people utilizing services and suggest partnering with them to best support the
patient’s goals. Participants who mitigate stigma embrace PWUDs’ right to self-determination.

One study of interest related to this finding is from Gwadz et al. (2022) who highlighted
the relevance of self-determination theory in the framework they created to promote health and
wellness among Black men with HIV. Self-determination theory is a macro theory of human
motivation that recognizes the innate and fundamental need for autonomy, competence, and

connection to others (Gwadz et al., 2022). The theory simply stated is that people need to feel in
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control of their own decisions and goals, be afforded the ability to master skills, and have a sense
of belonging to others. The most willing and robust forms of motivation arise when each of these
qualities arises. Self-determination theory asserts that if any of the above needs is hindered or
obstructed in the social context it will have a detrimental effect on wellness (Deci & Ryan,
2008).

As noted in the examples above, within a challenging regulatory framework the
participants strive to recognize and support their patient’s autonomy. They see the unique person
and recognize the confines and intentions of a regulatory structure that diminishes autonomy and,
in so doing, assists the person in navigating those challenges. The attitudes and stances of these
participants are starkly different from those who value and embody the mechanisms of control
imposed by the regulatory structure.

In addition to these participants’ recognition of the need for agency, they also value and
employ a person-centered approach. The National Institute of Medicine (2001) urged healthcare
providers to offer person-centered services. Two essential elements of person-centered care
include individualizing health services to patient needs and treating the whole person rather than
just the disease (Balbale et al., 2015). The participants above demonstrate the person-centered
approach by recognizing the person’s unique challenges and thus offering flexible treatment
options.

Participants who engaged in stigma mitigation were more likely to embrace the scope of
harm reduction practices as part of allowing self-determination for patients. One participant
commented, “So really, it’s to give them support and keep them alive for another day till they can

have those conversations and that lucidity.”
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A recent study explored people with OUDs ideal treatment system. One component of
that perfect treatment system incorporated the full range of harm reduction practices, including
tools and resources to limit the use and syringe exchange (Andraka-Christou et al., 2021).
Participants of the current study embraced person-centered approaches; one stated,

Everyone’s reasons for being in a program like methadone are all different. I mean,

people can get methadone just because they want to reduce the amount of money they’re
spending on heroin. So, like, everyone’s thoughts behind it vary.

In valuing and respecting each patient’s unique treatment goals and right to
self-determination, counselors were more likely to encourage the full scope of harm reduction
measures. As one participant stated, “I feel that clients come to you. You have to meet them
where they are . . . harm reduction. What do they need right now? Help the client make it through
their day safely.”

Personal Reflections on Mitigation of Stigma

Participants who were able to mitigate stigma in the MMTs were individuals who held
whole-person views of the patients they cared for or had personally utilized methadone. They
appeared to recognize everyone’s need for self-determination respective to their wants for that
person’s life. They more fully embraced the elements of person-centered practices described by
the Committee on Quality of Health Care in America, Institute of Medicine (2001) as
demonstrated in their advocacy in assisting patients with harm reduction tactics and navigating
the rule structure.

The exploration of both stigma and mitigation of stigma, and where those attitudes and
behaviors arise from when examined through the theoretical lens of structural racism,
intersectionality, self-determination theory, and harm reduction as a movement offers insights
into potential interventions at the programmatic level that may unravel the long-standing cultural

norms of MMPs. The current study highlights the cultural underpinnings of MMPs, specifically
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how counselors embody and react toward their patients because of racially created and
institutionalized culture. Currently, the federal government is standing on the precipice of
change, necessitating the leadership of MMT need to be readied to support and empower change.

SAMHSA recognizes the imperative need to address the rule structure which fuels
structural stigmatization of the use of methadone and the people with OUD (Health and Human
Services Department, 2022). Embracing a holistic, person-centered approach within a rigid rule
structure may increase patient engagement; however, exploring and understanding the range of
experiences by counselors charged with implementing the loosened regulations offers
opportunities for leadership interventions.

The emergency waivers issued during COVID-19 provided a natural experiment by
allowing MMTs to implement telehealth and relaxed guidelines towards take-home medication.
For the first time in the history of MMTs, clinical judgment guided the application of the rule
structure; however, were counselors ready to embrace these temporary guidelines?

Synthesis and Interpretation of Research Question 3

To offset the risk of infection from COVID-19, SAMHSA allowed states to adopt
temporary waivers that included telehealth and relaxed guidelines in providing take-home
medication. Connecticut fully embraced these waivers. While some states chose to adopt
measures guided by their unique philosophies, programs further interpreted the waivers. Under
medical providers' direction, counselors implemented this guidance into practice.

As a long-time program director, I found it hard to contain my enthusiasm for
implementing the new measures. I understood that the intention was to reduce the risk of
contagion from COVID, but I also knew these changes could be game changers. I met with our

medical director for guidance; I was even more delighted to hear them tell me I was being
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conservative in my thinking. I quickly adapted my views and have not looked back. My clinical
approach has changed dramatically and unaltered over the course of the pandemic and through
the writing of this dissertation. What I found is that I am a bit of a unicorn. Each of the agencies
outside of the APT Foundation began to roll back practices allowed under the emergency
waivers. Some, for example, re-instituted supervised urine testing or moved to reduce or
eliminate flexibilities in the provisions of take-home medication. Even within my agency, while I
was steadfast in my practice, other supervisors and clinical directors reverted to more
conservative clinical practices.

Participants in the study, some of whom work within my agency—a low barrier MMT
—expressed ambivalence in using telehealth and increasing access to take-home medication. As
seen above, some participants voiced trepidation in using telehealth, being unable to fully
monitor patients, while others found their sessions more engaging. Similarly, participants voiced
varied thoughts and feelings about the increased flexibility of take-home medication.

Word choice by participants who were more reluctant to issue take-home medication
centered on whether patients “deserved” take-home medication based on “accountability,”
“responsibility,” and “safety.” These participants believed that take-home medication was a
“privilege.” On the other hand, participants who were more open to giving take-home medication
spoke of “flexibility,” embracing the notion that patients could self-manage outside of the clinic.

The trepidation and resistance to implementing the waivers suggest how far-reaching and
engrained the regulatory structure combined with a culture created to segregate the other
influences clinical judgment and thinking. That resistance remains despite programmatic

philosophies to embrace change is a further suggestion of the seemingly insurmountable force of
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an abstinence-based, recovery-oriented command and control demonstrated by counselors
providing treatment for OUD.

Shifting the regulation did allow for some counselors to test their perceptions. As one
participant commented,

I had to change my approach. I used to be, I used to be very, I am very concerned about

safety and risk. And, and I’ve had to kind of be more open to . . . Okay, well, there’s not
too much we can do when somebody leaves this building.

While others remained steadfast with their convictions that “it’s a privilege” and
take-homes “need to be earned.” For some participants in the current study and others working in
MMT nationwide, COVID-19 and implementing emergency waivers are what Mezirow (1991)
referred to as a “disorienting dilemma.” A disorienting dilemma is a crisis that triggers a
questioning of assumptions that may transform beliefs and allow for new meaning-making of
that experience (Mezirow, 1991). Some participants begin, as above, questioning their need (and
ability) to control patient behavior. In so doing, an opportunity arises by which long-standing
normative behavior and values can be questioned and potentially changed.

The opioid epidemic has not abated. Overdose deaths continue at high levels,
disproportionately affecting Black and Brown communities (James & Jordan, 2018). Since
implementing the relaxed regulations, researchers have fervently studied the impact of these
changes. A recent meta-analysis of these studies (Krawczyk et al., 2023) noted that while many
providers embraced the flexibilities, many also expressed concerns that the increased flexibilities
would lead to patient destabilization and an increase in “undesirable patient behaviors”
(Krawczyk et al., 2023, p. e241).

As noted in Chapters I and II, I am employed by an agency that is progressive in its
stance towards reducing the treatment burden for the people we serve. Despite our overarching

philosophy, among counselors and the range of clinical staff, hesitancy to change remains.
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Cultural orientation and institutional stigma appear to have deep-seated roots. These entrenched
roots pose a significant concern in our ability to re-wire the experience of MMT and better attract
and retain people in care; however, there also appear to be, as will be discussed, opportunities to
challenge and unravel long-standing norms.

Synthesis and Interpretation of Results for Research Question 4

The aim of the current study, utilizing a critical lens, was to explore addiction counselors’
framing of interactions with patients and their beliefs about the people using MMT and the
treatment itself. My analysis of the findings uncovered evidence of both stigma and mitigation of
stigma primarily influenced by the counselor's cultural orientation towards PWUDs and MMT.

The study explored addiction counselors’ meaning-making of interactions while
leveraging the rule structure of MMT. The narratives show the reinforcing nature of a punitive
rule structure, guided by, and implemented under the war on drugs as a mechanism of social
control. The MMT system was established to disenfranchise PWUDs who, at the time of
initiation, were more closely associated with People of Color. MMT was established not as a
program of wellness but as a racially biased system meant to monitor and control people with
OUD. To date, it is a system linked to minoritized persons who use drugs compared to the
White-privileged treatment protocols created for the “new face of addiction” in the current
opioid crisis.

The participants’ descriptions readily show the repercussions of these policy structures
and cultural influences. Despite their passion for the work and concern for the people they care
for, addiction counselors echo the stigma and normative biases established in the regulatory
system and reinforced by culture. These structural impediments of stigma are particularly evident

in counseling interactions among people with OUD who may not be interested in achieving
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abstinence, suggesting that intersectional stigma is levied on those who continue to use
substances. The presence of these intersecting stigmas suggests that the most vulnerable people
to the ills of substance use are more disenfranchised by counselors and, as such, may be more
likely to leave treatment.

In 2020, fueled mainly by the influx of fentanyl, there were over 100,000 people lost to
overdose deaths (CDC, 2021) and death rates are not declining. Pharmacological treatments for
OUD, particularly methadone and buprenorphine, are highly effective in reducing the risk of
overdose (Santo et al., 2021) but remain grossly underutilized. In the United States as of 2020,
only 311,000 people received methadone (SAMHSA, 2022), less than 5% of the estimated 7.6
million people with OUD receive care (Krawczyk et al., 2022).

The COVID-19 epidemic provided an opportunity to move barriers, including political
willpower, to implement these changes. These changes may be a step to improve access and
retention in the use of MOUDs. The opioid epidemic shows no sign of slowing, and People of
Color are disproportionally affected by overdose deaths. Between 2013 and 2017, deaths from
synthetic opioids other than methadone increased eighteenfold among Black people and
twelvefold among Hispanic people compared with a ninefold increase among White people
(Spencer et al., 2019). MOUDs not only provide a path to wellness and health but protect people
who use opioids against the risk of overdose (Davis & Carr, 2019).

While the agonist MOUDs are lifesaving medications, they remain underutilized among
Black and Brown people with OUD (Stein et al., 2018). As discussed throughout this study,
methadone was established as a criminalized modality of care as a mechanism to control Black
and Brown heroin users. While methadone was “designed” to address the use of this population,

the stigma and high burden demand of methadone treatment contributes to low access and
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retention of use in Black and Brown communities. Access to the less stigmatized medication,
buprenorphine, is more difficult to access in Black and Brown communities. Barriers include
lack of prescribers in these communities and insurance barriers (Lagisetty et al., 2017; Stein et
al., 2018). The lack of access to and retention in the use of these medications poses substantial,
and disproportionate health risks including the increased risk of death to Black and Brown
PWUDs.

While SAMHSA is considering making permanent regulatory changes that improve
access and retention to the use of both MOUDs, it is essential to consider if regulations that
remove long-standing structural policies that have created and maintained racial disparities in
health, go far enough. For example, one study recommended the loosening of methadone
regulations and considering creating access to office-based methadone long utilized in other
countries (Andraka-Christou, 2021). In addition to continuing to examine and challenge
macro-level impacts on racialized drug policies, studies need to be implemented examining
programmatic practices that improve access and retention to MOUDs for Black and Brown
PWUDs. I will discuss this further when describing my ideas on needed further research.

The current study explored the beliefs and experiences of addiction counselors providing
methadone treatment, highlighting the structural and cultural barriers imposed on people utilizing
treatment contributing to premature discharge. Counselors, much like the public, embody
socially constructed beliefs and attitudes regarding people with OUD and reinforce the
stigmatized identities of people with OUD through their interactions in the treatment setting.

An interesting theme that I found was that some counselors stigmatized other counselors
and treatment systems who attempted to decrease treatment burden by characterizing them as

enabling use. This stigma suggests the relative strength imposed by the racially-culturalized
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systems that filter through educational and training systems, creating a hegemonic-normative
treatment structure. My study also demonstrates that while changing the punitive regulatory
structure is necessary, those changes alone will not alleviate the long-standing shadow of stigma
enshrouding MMT.

Throughout my training and in subsequent supervisory sessions, I often heard language
promoting the idea of the “addict” needing to “hit rock bottom” and that people needed to feel
the “consequences” of their actions. Training systems sorely lacking any orientation around
methadone coupled with punitive regulatory system till now reinforce stigmatizing beliefs and
attitudes. They force counselors to act without partnering with the client when determining what
will promote health and well-being. Even as SAMHSA acknowledges, the burden-laden system
that fuels stigma towards people with OUD and MOUDs, addiction counselors largely remain
entrenched in their convictions.

While demonstrating the presence of stigma, the data of this study also evidences
potential opportunities to mitigate stigma, mainly through promoting whole-person views,
increasing counselors’ understanding of the regulatory structure, and intentionally hiring
counselors with personal experience with methadone. The themes generated that reduce stigma
and broader considerations regarding policy change suggest opportunities for future studies.

Study Implications and Recommendations

The present study elucidates the complex interactions of hegemonic cultural beliefs and
values with the punitive regulatory framework of OTPs. These systems operate to create and
maintain a structurally racist system of care. Culture and policy structures work in a reciprocal

fashion imposing stigma on PWUDs, particularly those who use opioids, in a system where race
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has been used to define who is deserving of medicalized care and who is deserving of
criminalization.

CRT provides a necessary lens through which policymakers, educators, and members of
the healthcare system can examine and challenge long-standing, racist power structures inherent
in the United States substance use disorder treatment system. The beliefs and attitudes of
addiction counselors brought to light in this study’s findings reflect the systemic punitive,
racialized system of care. The findings of this study, taken together with research contributing to
the development of this study, demand a call to action from policymakers, educators, OTP
managers, and clinicians to address healthcare disparities contributing to the ongoing loss of life
and the resounding implications of those losses on our society. Based on my research I now
recommend specific action steps for policymakers, healthcare educators, and opioid treatment
programs and counselors
Recommendations for Policymakers

I call on policymakers to intentionally and persistently engage with researchers who have
laid out a vast body of recommendations to deconstruct war-on-drug policies that continue to
harm people disproportionally based on race and other marginalized identities. Measures include
challenging the United States preference for abstinent-based treatment and embracing the range
of harm reduction practices and treatment approaches embraced by other nations. For example,
Canada, Europe, and Australia allow for methadone to be accessed both in specialized clinics and
in pharmacies (McCarty et al., 2021) as well as expediting regulations and payment structures
that allow for the use of mobile methadone (Buning et al., 1990; Joudrey et al., 2021).
Policymakers have the ability and responsibility to implement the regulatory changes to allow

for the implementation of these innovations. The use of pharmacy-based methadone and mobile
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methadone units has been demonstrated to increase access to methadone and potentially reduce
stigma to the use of methadone. As these enhancements to access methadone are employed,
researchers will need to examine strategies that break barriers among Black and Brown people
who distrust the use of methadone. Partnering, for example, with initiatives that have expanded
access to buprenorphine in Black and Latinx communities (Bellamy et al., 2021) and bringing
mobile methadone to identified churches may enhance access and patient choice of MOUDs.

In addition to re-imagining and changing the OTP model, regulators at the federal level
must gain the willpower to embrace the full range of demonstrated harm reduction practices
including safe consumption sites (Yoon et al., 2022) and syringe service programs (Jarlais et al.,
2015). Lastly, federal lawmakers must take the bold step to de-criminalize drugs. Mass
incarceration of predominantly Black, Brown, and impoverished people who use drugs remains a
scandal in the United States

Additionally, OTPs in the United States are often run as for-profit entities. While these
agencies have provided life-saving medications to people who are able to utilize these systems,
individuals with a lack of access to insurance or insufficient financial resources to access care
likely disadvantage Black and Brown people who would benefit from methadone. Regulatory
structures that incentivize not-for-profit agencies to open low-barrier clinics or other strategies
that challenge the insurance and for-profit industry are needed.

Recommendations for Healthcare Educators

The findings of this study point to the necessity to recruit, train, and retain people who
look like the community they serve. Recruitment needs to include not only people of color but
people who have (or continue) to utilize MOUDs in their own care. People who utilize MOUDs,

in my experience, face barriers to education secondary to policies or practices suggesting
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individuals who identify as in recovery cannot be actively maintained on a MOUD and provide
treatment. These practices elevate, in my opinion, continue to elevate abstinence-based treatment
preference and stigmatization of the use of MOUD.

Recommendations for Opioid Treatment Programs and Counselors

As a long-time manager of an OTP and as reflected in the findings of the study, I have
seen clinical staff reinforce and perpetrate stigmatizing actions and attitudes both directly in our
interactions with patients and indirectly in demeaning language that we use in our records and
other communications. As managers, we need to address this directly in supervisory sessions. As
clinicians, we need to hold each other accountable and call out stigmatizing behaviors that
disenfranchise the people in our care. Additionally, as program managers, we can take steps in
our hiring practices to create a care team reflective of all the identities we serve.

This study reflects the collective structural forces created and reinforced at every societal
level. The implications of counselor stigma are, as stated, a single symptom with wide-ranging
implications. In addition to this broad discussion of implications raised by these findings,
specific directions of future research are discussed below.

Study Limitations

Although this study contributes to the understanding of how addiction counselors
perceive and enact stigma and where those beliefs arise from, several limitations to this study
warrant consideration. One limitation of phenomenological designs is that there is no clear
method or formula for conducting a study and as described by Dukes (1984), is more a
perspective on what constitutes knowledge in understanding humans. I employed a critical
phenomenological design that allowed for the interpretation of the data utilizing sensitizing

constructs from theory and my socio-cultural experience in analyzing the transcripts. While I
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used multiple coders in the analysis process and remained close to the original transcripts in
interpreting the data, my insight may reflect my cultural bias.

Phenomenological studies are not intended to produce theory or to be generalizable
across populations. The purpose is to uncover lived experience of a phenomenon in a place and
moment in time (Oksala, 2022). The purpose of this study was not to generalize findings across
counselors or treatment populations, or to broader populations, but to shine a light on the
perspectives of individuals providing frontline care to individuals with OUD with the intent to
improve clinical practice and engagement. Counselors’ experiences in OTPs in Connecticut may
not be generalizable to counselors in other regions. Further, while I made efforts to draw my
sample from a broad range of clinics in Connecticut, I could not recruit counselors from the full
spectrum of OTPs in the state. Given that the findings did not appear to be influenced by clinic
culture, as evidenced by counselors from the more progressive system expressing the same
beliefs and attitudes as those from more conservative systems, additional insights might have
been gained with broader inclusion. However, the power of the social stigma of methadone may
outweigh the organizational culture of programs in influencing counselors’ perspectives on MMT
and the patients who receive it.

As an additional consideration in the study design, I sought to include participants who
had experience with the regulatory structure before the start of the pandemic through the time of
recruitment. As a result, participants were long-term employees and, as such, may have had
different training and cultural experiences than counselors who are newly engaging in the field.
Investigating the perceptions of counselors who have been more recently trained and hired by

OTPs is one area of future research.
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Lastly, confirmation and interpretation of transcripts were not reviewed with participants.
This decision was made secondary to the sensitive and complex nature of the interpretations and
to ensure the timeliness of completing data collection and analysis. While this level of review
poses a limitation, thematic saturation was obtained in the 26 interviews helping to provide
trustworthiness of the data.

Directions for Future Research

This study is one of the few that explore the experiences of addiction counselors
employed by OTPs. To my knowledge, it is the only study exploring how counselors perceive
and enact or mitigate stigma in the counseling relationship, which warrants future research. In
the face of the ongoing opioid crisis, an increased understanding of the complexity of the
interaction of racially biased, normative cultures, regulation, and stigma encompassing MMT
and the people who utilize it offers potentially life-saving insights to increase engagement in
treatment.
Recommended Research for Enhanced Understanding of Addiction Counselor Stigma

Additional studies are needed to validate perceived and enacted stigma by counselors
working in OTPs in varied geographic regions, along with the inclusion of newer counselors
with a more diverse range of work and training experiences. Such studies may elucidate
additional regional or cultural differences, further enhancing our understanding of the scope of
the nuanced effects of stigma.
Recommended Research on Intersecting Identities of Patients

My findings suggest that knowledge regarding methadone treatment, the historical
implications of policy, and the impact of regulations is all but absent in education and training

curriculums. Additionally, the themes generated here point to the need to better understand
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intersecting identities of people utilizing treatment face differing stigmatization by addiction
counselors.

Increasingly, there are calls for clinical science to embrace and center social justice,
intersectionality, and diversity within clinical work, theory, and research (Buchanan & Wiklund,
2020). My study suggests not only education and training gaps regarding the socio-historic
background of methadone, but also indicates the need for increased attention to identifying
treatment barriers and retention gaps based on community-level data. For example, as discussed,
Black and Brown people with OUD are less likely to utilize and be retained in either agonist
MOUD. The availability of methadone is concentrated in urban, lower-income, Black and Brown
communities. The clinic that I manage, for example, is in the heart of an impoverished, Black
and Brown urban area. Nationally, Blacks are more likely to use methadone more often than
buprenorphine secondary to policy construction, insurance, and access (Andraka-Christou,
2021). Interestingly, the patient census at the APT Foundation (2023) comprised just under 22%
of Black patients.

This disparity raises several important considerations. We have made concerted efforts to
improve access and retention to treatment through policies that reduce treatment burden and
embrace harm reduction; however, have we and others neglected considering the complexities of
intersecting identities? Is racial bias perpetuated at the clinic level? What would anti-racist
outreach and treatment look like?

I have pointed out earlier that CRT provides an essential lens to examine the impacts of
proposed and enacted policy changes to ensure that race and other marginalized identities benefit
from these changes and are not left in the margins. In critically examining and questioning who

would benefit from policy change, inequities in healthcare can be removed. For example, does
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specifically examining/addressing race or other intersecting identities in treatment outcome data,
only recreate similar hegemonic-value-based clinical judgments in our clinical interactions?
Have we inadvertently reinforced negative racialized stereotypes? It is known that People of
Color are more likely to experience unstable housing (M. M. Jones, 2016) and unemployment
(Bureau of Labor Statistics, 2018). In applying the regulatory structure of MMT, these two
factors—unstable housing and unemployment—would lead to decreased take-home medication
schedules, increasing the burden of treatment.

The disparities in the numbers of Black and Brown people engaged in treatment within an
inner-city clinic demand an examination of clinic practices that may be contributing to the lack
of access and retention of services. As the regulatory structure evolves, clinical judgment is
relevant in deciding who receives take-home medication, and as such, what steps are needed to
that mitigate structural disadvantages. Additionally, drawing from the success of researchers such
as Bellamy et al. (2021), studies examining the implementation of mobile methadone and
pharmacy-based methadone and that are culturally responsive may offer opportunities to engage
Black and Latinx communities.

Recommended Research for Counselor Education and Practice

The current study offers insights into addiction counselors’ beliefs, attitudes, and
behaviors toward MMT and people utilizing it. Future research must include testing training and
educational modules for counselors within existing OTPs (and beyond) to create a new cultural
orientation that acknowledges and addresses a criminalized, racialized system of care. Gwadz et
al. (2022) put forth one potential theoretical framework that may be beneficial in addressing the
systemic issues embedded in OTPs. In their recent study, workers sought to improve engagement

in care with Black and Brown people living with HIV. The population they looked at
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significantly overlaps with the populations utilizing or would benefit from methadone. Gwadz et
al.’s framework integrates the theoretical concepts of CRT harm reduction, and
self-determination theory.

CRT aims to illuminate racial phenomena, expand public health discourse about the
social effects of structural racism, and challenge racial hierarchies (Delgado & Stefancic, 2023).
Behavioral interventions generally cannot change structural or systemic factors; however, they
can acknowledge and seek to circumvent structural racism and barrier to health outcomes
(Gwadz et al., 2022).

Harm reduction is not only a specific intervention to reduce the negative effects of drug
use but is also a social justice movement built on respect for the rights of PWUDs. The strategy
establishes a perspective that allows counselors to work together with PWUDS on their goals to
reduce the harm of drug use embracing self-determination (Gwadz et al., 2022). While not
explicitly discussed in training, self-determination theory is an essential underpinning of the
motivational interviewing (Gwadz et al., 2022), an evidence-based practice widely used in the
treatment of SUDs.! It is intended to be a collaborative counseling approach to promote behavior
change that elicits patients’ values, perspectives, and questions and identifies ambivalence to
foster motivation to change (Vansteenkiste et al., 2012). Education linking these theoretical
frameworks with relevant interventions would offer participants a socio-historical context and
targeted person-centered interventions for people with OUD in an evolving OTP structure.

In a similar vein, the underlying assumptions of structural competency—which strives to

instill an awareness of the socio-cultural and institutional structures that impede our healthcare

! Gwadz et al. (2022), explain motivational interviewing as “an evidence-based directive and collaborative counseling
approach for behavior change that elicits participants’ values, perspectives, and questions, identifies ambivalence and
discrepancies, and corrects misinformation with permission, to thereby foster durable intrinsic motivation and readiness
for change” (p. 6).
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systems (Hansen & Metzl, 2016)—coupled with the concepts of cultural healthcare capital
(Shim, 2010)—which draws awareness to unconscious, habitual schemes of perception, thought,
and action—may also offer insights into further training interventions.

Training that employs techniques derived from the above theoretical concepts may
increase the collective consciousness of counselors of the historical and cultural roots of MMTs
and those who utilize them. However, changing healthcare systems is challenging (Berwick,
2003). Stigma encompassing SUDs remains persistent and challenging (Kelly et al., 2015; Zwick
et al., 2020). To date, based on the literature review provided in Chapters II and III, while there is
a solid understanding of how micro and macro stigma impact people with OUD, minimal
comprehensive inroads have been made to reduce stigma.

Additionally, addressing stigma reflected among clinicians may prove challenging. As
such, a change management approach may be beneficial to address clinic-level outcomes. For
example, early in this study, I discussed a “plan, do, study, assess” method utilized by my
organization to improve overall access to care (L. M. Madden et al., 2018). We were quite
successful in addressing targeted issues to enhance care. Utilizing these interventions while
attending to structural racism and stigma may be beneficial.

Concluding Thoughts

Momentum continues to gain in the public because of increased awareness drawn from
50 years of research documenting the ill effects of the U.S. war on drugs—specifically, the war on
some people who use drugs. As a result of the opioid epidemic, so many lives are needlessly lost
daily. In part, the loss of these people rests in the hands of policymakers, who until now have not
had the political willpower to change the MMT regulatory system. Methadone treatment is one

of the most researched applications of any medications. In the United States, despite this vast
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knowledge base, methadone remains one of the most poorly understood and most stigmatized
treatment interventions. As a colleague and mentor of mine frequently states, “It’s methadone,
not plutonium.” It is a medication that saves lives.

Even as SAMSHA moves to change the regulatory system and potentially position
providers to improve treatment and partner with patients, stakeholders are jockeying to limit
access to both telehealth and take-home medications while others are calling for a complete
dismantling of MMTs. The system needs to be completely overhauled. There is a wealth of
information from other countries that have less restrictive access to methadone, including hybrid
models utilizing both dispensaries and pharmacies. These show positive patient outcomes. For
the first time in my career, [ am optimistic that the Federal Government will make a significant
step to move the system where it needs to go. This includes recent federal policy change
allowing for the implementation of mobile methadone (El-Sabawi et al., 2021) increased
enthusiasm examining the benefits of pharmacy-based methadone, and at the state level,
increased implementation of overdose prevention and safe-consumption sites. Most importantly,
while my research shows some mechanisms by which counselors unintentionally engage in
stigmatizing practices, it also sheds light on potential paths to move forward.

In closing, I cannot emphasize enough that the stigmatizing attitudes, beliefs, and
behaviors discussed in this study reflect complex forces. Each counselor I interviewed and all
counselors I work alongside daily, believe they are doing what is right and just to promote health
and well-being among their patients. Over my career, there is nothing that was said by a
counselor documented in these transcripts that I, too, did not think or say at some point. It

reflected my training; it reflected my experience.
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Counselors can be helped to increase self-awareness of their perspectives and support
them in making positive changes. People with lived experience utilizing MOUD can be actively
and proactively invited to the table. The pandemic was a disorienting phenomenon and may
serve as a significant catalyst for change to the treatment systems, specifically for those with
OUD in the United States. Researchers, practitioners, and policymakers hold the knowledge and
tools to create an anti-racist substance abuse treatment system that promotes dignity and
well-being to all PWUDs who may or may not be ready, willing, or able to move towards
abstinence. As a professional who has dedicated her career to working with people with OUD,

the current study offers me the next steps as I promote programmatic change.
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APPENDIX A: INTERVIEW GUIDE

Introductory comments: Thank you for agreeing to speak with me today. As a reminder, your
participation is voluntary and confidential.

I am interested in your experiences of working with people utilizing methadone treatment and
your overall experiences of working in MMT- particularly over the course of the pandemic. [ am
hoping to hear some of your stories of your journey, including learning how you came to this
work, your experiences with people in treatment before and through COVID as well as your
thoughts post COVID.

Interview Questions:
1. How did you come to work in substance abuse?

Prompts: was it a calling? Early background w/SUDs, training, philosophy of
treatment

2. How did you first learn about methadone? What did you think about it? How
about the people using the treatment? What were your first experiences like?

Prompts: Understanding of the medication, early training experiences, exposure

3. What led you to your current position as a counselor providing methadone
treatment? What is it like for you being a provider? Describe what a day is like for
you and what your experiences are working with clients. Challenges/Joys of the
day?

Prompts: story of the day- story of clients- evoke feelings. early experiences with
clients and reactions to the clinic and clients. Evoke rule structure experience,
feelings with clients. Challenges of the day- joys of the day, What keeps you
coming back?

4. Can you tell me about the people you treat? Who are they? What’s it like
providing services for them? How do they respond to being in the clinic and to the
treatment?

5. Many patients use substances other than opioids or continue to use opioids, and
struggle with those even though they are in treatment, what’s your experience of
this and how do you respond to their continued use- prompt for an interaction.
Describe a scenario.

Prompts: Clinic practices? Alignment with your own treatment philosophy-
continued use of methadone? Clients investment in recovery?

6. There are a lot of rules associated with methadone, when did you first learn about
these rules and what was your experience of them? What is the purpose of the rule
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structure? How do you feel they support a person’s recovery process? Give some
examples.

Prompts: Encourage specific discussion on rules: diversion, observed dosing,
observed urines

How do the rules impact your interactions with clients- example

Prompts: around various rules such as diversion, observed dosing

Since COVID-19 began methadone rules have been relaxed. How did your clinic
and your practice change since COVID? Did it change your interactions with
patients? And how did you feel about it?

Prompts: Focus on their description of practice: bottles, telemedicine

What did you experience with your patients? Give some examples. What did they
experience? How did it change your approach to treatment?

The waivers remain on the books, at least for now. Has your clinic changed your
approach to the waivers over time? Have you changed your approach? How so-
and give some examples?

There is a lot of conversation going on about changing the rule structure of
methadone treatment. What do you believe should happen? Would these changes
support patients recovery process?

What else would you like to tell me about your experience working in MMTs
with people who have OUD?
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APPENDIX B: EXTERNAL INFORMED CONSENT
Study on Addiction Counselors Lived Experiences

You are invited to participate in my doctoral dissertation research on Addiction Counselors'
lived experiences. Particularly, I am interested in hearing the experiences of addiction
counselors who are employed in programs providing treatment for opioid use disorder
utilizing methadone. Specifically, I am looking to interview counselors who were working at
least 6 months prior to the onset of COVID-19 (March, 2020) through the present day.
Participating in the study means taking part in an individual interview with me that will last
about 45 to 60 minutes. The interview can take place via Zoom video conference.
Your participation is voluntary. You are free to choose whether or not to participate in this
study. If you choose to participate in an interview, you are free to decline to answer any question
or to stop the interview at any time. Please know that there will be no hard feelings if you choose
not to take part in the study or if you do participate and then withdraw.
Your participation is confidential. Your identity and the information you provide will be kept
confidential. I will combine the information you provide with the responses of other study
participants, and I will remove any identifying information from my notes and the transcript of
our interview. You will not be named in any reports of this research. With your permission, I
would like to record our interview for accuracy. Once I have transcribed the interview in writing,

I will delete/erase the recording. Please initial here if you consent to be recorded:

There are no known risks to participating in this study beyond those of everyday life. There
is no direct benefit to you for your participation. However, by sharing your experience and
insights in this study, you may contribute to our understanding of the lived experiences of

addiction counselors working in OTPs and their relationship the individuals you serve.
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If you have any questions, please contact me or my faculty sponsor using the information
below.
Thank you for considering my request for your help.

Sincerely,

Kathy Eggert, Ph.D. Candidate, Antioch University
(email)
(phone number)

Beth Mabry, Ph.D., Professor, Antioch University
Graduate School of Leadership and Change
email

This study was reviewed by the Antioch University Institutional Review Board for the

Protection of Human Subjects (Dr. Lisa Kreeger, Chair).
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Signed Informed Consent (please print your name below, check the box yes or no, and date.

e |amage 18 or older

e | have read the above informed consent form
e | voluntarily agree to par9cipate in the study
e | give my consent for recording the interview

Printed Name of Participant:

Agree to participate: Yes . No

Date:

If you find that you want to talk with someone about your experiences or feelings

after participating in this study, please contact the Crisis Text-line (Text HOME to

(xxxx) or call (Toll free #)
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APPENDIX C: INTERNAL INFORMED CONSENT FORM
Study on Addiction Counselors Lived Experiences
INFORMED CONSENT FORM

My name is Ermonda Markaj and I am a Research Project Coordinator at the APT
Foundation. I am contacting you to invite you to an individual interview with me in my work
with Kathy Eggert’s doctoral dissertation research on Addiction Counselors lived experiences.
Kathy, who is the director at the APT Congress Avenue location, is a Ph.D. candidate at Antioch
University’s Graduate School of Leadership and Change. She is interested in hearing the
experiences of addiction counselors who are employed in programs providing treatment for
opioid use disorder utilizing methadone. Specifically, she is interested in the perspectives of
counselors who were working at least 6 months prior to the onset of COVID-19 (March, 2020)
through the present day.

So that we can gather data and insights from APT counselors, I will conduct confidential
individual interviews with counselors willing to be in Kathy’s study. I will not reveal to Kathy or
anyone else at the APT Foundation who takes part in the research or who declines to be in the
study. Further, the data shared with me will be de-identified so that there is no way the
researchers could identify responses with the person who provided them,

Interviews will last about 60 minutes. The interview will take place via Zoom video
conference. With your permission, I would like to record our interview for accuracy. Once
transcripts are completed and their accuracy verified, the recording will be deleted. Until then
they will be password protected and only I, as the interviewer, will have access to them.

Your participation is voluntary. You are free to choose whether or not to participate in
this study. If you choose to participate in an interview, you are free to decline to answer any
question or to stop the interview at any time. Please know that there will be no hard feelings if
you choose not to take part in the study or if you do participate and then withdraw.

Your participation is confidential. Your identity and the information you provide will
be kept confidential. Prior to the transcripts being given to the researcher, Kathy, I will remove
any identifying information from the transcripts and my notes. After I remove any identifying
information, my notes and transcripts will be reviewed by the faculty sponsor on Kathy’s

dissertation project to help ensure identifying information is removed and your confidentiality is
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maintained. Only then will the information you provide be combined with the responses of other
study participants and given to Kathy for analysis as part of her larger project. You will not be
named in any reports of this research and Kathy will not know who chooses to participate or not
in the study.

There are no known risks to participating in this study beyond those of everyday life.
The only material benefit to you for your participation is a token of appreciation in the form of a
$25 gift card. Some participants may find it gratifying to share their experiences and insights
about their professional work. By participating in this study, you may contribute to our
understanding of the lived experiences of addiction counselors working in OTPs and their
relationship to the individuals you serve.

If you have any questions, please contact me or the faculty sponsor using the
information below. Thank you for considering my request for your help.

Sincerely,

Ermonda Markaj
(email)
(phone number)

Beth Mabry, Ph.D., Professor, Faculty Sponsor
Graduate School of Leadership and Change
Antioch University, (email)

This study was reviewed by the Antioch University Institutional Review Board for the

Protection of Human Subjects (Dr. Lisa Kreeger, Chair, email).
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Signed Informed Consent (you may print, sign, and scan or take a picture of this page)

e |amage 18 or older

e | have read the above informed consent form
e | voluntarily agree to par9cipate in the study
e | give my consent for recording the interview

Printed Name of Participant:

Signature Date

If you find that you want to talk with someone about your experiences or feelings

after participating in this study, please contact the Crisis Text-line (Text HOME to

XXXXX) or call 1-800-XXX-XXXX.
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APPENDIX D: EXTERNAL INVITATION TO PARTICIPATE

Hi. My name is Kathy Eggert, I am a doctoral student completing my dissertation project
through Antioch University Graduate School of Leadership and Change. I also have been
employed at the APT Foundation where I am the director of one of our methadone maintenance
programs.

I am interested in the lived experiences of addiction counselors who work providing treatment
with methadone. [ am particularly curious of your experiences both before the pandemic and up
to now. I am looking to interview counselors/clinicians who were employed in methadone
maintenance programs at least six months prior to the emergency waivers put in place by
SAMHSHA- September 2019 through the present day.

Your participation is voluntary, and all the interview data will remain confidential. Interviews
will be held on zoom for your convenience and take approximately one hour. The session will be
recorded and transcribed. Once the transcription has been reviewed and de-identified, the
recording will be deleted.

For people who participate, you will receive a $25 Visa gift card as a thank you for your time.

If you have an interest in learning more about the study, please feel free to call me at (phone
number) or send me an email at (email address)

Thank you for your consideration and assistance,

Kathy
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APPENDIX E: INTERNAL INVITATION TO PARTICIPATE
Study of Addiction Counselors’ Lived Experience Working in Opioid Treatment Programs

Telephone Script or email for Participants Internal to the APT Foundation
Invitation to Participate: Lived Experiences of Addiction Counselors’
Dissertation Project: Kathy Eggert, Ph. D. Candidate, Antioch University
(email, phone number)

Clinical Staff,

Many of you know me as the director of the Legion Clinic. Additionally, I am a doctoral student
completing my dissertation project through Antioch University Graduate School of Leadership
and Change. My project has been reviewed and approved by both the APT Foundation Board as
well as the Antioch IRB.

I am interested in the lived experiences of addiction counselors/clinicians providing treatment in
methadone maintenance programs. I am particularly curious about your experiences both before
the pandemic and up to now. I am interested in interviewing counselors/clinicians who were
employed in methadone maintenance programs at least six months prior to the emergency
waivers put in place by SAMHSHA- September 2019 through the present day.

Your participation is voluntary, and all the interview data will remain confidential. Your choice to
participate or not has no bearing on your employment. Interviews will be held on Zoom for your
convenience and will take approximately one hour. The interviews will be conducted by
Ermonda Markaj, research assistant for the Foundation. The session will be recorded and
transcribed, and de-identified. Once the transcriptions have been de-identified, the recordings
will be deleted. At no time will I or other employees at the Foundation know your identity.

For people who participate, you will receive a $25 gift card as a thank you for your time.

If you have an interest in learning more about the study, please contact Ermonda Markaj at (xxx)
xxx-XXXX.

Thank you for your time and consideration!

Kathy Eggert, LCSW, Ph.D. Candidate



APPENDIX F: LETTER OF AGREEMENT

apt foundation

TREATMENT, RESEARCH & RECOVERY

Angust 18, 2022

Kathryn Eggert, LCSW

Dear Kathy,

On 5/31/22, the APT Board of Directors approved your protocol, An exploration of the
Intersection of Drug Policy on Addiction Counselor’s Attitudes Towards Patients Treated
Utilizing Methadone, pending approval from the Antioch University IRE.

In support of your dissertation protocol, the APT Foundation agrees to provide the time of a
research assistant who will recrait and mterview counselors employed by the Foundation, and
will de-1dentify transcripts. The research assistant will also be available to participate on your
codmg team.

The APT Foundation will also provide a $25 gift card to participants in your study both within
and external to the Foundation. The budget for the gift cards 1s $1250 (up to 50 participants).

Once the IRB 15 1n place, 1t might be useful for the three of us to work out logistics. Please also
forward your IRB approval to Donna Leedham for APT's research records.

As is comumon with APT-fimded research, you will be required to seek approval from Lynn
Madden, PhD, MP A, prior to presenting APT-related findings at conferences or publishing them
in academic jownaks or other media.

APT looks forward to working with you on this important project. Please let us kmow if you have
any questions.

Regards,
Declan T. Barry, PhD Lynn M. Madden, PhD, MPA

Dmector of Research, APT Foundation President/\CEQ, APT Foundation

One Long Wharf Drive, Smte 321, New Haven, Connecticut 06511
Phone + www.apt foundation. org

230



APPENDIX G: RESEARCH ASSISTANT CONFIDENTIALITY AGREEMENT

Study of Addiction Counselors Lived Experiences
Confidentiality Agreement: Research Assistants

I, _Ermonda Markaj_, acknowledge receiving training on confidentiality in relationship to
the current study. I understand that to minimize conflicts of interest it is essential that other
members of the research team (Kathy Eggert, Declan Barry, Ph.D.) at no time should be
aware of the identities of counselors that are present for recruitment, screening, or
subsequent declining to participate, or participation in the study. Specifically, I agree to the
following:

1. Not reveal the identities of any counseling staff that are present at staff meetings where
recruiting is occurring to any other employee.

2. Store all sign-up sheets or logs in a locked cabinet.
3. Make all calls, hold all interviews in a secure area aware from other staff members.

4. Follow the guidelines around de-identification including removal of names, utilize
gender neutral language, deletion of references to locations, and other information that
may contribute to recognition of a participant’s identity.

5. Upon completion of transcription and de-identification of those transcriptions, delete the
videos.

6. When meeting with the research team, refer to cases by assigned case number.

If questions or concerns arise at any point and time during the course of the study,
general questions can be discussed with Kathy Eggert and/or Beth Mabry, Ph.D. faculty
sponsor (See contact information below).

_E.Markaj . 11/29/22_

Signature Date

Contact Information:
Kathy Eggert

Office (Phone)

Cell (Phone)
(Eggert email)

Beth Mabry, Ph.D.
(Mabry email)
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APPENDIX H: RESEARCH ASSISTANT TRAINING OUTLINE

Training Outline: Lived Experiences of Addiction Counselors’
Dissertation Project: Kathy Eggert, Antioch University

I: Review of Health Privacy

A: Basic Information on Confidentiality

B: HIPPAA

C: Protected Populations (substance use disorders)
II: Overview of Human Participants in Research

A: Belmont Report

B: History & Ethical Principles

C: Defining Research & Federal Regulations

D: Informed Consent

E: Conflicts of Interest

F: Data Management
III: Review of Kathy’s Dissertation

A: Highlight Literature Review

B: Research Positionality

C: Research Question and Goals

D: Review of RAs roles

E: Review of Confidentiality Issues Specific to this Study
IV: Recruitment Procedures
V: Scheduling and Gaining Informed Consent
VI: Review Interview Guide, Sensitizing Concepts, Schedule Mock Interviews
VII: Transcription & Deidentification of Transcription
VIII: Record Management
IX: Coding, Coding Approach
X: Managing Conflict & Questions
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