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ABSTRACT

Medication-assisted treatment (MAT) is the utilization of medications to treat substance
use disorder, specifically opioid use disorder and alcohol use disorder, in conjunction with
therapeutic services. MAT is considered the gold-standard of care for opioid use disorder.
Despite the evidence associated with the effectiveness of MAT, it remains underutilized. This
study aims to further explore the stigma associated with MAT and those who use it by speaking
with individuals in the recovery community about their thoughts on MAT. Two questions
prompted the research: 1. What are the perceptions of MAT within the recovery community? 2.
Where do these perceptions and beliefs stem from? Twenty-one extensive interviews were
conducted with members of the recovery community to hear about their thoughts and
experiences with MAT. Both positive and negative perceptions were heard. Individual
participants did not use MAT as a part of their recovery process, but some individuals did
receive medication during their detox process. Stigma associated with MAT stems from personal
experiences and ideations specific to the recovery model one follows. A few prominent themes
include the ideation that those who use MAT are not truly sober, they’re replacing one drug with
another. On the contrary, there were a few positive themes that were found across interviews,
some of these included the belief that MAT saves lives and that it is another pathway to recovery
for individuals to use.
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ii

TABLE OF CONTENTS
LIST OF FIGURES ..................................................................................................... iv
LIST OF TABLES ....................................................................................................... v
ACKNOWLEDGEMENTS ......................................................................................... vi
Introduction ................................................................................................. 1
Literature Review ........................................................................................ 6
SUD Diagnostic Criteria .................................................................................................. 6
Treatment for SUDs ......................................................................................................... 9
Types of MAT.................................................................................................................. 12
Methadone ................................................................................................................ 13
Buprenorphine .......................................................................................................... 14
Naltrexone ................................................................................................................ 15
Disulfiram and Acamprosate .................................................................................... 16
How MAT Works ............................................................................................................ 17
Length of Treatment......................................................................................................... 18
Effectiveness of MAT to Treat SUDs .............................................................................. 19
Cost Effectiveness of MAT.............................................................................................. 21
Stigma .............................................................................................................................. 21
Functions of Stigma ................................................................................................. 23
How Stigma is Manifested ....................................................................................... 24
Stigma Associated with SUD ................................................................................... 25
Language & SUD ............................................................................................................. 27
Conclusion ....................................................................................................................... 33

...................................................................................................................... 34
Research Question and Methods .................................................................................. 34
Research Questions .......................................................................................................... 34
Study Population .............................................................................................................. 35
Data Collection ................................................................................................................ 36
Data Analysis ................................................................................................................... 38
Limitations ....................................................................................................................... 39
Conclusion ....................................................................................................................... 40

Results ......................................................................................................... 42
Demographics of Study Population ................................................................................. 42
Summary of Perceptions .................................................................................................. 43
Negative Perceptions ................................................................................................ 43
Types of Stigma ....................................................................................................... 55

iii
Sources of Stigma..................................................................................................... 58
Conclusion ....................................................................................................................... 62

...................................................................................................................... 64
Discussion .................................................................................................................... 64
Conclusion ....................................................................................................................... 67

Appendix A Screening Questions for Potential Participants ...................................... 69
Appendix B Interview Questions for Participants ...................................................... 70
Appendix C Coding Schema ....................................................................................... 71
Appendix D Summary of Demographics .................................................................... 73
Table 2.............................................................................................................................. 73

Appendix E Coding Schema – Sources of Stigma...................................................... 75
BIBLIOGRAPHY ........................................................................................................ 76

iv

LIST OF FIGURES
Figure 1: National Waver Totals compared to Pennsylvania................................................... 4
Figure 2: Types of Stigma and Their Functions....................................................................... 23

v

LIST OF TABLES
Table 1: Types of Medication and Their Functions ................................................................. 18

vi

ACKNOWLEDGEMENTS

I want to say thank you to each of the individuals who were so willing to participate in
this research and who were so open with their thoughts, beliefs, and attitudes. Research would
not be able to be completed and new findings would not be able to be discovered if it were not
for all of you. Thank you to my partner Ben for his unconditional love and support. Thank you to
my honors advisor, Dr. David Ruth, for his eager support for all the rising Schreyer seniors and
continued support throughout the writing process. Thank you to my professor, Dr. Judith
Newman, for her honesty, assistance, and kindness, and her generosity for acting as a faculty
reader during this process.
A special thanks to my thesis supervisor, Dr. Glenn Sterner, for his dedication, guidance,
and support. Dr. Sterner has been a consistent advocate for my academic success, and I would
not have been able to accomplish this without him.
Special thank you to my co-workers at the Criminal Justice Research Center at Penn State
Abington for their assistance:
Madison Miller
Taylor Miller
Taylor Ngyuen
Dennis Dozier

1

Introduction
During the year of 2018, an average of 128 people died from an opioid overdose every
day (National Institute on Drug Abuse, 2020). In 2017, 70,000 Americans died from drug
overdoses (Center for Disease Control, 2019). Of the fatal overdoses during 2017, 68% involved
both prescription and illicit opioids (Center for Disease Control, 2019). It is important to note
that while opioids may have been the cause of death, a majority of individuals engaging in
substance use are engaging with multiple substances. Consuming more than one drug
simultaneously or at different times is known as polysubstance use (Connor et al., 2014).
Pennsylvania is third in the nation for the highest rates of death due to drug overdoses (Center
for Disease Control, 2019). The economic burden placed on the United States was an estimated
$78.5 billion annually (Center for Disease Control, 2020).
With the modern-day opioid crisis at its peak, it is imperative to investigate potential
factors that have a significant contribution to the progression of substance use and relapse of
substance use disorders to help minimize negative outcomes, including death. A substance use
disorder (SUD) is when recurrent drug or alcohol use causes significant clinical impairment (i.e.
health complications), and failure to meet responsibilities (i.e. work, school) (SAMHSA, 2019).
There are numerous factors contributing to the progression of substance use and substance use
disorders among the American population. One factor is the underutilization of medication
assisted treatment (MAT) for substance use disorders in the US, in spite of the fact that it
remains the most effective way to treat this disease (SAMHSA, 2020). The portion of people
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who were admitted to hospitals with an opioid use disorder (OUD) whose treatment plan
included MAT fell from 35% to 28% from 2002 until 2010, respectively (SAMHSA, 2020),
which is as the opioid epidemic began to get worse. Some of the reasons the Substance Abuse
and Mental Health Services Administration (SAMHSA) believes MAT is underutilized are the
following:
“misconceptions about substituting one drug for another, discrimination against
MAT patients, lack of training for physicians, and negative opioids toward MAT
in communities and among health care professionals” (paras. 8-11).
The prescribing practices that are in place for doctors prescribing MAT are detailed and
lengthy. In the United States, there are 115,086 practitioners who are prescribing MAT
(SAMHSA, 2020). Over half of those prescribing MAT, only 86,843 applied for the waiver that
allows practitioners to treat up to 30 patients (SAMHSA, 2020). An additional 22,279
practitioners can treat up to 100 patients with the specific waiver they applied for (SAMHSA,
2020). Only 5,946 practitioners in the United States can treat up to 275 patients (SAMHSA,
2020). This means only 5.2% of the total practitioners prescribing MAT can treat the maximum
number of patients. 1
In Pennsylvania specifically, there are only 513 practitioners who can prescribe MAT up
to 275 patients (SAMHSA, 2020). There are 4,622 practitioners in Pennsylvania who can treat
up to 30 patients and 1,460 who can treat up to 100 patients (SAMHSA, 2020). These numbers
are similar to the national level in the sense that the majority of practitioners can treat only 30
patients, then 100 patients, and then 275 patients. Overall, there are a total of 6,595 practitioners

1

I came to this number by taking the number of practitioners who can treat the maximum number of patients (5,946)
divided by the total number of practitioners prescribing MAT (115,086).
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in Pennsylvania who can prescribe MAT, which accounts for only 5.7% of the total amount of
practitioners prescribing MAT in the United States. 2
According to the U.S. Bureau of Labor Statistics (2019), there are a total of 3,473,670
doctors and nurses practicing in the United States. This number includes family and general
practitioners, internists/general, psychiatrists, physician assistants, registered nurses, nurse
anesthetists, nurse midwives, and nurse practitioners (U.S. Bureau of Labor Statistics, 2019).
Since only 115,086 physicians prescribe MAT, this means that only 3.3% of practitioners and
providers prescribe MAT in the United States.3 There is a great need for the implementation of
MAT into SUD treatment. Less than 5% of practitioners in the United States prescribe MAT,
leaving an extraordinary amount of people with substance use disorder without access to MAT.
Below you can find a chart comparing the nation’s waiver totals, number of practitioners able to
prescribe MAT, types of practitioners, and level of treatment they can provide, to
Pennsylvanians.
One of the factors that could be contributing to the under-utilization of MAT is stigma.
Stigma occurs when “elements of labeling, stereotyping, separation, status loss, and
discrimination occur together in a power situation that allows them” (Link & Phelan, 2001, p.
337). Prior to conducting this research, a few ideas were thought of as to why MAT was not used
as much as it should be. Some of these reasonings included, the stigma associated with MAT and
those who use it could be a reason perhaps physicians do not want to prescribe it more or treat
those who use MAT. Not only is stigma far-reaching in the healthcare profession, but MAT

2

I came to this percentage by taking the number of practitioners here in Pennsylvania (6,595) who prescribe MAT
divided by the total amount of providers who can prescribe MAT (115,086).
3
I came to this number by taking the number of practitioners prescribing MAT (115,086) and dividing it by the total
number of practitioners in the United States (3,473,670).
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could also not be utilized because those with substance use disorder are afraid of facing the
stigmatization associated with it. The literature review in chapter two will explore this topic in
greater detail.

Figure 1: National Waver Totals compared to Pennsylvania
Source: Substance Abuse and Mental Health Services Administration (SAMHSA). (2020). Practitioner and program
data. Retrieved from https://www.samhsa.gov/medication-assisted-treatment/practitioner-program-data/certifiedpractitioners

In the following chapter, I review the relevant literature on substance use disorder,
medication assisted treatment, and stigma to explore a theoretical framework that helps to
understand the factors that may be affecting MAT utilization and which guides the research in
this study. In chapter three, the research questions will be further explained, and the
methodology will be outlined that served as the basis of this research; coding schemas, screening
questions, and interview questions will be included in the Appendices. In chapter four, the reader
can expect the findings associated from the research, both quantitative and qualitative. Direct
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excerpts from the interviews were shared for elaboration. In the final chapter, the discussion
associated with the findings and moving forward will serve as a call-to-action as a means to take
the findings and explore further research possibilities to better understand the complex issue of
stigma.
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Literature Review
This chapter explores the topics of substance use disorder and medication-assisted
treatment. Two specific types of SUD, alcohol and opioid use disorder, are highlighted according
to diagnosis criteria and treatment pathways. MAT (MAT) will be the primary treatment
pathway discussed. The types of MAT, length of treatment, and the implementation of strategy
provide the context to understand the intersection of SUD and MAT. While this is the most
effective treatment for SUD (SAMHSA, 2020), it remains a highly controversial and stigmatized
mode of recovery for patients. The primary focus of this chapter aims to discuss stigma and its
manifestations, both with SUD and MAT, and the consequences of the stigma associated with
MAT as a pathway of recovery. This discussion finishes with the harmful results stigma brings to
MAT and provides the foundation for inquiry into the dimensions of this social phenomena
within the SUD recovery community.

SUD Diagnostic Criteria

SAMHSA (2019) states that a substance use disorder (SUD) is diagnosed when the
alcohol or drug use results in a clinically significant state of distress and impairment, “including
health problems, disability, and failure to meet major responsibilities at work, school, or home”
(paras. 1-4). While there are many types of SUD, this research focuses on two: opioid use
disorder (OUD) and alcohol use disorder (AUD). An Opioid Use Disorder, defined by the DSMV (2013), is
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“a problematic pattern of opioid use leading to clinically significant impairment
or distress, as manifested by at least two of the following, occurring within a 12month period:
1. Opioids are often taken in larger amounts or over a longer period than was
intended.
2. There is a persistent desire or unsuccessful efforts to cut down or control
opioid use.
3. A great deal of time is spent in activities necessary to obtain the opioid, use
the opioid, or recover from its effects.
4. Craving, or a strong desire or urge to use opioids.
5. Recurrent opioid use resulting in a failure to fulfill major role obligations at
work, school, or home.
6. Continued opioid use despite having persistent or recurrent social or
interpersonal problems caused or exacerbated by the effects of opioids.
7. Important social, occupational, or recreational activities are given up or
reduced because of opioid use.
8. Recurrent opioid use in situations in which it is physically hazardous.
9. Continued opioid use despite knowledge of having a persistent or recurrent
physical or psychological problem that is likely to have been caused or
exacerbated by the substance.
10. Tolerance, as defined by either of the following:
a. A need for markedly increased amounts of opioids to achieve
intoxication or desired effect.
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b. A markedly diminished effect with continued use of the same amount
of an opioid.
Note: This criterion is not considered to be met for those taking
opioids solely under appropriate medical supervision.
11. Withdrawal, as manifested by either of the following:
a. The characteristic opioid withdrawal syndrome.
b. Opioids (or a closely related substance) are taken to relieve or avoid
withdrawal symptoms.
Note: This criterion is not considered to be met for those taking opioids
solely under appropriate medical supervision.”
According the DSM-V, an Alcohol Use Disorder is
“a problematic pattern of alcohol use leading to clinically significant impairment
or distress, as manifested by at least two of the following, occurring within a 12month period:
1. Alcohol is often taken in larger amounts or over a longer period than was
intended.
2. There is a persistent desire or unsuccessful efforts to cut down or control
alcohol use.
3. A great deal of time is spent in activities necessary to obtain the alcohol, use
the alcohol, or recover from its effects.
4. Craving, or a strong desire or urge to use alcohol.
5. Recurrent alcohol use resulting in a failure to fulfill major role obligations at
work, school, or home.
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6. Continued alcohol use despite having persistent or recurrent social or
interpersonal problems caused or exacerbated by the effects of alcohol.
7. Important social, occupational, or recreational activities are given up or
reduced because of alcohol use.
8. Recurrent alcohol use in situations in which it is physically hazardous.
9. Continued alcohol use despite knowledge of having a persistent or recurrent
physical or psychological problem that is likely to have been caused or
exacerbated by the substance.
10. Tolerance, as defined by either of the following:
a. A need for markedly increased amounts of alcohol to achieve
intoxication or desired effect.
b. A markedly diminished effect with continued use of the same amount
of alcohol.
11. Withdrawal, as manifested by either of the following:
a. The characteristic alcohol withdrawal syndrome
b. Alcohol (or a closely related substance) are taken to relieve or avoid
withdrawal symptoms” (DSM-5, 2013).

Treatment for SUDs

There are several treatment options for OUD and AUD. The beginning stage of treatment
is not as focused on the disorder as what comes after, but first the individual with the disorder
needs to be medically detoxed to remove the drugs from the system to prevent withdrawal
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(NIDA, 2016). The detoxification process lasts anywhere between five to seven days.
Attempting to quit substances cold turkey can be fatal (Diaper et al., 2014), especially for those
who use alcohol, opioids, or benzodiazepines. The detoxification process can take place at an
inpatient facility or under the supervision of an outpatient medical practitioners’ office
(ShatterProof, 2020). An inpatient facility program can be anywhere from a 28 day stay, to a 90
stay, to 365 days – it depends on the program and the insurance the patient holds (American
Addiction Center, 2019). After an individual is discharged from the inpatient facility, he or she
will continue with outpatient treatment, commonly referred to as intensive outpatient (IOP). IOP
usually consists of group and individual therapy and is about 10-12 hours per week 3 to 4 days
per week (American Addiction Centers, 2020). If an individual chooses not to seek inpatient
treatment, he or she could utilize the partial hospitalization program. This means the person in
treatment spends their entire day at the facility but goes home at night to sleep (American
Addiction Centers, 2019). After either treatment pathway, there are options for after-care.
Recovery houses are privately funded housing options for those who need a place to live to
maintain sobriety (Livengrin Foundation, 2020). An individual would pay rent and must abide by
house rules like maintaining a job and abstinence from substances. There are also half-way
houses, which are state funded housing options for those with similar intentions as the people
seeking out recovery houses (Livengrin Foundation, 2020).
While there are many treatment options at the systemic/societal level, there are also
individual after care options. People who have a SUD have a higher susceptibility of mental
illness, so individual therapy is encouraged after someone leaves treatment to continue to work
on their substance use and co-occurring struggles. There are many group therapy options for
individuals with a SUD. The most common group is Alcoholics Anonymous and Narcotic
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Anonymous, or otherwise known as the Fellowship (Narcotics Anonymous, 2016). The
Fellowship is a nation-wide group consisting of people in recovery from SUD who meet daily to
discuss their struggles and triumphs surrounding their substance use and encourage each other to
live a life of sobriety (Narcotics Anonymous, 2016).
Aside from in-person therapy, medication can also be utilized for treating SUD. The
medications used for maintenance therapy are often used during the detoxification process to
cope with withdrawal symptoms (SAMHSA, 2020). The medications used for treatment of SUD
consist of some of the following: Buprenorphine, naltrexone, methadone, disulfiram, and
acamprosate (SAMHSA, 2020). These medications have different effects than those used for
detox and are different chemically compounded. This method of treatment is more commonly
referred to as medication-assisted therapy.
MAT
MAT, commonly referred to as MAT, is the “use of FDA-approved medications, in
combination with counseling and behavioral therapies” to treat SUD (SAMHSA, 2019, paras. 14). The benefits of MAT consist of the following: “reducing or eliminating withdrawal
symptoms, blunting or blocking the effects of illicit opioids, and reducing or eliminating
cravings to use opioids” (SAMHSA, 2018, p. 1-3, para. 5).
MAT works to provide a whole patient approach in addressing a person in conjunction
with their SUD. A whole patient approach refers to the paradigm where a person’s medical
professionals work together to make sure the entirety of the patient is being treated (American
Psychological Association, 2019). For an example of the whole patient approach, if a person sees
a psychologist for depression, that psychologist will connect with the person’s psychiatrist (if
any) to discuss medication adjustments, and the psychiatrist may connect with the person’s
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primary care physician to discuss things like diet, exercise, and overall health to ensure that the
person’s health is being addressed. MAT requires communication and coordination among
counseling and psychological services and physicians who prescribe medication for SUD
(SAMHSA, 2018). MAT works to “normalize brain chemistry, block the euphoric effects of
alcohol and opioids, relieve physiological cravings, and normalize bodily functions” (SAMHSA,
2020, paras. 1-3).

Types of MAT

There are three types of MAT typically used to treat OUD: methadone, buprenorphine,
and naltrexone. Methadone is used to treat people who are addicted to heroin and narcotic pain
medication (SAMHSA, 2019). Methadone is an agonist opioid, meaning it activates the opioid
receptors within the brain and imitates the effects of opioids (Majer et al., 2018). Buprenorphine
is both a partial agonist 4and an antagonist5. It activates the opioid receptors in the brain, not as
significantly as an agonist, but also blocks the euphoric effects of other opioids (Majer et al.,
2018). Naltrexone is an example of an antagonist. Naltrexone blocks the effects of opioids.
(SAMHSA, 2020). Therefore, if a person relapses while receiving naltrexone treatment, the
effects of the opioid will be blocked, and he or she will not experience any euphoric effects
(SAMHSA, 2019). Both methadone and buprenorphine have potential for abuse and
dependency; naltrexone, however, does not. Both buprenorphine and naltrexone can be ordered
as a prescription through the prescribing physician.

4

An opioid agonist activates opioid receptors, preventing withdrawal symptoms and reducing cravings associated
with drug use (NIDA, 2018).
5
An opioid antagonist medication blocks one or more of the opioid receptors in the brain, which prevents euphoria
associated with drug use (Theriot & Azadfard, 2019).
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Methadone

Patients can take methadone as a liquid, a pill, or a wafer (SAMHSA, 2019). Individuals
who receive methadone treatment must do so under physician supervision. Typically, an
individual receiving methadone visits a methadone clinic daily to receive his or her dose
(SAMHSA, 2019). Methadone has more positive outcomes the higher the dosage (SAMHSA,
2018).
Depending on the course of a patient’s methadone maintenance treatment, his or her
clinician will prescribe take-home doses. A take-home dose is a dose(s) of methadone that a
patient can take home and would not have to attend the clinic for a certain amount of days
(Newman, 2012). As of 2015, federal guidelines for take-home doses have varied depending on
length of treatment and treatment values (negative drug-screening results, taking medication as
prescribed, taking your medication, etc.). Patients who are in treatment for at least two years can
take a month supply and those who are in treatment for at least one year can take a two-week
supply of methadone home (Department of Health and Human Services, 2001). Patients who are
in treatment for 90 days can take home two doses per week and anything less than 90 days
patients must get their methadone dose daily at the clinic (Department of Health and Human
Services, 2001).
SAMHSA states that methadone can be addictive and should be taken as prescribed
(2019). Methadone is considered a Schedule II narcotic, which is in the same class as cocaine
and methamphetamine (National Drug Intelligence Center, 2006), while the World Health
Organization deems Methadone as an essential medication for treating opioid use disorder
(Herget, 2005; SAMHSA, 2018, p. 1-12).
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Buprenorphine

Buprenorphine can be taken as a pill or a sublingual film that is placed under the tongue
(SAMHSA, 2019). Buprenorphine common brands are the following: Suboxone, Subutex, and
Sublocade. Suboxone is comprised of both buprenorphine and naltrexone and Subutex is strictly
buprenorphine (American Addiction Centers, 2019). Buprenorphine is prescribed out of a
physician’s office and is a take home medication, unlike methadone. Sublocade is the newest
form of buprenorphine and is a monthly injection administered by a physician. Sublocade
releases buprenorphine steadily into the blood stream and lasts for about 30 days (Cidambi,
2017). This is like the naltrexone monthly injection.
Buprenorphine is an opioid antagonist; it binds with opioid receptors in the brain, which
means it mitigates the effects of opioids, but to a lesser extent with a full agonist like Heroin
(NAMI, 2016, para. 6). Some of the euphoric effects someone who utilizes buprenorphine could
experience include sedation and respiratory depression (Yokell et al., 2011). If taken and
prescribed properly, euphoric effects are not common; however, if an individual does experience
euphoric effects, they’ll dissipate as the body adjusts (NAMI, 2016, para. 7). The plateau of
euphoric effects is known as the ceiling effect and applies to even high doses of Suboxone
(Yokell et al., 2011). Naloxone paired with buprenorphine discourages IV drug users from being
able to inject the drug (NAMI, 2016, para. 8). If injected, the individual will experience
uncomfortable withdrawal symptoms (NAMI, 2016, para. 8). While buprenorphine is FDA
approved and legal it is a Schedule III substance, a step down from methadone which is a
Schedule II (DEA, 2019) because of the potential for abuse. The FDA acknowledges the
benefits associated with buprenorphine and approved it in 2002. The benefits associated with
buprenorphine treatment consist of:
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“help individual to remain safe and comfortable during detox, reduce or eliminate
cravings for heroin or other opiates, minimize relapse since the individual is not
experiencing uncomfortable withdrawal symptoms, and allow the individual to
focus on therapy without being distracted by withdrawal symptoms and cravings”
(American Addiction Centers, 2019, para. 3).
In 2012, buprenorphine generated $1.55 billion in the United States (New York Times,
2013). Buprenorphine can be abused and is considered a “substance” within the SUD
community, perhaps because of stigma. The form of buprenorphine known as Suboxone has a
street value and is a common misused drug among those with an opioid use disorder (New York
Times, 2013). The nature of buprenorphine being an antagonist/partially an opioid causes
individual to develop some dependence on the drug and experience withdrawal symptoms once
the maintenance is stopped. Typically, individuals who are utilizing buprenorphine and wish to
stop are tapered off. Tapering off a medication refers to reducing the daily dose or dose of
medication periodically until usage is completely stopped; this is to avoid withdrawal symptoms
(Kral, 2006).

Naltrexone

Unlike buprenorphine and methadone, naltrexone is not a Scheduled substance.
Naltrexone can be taken as a pill form (daily) or an injection (monthly) (SAMHSA, 2019).
Naltrexone can be used to treat both opioid use disorder and alcohol use disorder. Naltrexone
works by decreasing the cravings and urges associated with alcohol use disorder and helps to
prolong abstinence (NAMI, 2018). If one decides to receive the monthly injection of naltrexone,
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the prescribing physician administers the injection (SAMHSA, 2019). Potential patients must
abstain from opioids and opiates at least 7 days before being able to receive the injection (FDA,
2013). Patients who are interested in receiving the monthly injection often find themselves
having to quit cold turkey. Cold turkey is when a person stops taking a drug(s) on his or her own
without medical help or supervision (American Addiction Centers, 2019). Cold turkey is often
done on one’s own terms and is against medical advice, as it can result in death or severe
dehydration (American Addiction Centers, 2019). Those with a SUD who stop using drugs cold
turkey are more likely to relapse due to the unbearable withdrawal symptoms (American
Addiction Centers, 2019); therefore, the idea of having to abstain from opioids or opiates for
seven days prior to their first injection is a barrier most face. If an individual relapses, or takes an
opioid while receiving naltrexone, he or she has a greater chance of experiencing an overdose
(FDA, 2013).

Disulfiram and Acamprosate

Two other medications known as disulfiram and acamprosate can also be used to treat
alcohol use disorder. Disulfiram is commonly known as Antabuse, while acamprosate is known
as Campral. Antabuse works by blocking an enzyme associated with the metabolization of
alcohol, therefore producing negative side effects when any amount of alcohol is ingested
(National Institute of Alcohol Abuse and Alcoholism, 2017). The ideology behind this
medication is that if interactions with alcohol are unpleasant, the urge to drink will decrease.
Unlike Antabuse, Campral does not have a direct impact on the effects of alcohol consumption,
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but rather works to restore the brain chemicals that are affected by consistent alcohol ingestion,
thereby reducing the brain’s dependence on alcohol (Addiction Center, 2019).

How MAT Works

Through MAT for both OUD and AUD, the medication works to restore natural
neurotransmitters associated with urges and cravings so that the brain neuroplasticity can take
place (Addiction Center, 2019). Neuroplasticity is the “ability of the nervous system to change
its activity in response to intrinsic or extrinsic stimuli by reorganizing its structure, functions, or
connections” (Mateos-Aparicio & Rodríguez-Moreno, 2019, p. 1). When addressing
neuroplasticity and substance use, neuroplasticity can best be described as the automaticcompulsive drug seeking behavior, meaning the brain is re-wired to seek out drugs because of
the associated euphoric effects (O’Brien, 2009). The reward system is constantly activated
whenever a substance is ingested (O’Brien, 2009). The brain then makes the association between
drug use and good feelings. This perpetuates one’s SUD because when a craving begins to
present itself, the brain automatically travels down the path of drug use because it is associated
with euphoric, good feelings. The objective associated with MAT is to give individuals in early
recovery time for their brain to develop physiological pathways like those that existed before
substance use.
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Table 1: Types of Medication and Their Functions

Length of Treatment

Length of treatment is dependent on the severity of one’s disorder, length of drug use,
drug of choice, and one’s personal goals. MAT is commonly referred to as maintenance therapy;
to maintain sobriety and abstinence (SAMHSA, 2020). Both sobriety and abstinence are intended
outcomes for SUD. Sobriety refers to abstinence only; no drug or alcohol use (Laudet, 2007).
Sobriety is typically a life-long process, so individuals could use MAT for the maintenance of
their sobriety for the rest of their life or for the next 5 years (SAMHSA, 2020). An individual
may choose to be on MAT short term or long term. Individuals could choose to use it for the
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transitional6 period from active use to abstinence, or they may use it as a basis of their recovery
for the rest of their life (NIDA, 2016).

Effectiveness of MAT to Treat SUDs

Due to the underutilization of MAT, an estimated 1 million people with OUD are left
untreated with MAT (Wakeman et al., 2020, p. 2). As of 2017, MAT for AUD was prescribed to
less than 9% of people with alcohol use disorder relevant to the study (National Institute of
Alcohol Abuse and Alcoholism, 2017). Opioid use disorder (OUD) was responsible for 47,600
overdose deaths in 2017 alone (Wakeman et al., 2020, p. 2). A few out of the outcomes
associated with MAT are the following:
“improve patient survival, increase retention in treatment, decrease illicit opiate
use and other criminal activity among people with SUD, increase patients’ ability
to gain and maintain employment, and improve birth outcomes among women
who have SUDs and are pregnant” (SAMHSA, 2019, paras. 9-12).
Further, Wakeman et al. (2020) found that individuals who were receiving MAT,
specifically methadone or buprenorphine, were less likely to experience an overdose than those
who were not receiving treatment. Wakeman et al. (2020) also found that individuals who used
MAT for a shorter period of time (1 to 30 days, or 31 to 180 days) had a greater chance of
overdose than those who used MAT for an extended period of time (180 days or more).
Additional findings associated with MAT indicate that MAT lowers the rate in which injection

6

The transitional period is a time in which an individual enters a detox program where MAT is prescribed to help
lessen the severity of the withdrawal symptoms from the physical dependence and addiction to the substance
(NIDA, 2016).
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drug users will contract the Hepatitis C virus (HCV) (NIDA, 2014). Tsui et al. (2014) followed
young adults who were actively injecting drugs, all of whom were HCV negative, and found that
those who were using maintenance therapy (MAT) had “more than 60 percent lower incidence of
HCV infection than those not receiving treatment (NIDA, 2014, para. 1). Not only does MAT
help to reduce HCV contraction, even more importantly it can help to reduce the rate of overdose
deaths among people who have a SUD.
SAMHSA (2018) states that as a result of numerous clinical trials and meta-analyses
conducted in various countries, Methadone “retains patients in treatment and reduces illicit
opioid use more effectively than placebo, medically supervised withdrawal, or no treatment” (p.
1-4, para. 5). Methadone has also been shown to reduce the risk of criminal behavior, and lower
the rates of cellulitis and HIV risk behavior (SAMHSA, 2018, p. 1-5, para. 6).
Researchers in New England conducted a randomized-trial where participants were split
into two groups: those who began the Vivitrol injection (Naltrexone) and those who stuck to
abstinence, to differentiate the outcomes associated with abstinence only and MAT (Lee et al.,
2016, p. 1). The participants of this study were people who have been involved in the criminal
justice system. This is an important population because those who are being released from
criminal justice facilities are the most at-risk population for over-dose related deaths (Merrall et
al., 2010). Some of the key findings from Lee et al. (2016) speak volumes to the impact MAT,
Naltrexone in this case, has on an individual’s recovery engagement process. Individuals who
were receiving Naltrexone therapy had a 43% lower rate of returning to use than those who were
not receiving medication who had a 64% relapse rate (Lee et al., 2016). Those who used
Naltrexone as a part of their treatment and relapsed, took a longer time to return to use, at 10.5
weeks; whereas, those who did not use medication returned to use at five weeks (Lee et al.,

21

2016). During the 24-week research/treatment process, the 6-month, and 12-month checkup after
treatment, there were no relapses reported within the naltrexone group, but seven occurred in the
non-medication group (Lee et al., 2016, p. 1241).

Cost Effectiveness of MAT

In 1994, the Department of Alcohol and Drug Programs in California conducted a largescale study and published results on the effectiveness of substance abuse treatment, as well as
other benefits associated with treatment. There were significant findings on the cost of treatment
that fell on society. An average of $7 was returned for every $1 invested for treatment from
taxpayers (Gerstein et al., 1994). Despite the type of treatment accessed, economic savings
trumped the costs by at least four to one (Gerstein et al., 1994). Methadone and Buprenorphine
are more cost effective than treating an opioid use disorder without medication (SAMHSA,
2018). Counseling, along with Buprenorphine, also led to lower healthcare costs (SAMHSA,
2018). Baser et al. (2011) found that any medication to treat opioid use disorder was associated
with fewer inpatient admissions. Total healthcare costs (inpatient, outpatient, and pharmacy
costs) were 29% lower for patients who received a medication vs. those who were not treated
with a medication (Baser et al., 2011).

Stigma

While MAT is widely understood to be the most effective treatment for SUDs, it remains
underutilized due to the stigmatizing perspectives associated with its use. Stigma is when
“elements of labeling, stereotyping, separation, status loss, and discrimination occur together in a
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power situation that allows them” (Link & Phelan, 2001, p. 337). To be stigmatized is the act of
being held in contempt or shunned socially because of a socially collective disapproval (Corrigan
et al., 2008). There are three distinct types of stigma: social, self, and structural (Crapanzano et
al., 2019). These three types of stigma are interconnected with regards to their operationalization.
According to Crapanzano et. al (2019), social stigma can best be described as “a societal process
in which individuals within a society collectively apply stereotypes to an identifiable group” (p.
1). Livingston et al. (2011) describes self-stigma as “[a] subjective process that is ‘characterized
by negative feelings (about self), maladaptive behavior, identity transformation or stereotype
endorsement resulting from an individual’s experiences, perceptions, or anticipation of negative
social reactions’ on the basis of stigmatized social or health condition” (p. 29). Structural stigma,
or otherwise known as systemic stigma, can be referred to as “the rules, policies, and procedures
of institutions that restrict the rights and opportunities for members of stigmatized groups”
(Livingston et al., 2011, pp. 39-40). Structural stigma can influence social stigma, which can
then impact levels of self-stigma. For example, drug-related offenses make up a large portion of
our prison population; therefore, drug use is seen as a criminal activity, which reflects upon those
who use substances. Society then views those who use drugs and people with SUD as criminals.
People who use substances may begin to internalize this stigma, and start to think of themselves
negatively, producing feelings of guilt and shame. Below are the various forms of stigma,
beginning with systemic stigma (policy, regulations), then social (societal norms, inclusion,
exclusion), and self-stigma (self-esteem, self-perception). Each stigma has a manifestation or
purpose; this can be found next to the appropriate form of stigma.
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Figure 2: Types of Stigma and Their Functions

Functions of Stigma

There are three functions of stigma: 1. keep people down, 2. keep people away, and 3.
keep people in (Phelan, Link, & Dovidio, 2008). Keeping people down is the ideation of down
placing a person(s), making them feel lesser than, even as severe as an individual(s) thinking
lesser of themselves (Phelan, Link, & Dovidio, 2008). An example of the type of stigma that
“keeps people down” would be the idea of sexism – putting a specific group of people down, i.e.
denying women equal pay, so that another group of people may remain more powerful, i.e. men.
Being kept away is the idea of socially rejecting a person(s) or producing awkward interactions
in hopes of the targeted person(s) feeling isolated from the group (Phelan, Link, & Dovidio,
2008). Furthermore, an example of stigma that “keeps people away” would be a population that
is exposed to a widely spread virus, such as the flu, and as a society, we ostracize those who have
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it. Stigma associated with “keeping people in”, is the ideation that we analyze all situations and
people with regulations, and we see people within or outside of those lines (Phelan, Link, &
Dovidio, 2008). Stigma enters the equation when individuals do not meet those criteria. An
example of the final function of stigma, “keeping people in”, would be along the lines of placing
a stigma on the people who step out of the social norm, for example, the LGBTQ+ community,
in efforts to keep them in line with the general population.

How Stigma is Manifested

Stigma manifests itself in three ways: 1) internalized stigma, 2) enacted stigma, and 3)
anticipated stigma (Earnshaw, 2019). Internalized stigma is the act of endorsing the negative
beliefs and applying to the self (Earnshaw, 2019). A person with a SUD repeatedly being told
that their substance use is a reflection on their bad character may begin to believe they are a bad
person. Enacted stigma is when an individual or individuals is experiencing or experienced the
stigma itself (Earnshaw, 2019). Someone with a SUD who loses their job because they have
failed his or her drug test would be an example of enacted stigma. The third manifestation of
stigma, anticipated stigma, is the fear of repercussions or expectations in the future because of
the stigma they are labeled with (Earnshaw, 2019). An example of anticipated stigma would be if
someone was asked to speak publicly about their experience with substance abuse but said no in
fear of their job status being affected.
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Stigma Associated with SUD

Individuals who have SUD have a greater chance of experiencing stigma compared to
individuals with any other type of mental illness (Corrigan et al., 2009; Crisp et al., 2000;
Cunningham et al., 1993, & Room, 2005). People with a SUD can experience social rejection,
labeling, stereotyping, and discrimination, despite receiving no negative consequences for their
drug use (Drug Policy Alliance, 2014). This stigma can exercise itself as institutional or
structural stigma by denying employment or housing because of an individual’s substance use
(Drug Policy Alliance, 2014). Individuals who are active in their SUD may experience more
public stigma than individuals who are in recovery (Rao, Mahadevappa, Pillay, Sessay,
Abraham, & Lutty, 2009). This stigma can prevent individuals from seeking the help they need,
causing them to remain active in their SUD (Drug Policy Alliance, 2014; SAMHSA, 2014).
Not only can stigma associated with substance use prevent individuals from seeking help,
but they are less likely to be offered help than individuals with any other mental illness
(Corrigan, Kuwabara, & O’Shaughnessy, 2009). In a study of the medical community, Abed &
Neira-Munoz (1990) found approximately 65% of general practitioners in their sample believe
that drug addicts are “deceitful, unreliable, and unwilling to cooperate with treatment” (Abed &
Neira-Munoz, 1990, para 12). A majority of the general practitioners (85%) believed that
addiction is not a medical disease, but instead 55% of general practitioners believed drug
addiction is morally wrong, sinful, and ignorant, (Abed & Neira-Munoz 1990). Soverow et al.
(1972), Beauvais et al. (1991), & Gorman & Morris (1991) believe health professionals hinder
the process of treatment by failing to meet the needs of clients with a SUD and ignoring his or
her strengths. This makes change or success for the client impossible (Miller, 1983).
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Results from Witte, Wright, & Stinson (2019) indicate the general US population
believes those with SUD are typically to blame for their diagnosis because they “chose” to use
drugs and “chose” the lifestyle, and therefore should be held accountable. Not only do people see
SUD as a choice, people also associate SUD with being caused by internal factors, such as
character, strength, and willpower, rather than external instances (Witte, Wright, Stinson, 2019.
In other words, people attribute SUD to moral failure.
People often do not understand why someone active in their SUD would repeatedly
receive negative consequences yet not change their behaviors. This judgment may be attributed
to a lack of education surrounding SUD (Livingston, 2011). Similarly, when an individual is
asked to seek treatment for their SUD and they decline, people see this as an accountability issue
and think the individual is causing his or her problem and wants his or her problem (Prochaska &
DiClemente, 1982). Rudski (2016) found that the idea of believing in a “just world” (individuals
should get what they deserve) correlated with low support for naloxone use and expansion for
when an individual overdoses. Naloxone is an FDA approved medication that can prevent or
reverse an opioid overdose by blocking opioid receptors (SAMHSA, 2019). Perhaps this could
better explain why the implementation for Narcan (naloxone) has been prohibited. Some states
have failed to set aside funds to provide for the distribution of Narcan to community members
(Drug Policy Alliance, 2019). Some states only have access to Narcan at few intervention points,
and some states have even failed to provide Narcan to those leaving prison where the risk of
overdose is much higher than the general population (Drug Policy Alliance, 2019). Individuals’
beliefs towards people with SUD, such as lacking accountability for their disease, being in denial
about their problem, and not seeking help has a significant impact on individuals’ beliefs towards
SUD.
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Language & SUD

The power of language has only recently begun to be discussed as the present-day opioid
crisis has come to the surface. As part of de-stigmatizing efforts, treatment professionals and
advocates have begun to examine the effect of language on those who have SUD. As of 2013,
the DSM-V no longer uses the terms substance abuse and substance dependence, but rather the
term SUD. A study conducted by Kelly et al. (2010) examined whether someone who was
referred to as substance abuser versus a person with a SUD “evokes different judgments about
treatment need, punishment, social threat, problem etiology, and self-regulation”. The study
found that individuals were more likely to see a person in need of help when they were addressed
as having “SUD,” rather “substance abuser” (Kelly, Dow, Westerhoff, 2010, p. 814).
Researchers also found that participants who were referred to as having “substance abuse”
problems were seen by the public as more acceptable to endure punitive measures, such as jail
time, and were also held more accountable for their drug use than participants referred to as
having SUD (Kelly, Dow, Westerhoff, 2010, p. 814). Both people who hold positions of power
and members of society should consider language when enacting policies and addressing issues
surrounding SUD to ensure stigma from perpetuating.
Stigma Associated with MAT
While individuals with a SUD face significant stigma in their lives, those who utilize
MAT in their treatment process face further stigmatization. A study conducted by Majer et al.
(2018), collected participants from an Oxford House in Maryland to examine the viewpoints
people in recovery have on MAT. Of the participants receiving MAT, 22% said someone who
takes Methadone is still engaging in their SUD; however, those receiving MAT did not report
that someone utilizing naltrexone or buprenorphine was still engaging in their SUD. (Majer et
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al., 2018, pp. 574-575). In contrast, 49% of individuals who were not using MAT believed
someone who is receiving buprenorphine/naltrexone is still engaging in active use (Majer et al.,
2018, pp. 574-575). Sixty-eight percent of residents who were in recovery but not using MAT
also believed that methadone patients were still in active use (Majer et al., 2018, pp. 574-575).
This study suggests that individuals who do not use MAT may carry the stigmatizing belief that
individuals who use MAT as a part of their recovery process are not entirely sober. Interestingly,
individuals who were receiving MAT had stigmatizing beliefs towards those using Methadone
specifically.
While stigma toward MAT from those with and without a SUD is prevalent, perhaps
more important are the implications of stigma on a patient’s treatment and recovery. The Center
for Substance Abuse and Treatment (2005) states:
“Stigma affects programs too. It prevents new programs from opening when
community opposition develops. It can affect a program's internal operations.
Staff members who work in OTPs sometimes absorb society's antipathy toward
patients in MAT and may deliver program services with a punitive or
countertherapeutic demeanor. OTPs must guard against these attitudes through
supervision, education, and leadership efforts” (p. 9).
The process the Center for Substance Abuse and Treatment is referring to is known as
countertransference, when a treatment professional projects his or her personal beliefs and
thoughts onto a client, which can impact treatment (CSAT, 2005). Countertransference is an
important aspect when it comes to addiction counseling, specifically when it comes to topics
such as MAT, abstinence-only, and the 12-step program. If a counselor holds a specific
viewpoint towards MAT, perhaps a negative one, this could have serious implications on
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someone’s treatment process who uses MAT and potentially cause someone to stop treatment
(see Chapter 4). Magura and Rosenblum (2001) found that previous studies involving posttreatment outcomes indicate that “80% of patients who are opioid addicted and stop their
medication for their opioid use disorder, resume daily drug use one year after treatment” (CSAT,
2005, p. 78).
Frank (2011) found that individuals in active use believed that the stigma associated with
treatment programs that were not abstinence only 7were too great for them to engage’. Frank
(2011) interviewed a total of 16 participants, all of whom were put into four different groups:
people in recovery from OUD who were no longer using illicit opiates and were receiving
methadone maintenance therapy, people in recovery from OUD who were currently using illicit
opiates and receiving methadone maintenance therapy, people in recovery from OUD who were
in a 12-step program 8and not using illicit opiates, and people in recovery from OUD with no
treatment program. Those who were involved with a 12-step program believed MAT,
specifically methadone fails:
“to address the ‘true nature’ of addiction, which is a moral/spiritual problem that
can only be address through complete abstinence, belief in a higher power, and
participation in a 12-step program” (Frank, 2011, p. 11).
Further, those using an abstinence only program, felt as if they were superior to those
who did access and use MAT (Frank, 2011). Not only does anticipated stigma prevent
individuals from accessing treatment, but the social stigma perpetuated from those in abstinence

7

Abstinence only is a term referring to a recovery pathway that strays away from any and all substances, including
MAT (Frank, 2011). MAT is a pathway that is considered not to be abstinence only. Alcoholics Anonymous and
Narcotics Anonymous, commonly known as The Fellowship, are abstinence-only grounded treatment approaches
(Frank, 2011).
8
The 12-Step program refers to Alcoholics and Narcotics Anonymous.
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programs could translate into self-stigma among MAT patients (Frank, 2011). A participant
utilizing methadone maintenance therapy spoke to the impact social stigma has had on their
treatment experience with methadone, “Well, it’s like for me, I don’t tell my people at work, I’m
embarrassed. I think they’re gonna look at me in a totally different way” (Frank, 2011, p. 11) A
common concern among participants who were engaging with methadone maintenance therapy9
was the fear that if they messed up at work, it would be blamed on the fact that they receive
methadone (Frank, 2011, p. 11). As a result, people felt ashamed to share that they were
receiving methadone as a treatment for their opioid use disorder and kept it to themselves (Frank,
2011, p. 11).
Woo et al. (2017) examined perceptions of patients who utilized methadone maintenance
therapy, finding that 56% of the participants who participated in the study said that stigma
surrounding MAT affects their daily life (Woo et a.l, 2017, p. 5). Of the 18 participants, 78%
said they have experienced stigma directly surrounding their methadone maintenance therapy
(Woo et al., 2017, p. 5). As a result, 44% feel ashamed about being on methadone (Woo et al.,
2017, p. 5) and a total of 28% say it affects the quality of their treatment (Woo et al., 2017, p. 5).
Sanders et al. (2013) examined dosages of methadone and stigma. Methadone patients
were influenced by social stigma regarding the perception that methadone causes people to look
like “zombies,” influencing their self-perception of their treatment program. As a result,
individuals utilizing methadone wanted to remain at a lower dose than their current one to
prevent the feeling of “getting high” (Sanders et al., 2013). Similar to Frank (2011), Sanders et
al. (2013) also found that patients receiving methadone treatment had a negative perception of
those on a higher dosage than them, calling these such individuals: “crazy, greedy, and abusive.”

9

Methadone maintenance therapy is the usage of Methadone to help maintain sobriety (Frank, 2011).
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The use of MAT within treatment regimens remains highly underutilized (Hadland, Park,
& Bagley, 2018). In 2012, 2.5 million Americans were physically dependent on opioids, but less
than 1 million received MAT (Providers Clinical Support System, 2017). Unfortunately, there
are healthcare professionals who refuse to prescribe and utilize MAT due to lack of support
(Hutchinson et al., 2014). Reasons physicians provide concerning unwillingness to prescribe
MAT include: lack of confidence, lack of psychological support, lack of specialty backup, and
lack of institutional support (Hutchinson et al., 2014).
Further, regulations placed on physicians create additional barriers to prescribing MAT
(Hutchinson et al., 2014). Physicians must complete a training that consists of multiple hours
and parts to obtain a waiver to prescribe MAT (SAMHSA, 2019). The waiver certification is part
of the SUPPORT Act which allows the prescription of buprenorphine in office-based settings to
the appropriate clinical staff (SAMHSA, 2019). Doctors who complete the waiver requirement
are allowed up treat up to 100 patients within the first year of receiving the waiver certification
(SAMHSA, 2019). In order to be eligible for the waiver certification, a doctor must fulfill one of
the two requirements: “holds a board certification in addiction medicine or addiction psychiatry”
or “provides MAT in a ‘qualified practice setting’” (SAMHSA, 2019, paras. 1-5). After the first
year of certification passes, doctors may begin to see 275 patients (SAMHSA, 2019).
The requirements and regulations physicians must possess to prescribe MAT is an
example of structural stigma. Currently, there are efforts in state legislatures to reduce this
barrier to providing treatment. In Pennsylvania, Governor Tom Wolf exercised an agreement
with seven of the largest health insurers in the state to end prior authorization requirements for
MAT (AAFP, 2018). With this agreement, insurers will cover: “at least one buprenorphinenaloxone product, methadone as MAT, injectable and oral naltrexone, and at least one form of
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nasal naloxone without quantity limits” without receiving pre-approval (AAFP, 2018, para. 3).
Pennsylvania has developed a network of healthcare providers, known as PacMAT, that help
facilitate access to MAT for people with SUD, as well as other treatment engagement services
(Commonwealth of Pennsylvania, 2020).
Not only do physicians face limitations surrounding MAT, but patients receiving the
treatment also face structural limitations associated with receiving MAT. Currently, Methadone
is administered from daily clinics. Individuals may travel up to once a day, or two or three times
a week, to receive their dose of Methadone depending on a doctor’s orders (American Addiction
Centers, 2019). Not only is this an inconvenience, but this creates a waiting system. In this
process, many patients must stand outside a public clinic where dozens of other individuals are
awaiting their dose. This process can reinforce social stigmas associated with this patient
population, while diminishing confidentiality of the patient. This system can reduce a patient’s
willingness to engage in this form of MAT.
Lack of coverage and cost are also barriers to treatment for patients. Public and private
insurers, independent of the advice from a physician, have required dosage and duration
restrictions on Methadone, which can cause issues if an individual needs a higher dose for a
longer period (Wakeman & Rich, 2017). Further, insurers have placed prior authorizations on
MAT programs such as Buprenorphine (Wakeman & Rich, 2017). Prior authorizations require
insurance approval before the medication can be dispensed. Therefore, those in urgent need of
MAT would be not be able to receive it. For example, if someone was ready for treatment and
they were seeking Buprenorphine MAT treatment as part of their treatment regimen based on
physician recommendations, as a requirement of this therapy they must be substance free for 72
hours, which induces withdrawal syndrome. If they are denied their MAT after this 72-hour
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period due to lack of approval from insurance, due to their withdrawal symptoms, there is a high
likelihood they would then relapse and create further delays in their recovery process.

Conclusion

While there is evidence that MAT is the most effective method for treating SUDs, there
remains a great amount of stigma toward its use (Majer et al., 2017). This stigma is operationalized
in the form of social, self, and structural mechanisms (Lindgren, 2015), that can inhibit an individual
from obtaining and seeking this treatment (Haland, 2018). Even within SUD recovery communities,
MAT is stigmatized, further harming individuals who may seek this form of treatment (Majer et al.,
2017). While this stigmatizing behavior has been measured in terms of prevalence (CSAT, 2005),
what is lacking is a further understanding of the social and structural stigma origins that those within
the recovery community hold towards those who utilize MAT in their recovery pathway. This
research builds upon existing literature to fill those gaps in this understanding.
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Research Question and Methods
In the following chapter, the reader can find the research questions associated with this specific
study. The participants in this study reflected those in recovery within the five-county
Philadelphia region. The data collection process involved twenty-one in-depth qualitative
interviews as the result of an extensive recruitment process, which can be found later in the
chapter within data collection. The analysis utilized a modified grounded theory approach, using
a set of predetermined codes, while also allowing for themes to emerge from the data. Finally,
the limitations associated with the research include a limited participant pool and
miscommunication surrounding the exclusion criteria among participants.

Research Questions

Based on the results from the literature review, this study explored two research
questions:
1. What are the perceptions associated with MAT of those within the substance use
recovery community 10who have not used MAT?
2. What are the origins of stigmatizing attitudes of those within the substance use
recovery community toward MAT?

For the purpose of this study, the “recovery community” is referring to those who consider themselves to be in
recovery from a substance use disorder.
10
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Study Population

All participants in this study were adults (aged 18+), located in the five county
Philadelphia region (Bucks, Chester, Delaware, Montgomery, and Philadelphia) and were in
recovery from a substance use disorder. This geographic region represents some of the highest
rates of fatal drug overdose within Pennsylvania and the country, indicating that use prevalence
is high (DEA, 2019). Therefore, this region was chosen for its likely availability of potential
participants. Further, these locations were due to a convenience sampling frame to ensure
accessibility of participants of the study (Creswell, 2007).
Individuals in recovery from a substance use disorder were the primary target for
determining an appropriate population for this research. Originally, recovery was thought of as
abstinence only (Laudet, 2007). However, there are those that consider themselves in recovery
from their primary drug of choice, but still use tobacco, alcohol, or marijuana (Benton, 2010).
Recovery is subjective to the individual (Laudet, 2007). Rather than utilize a researcher-driven
definition for determining recovery, the mechanism for determining recovery was individual
identification with recovery. Participants consisted of individuals who were in recovery from a
variety of substances: alcohol, heroin, opioids, benzodiazepines, cocaine, and crack-cocaine. All
of the participants were in recovery for at least one year.
It was imperative to the study that the sample represented those in recovery from a
substance use disorder because interest was stigma toward MAT within the recovery community,
not the general public’s perceptions. Participants included those who did not utilize MAT for an
extended period or as a part of their recovery process because utilizing this method for recovery
may impact their perceptions of MAT (Majer et al., 2017).
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When speaking with individuals, some participants who stated they had not utilized MAT
did utilize medication during the detoxification process, which is common, especially for opioid
use disorder. These participants remained part of the study for two reasons: individuals believed
they had not utilized MAT, it was simply a medical detox practice; and engaging with the
medications associated with MAT is not the same as utilizing MAT for an extended period of
time to aid in the recovery process.

Data Collection

To identify participants, the recruitment process consisted of a combination of mass
emailing a curated list of local county resources, inpatient and outpatient treatment facilities,
therapeutic services, rehabilitation agencies, law enforcement agencies (i.e. probation offices and
county correctional facilities), and local religious organizations. Participants could refer their
acquaintances to participate in the study; this is known as chain-referral sampling, or snowball
sampling (Heckathorn, 2011). If a participant knew someone who was interested, the referred
individual would contact myself and the same screening process would occur. Social media
platforms postings, such as Facebook, allowed for many people to reach out and seek more
information about the study. Phone calls were utilized to connect to local organizations who did
not have an email listed for a representative; this method for participant identification proved
least effective as the majority of the phone numbers were either out of service or went straight to
voicemail. Personal networking on social media and connections to the recovery community
allowed for the largest recruitment of participants. All participants were offered a $25 gift card as
incentive to participate. A total of 718 emails and phone calls were conducted, with about 50
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respondents, with a result of 21 successful interviews conducted. Of the participants who were
asked how they heard about the study, almost all said social media. No one directly responded to
the mass email recruitments.
Individuals were given a brief introduction as to what the intended purposes of the study
were prior to being given a set of screening questions11 which were administered and
determination of eligibility12 was made. These brief screening questions consisted of items such
as age, gender, race, socioeconomic status, one’s awareness of MAT, recovery status, geographic
residential location, and MAT utilization in their recovery process. A specific question was
asked to filter perceptions, positive or negative, to split people into two separate groups in order
to be compared. By including both those who viewed MAT as positive and negative, a
comparative analysis could be undertaken within this sample population, similar to other studies
of this nature (Bukhari, 2011). Once the screening questions were administered and an
individual was deemed eligible for participation, they were scheduled for an interview in a public
location to ensure safety of the interviewer.
All participants gave verbal consent before participating in the interview, as reviewed and
approved by the Penn State Human Subjects Research Institutional Review Board. All
interviews were audio recorded and later transcribed by a professional service. Once the
transcription was received, all audio-recordings were destroyed to protect the confidentiality of
the participant. The length of the interviews varied from 20-45 minutes. A total of 21 interviews

11

Find a detailed list of the screening questions asked prior to participation in Appendix A on page 69.
If participants were not 18 years or older, not in recovery, did not speak English, did not reside in the 5 countyregion, and used MAT during their recovery process, they were not eligible to participate and were not scheduled for
an interview.
12
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were conducted across the five-county region, consisting of individuals from each county13:
Bucks – 6, Montgomery – 5, Philadelphia – 4, Delaware – 4, and Chester – 2.
To collect the data from the study population, I used in-depth, semi-structured, open
ended interviews (Creswell, 2007). The questions 14asked during the interview probed for an
individual’s knowledge and personal thoughts about MAT, if they knew someone who used
MAT, and if they saw it as an effective treatment for substance use disorder. The questions
probed for their attitudes associated with MAT, as well as possible origins of their attitudes.

Data Analysis

To analyze the transcripts a modified qualitative grounded theory approach was utilized.
Grounded theory allows the researcher to produce a theory of a process, action, or interaction
shaped by the views of participants (Creswell, 2007). In this research, a modified approach was
utilized allowing for the researcher to also examine the data with a series of predetermined codes
(Creswell, 2007). The predetermined codes15 were first used to analyze the transcript data.
Then, once finishing this codification process of the transcript data, the transcripts were analyzed
using the grounded theory approach, allowing themes to emerge from the data according to
patterns noted within and across participant responses.
The predetermined coding schema consisted of both positive and negative identifiers for
the statements found throughout the interviews, as well as the types of stigma (social, self, and
systemic) noted by participants. To formulate these predetermined codification schemas, I

13

A complete summary of the participants demographics can be found in Appendix D on page 73.
Find a full list of the predetermined questions asked throughout the interviews in Appendix B on page 70.
15
Find the full list of the coding schema utilized in Appendix C on page 75.
14
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utilized the definitions of positivity and negativity toward MAT from existing descriptions of
these attitudes in the literature An example from the schema associated with positive identifiers
is: “Support for the use of Medication Assisted Treatment as an effective and valid way to treat
substance use disorder.” An example from the schema associated with negative identifiers
consisted of the following: “Feeling as if people who use MAT are substituting one drug for
another.” To formulate the codes for the types of stigma, I utilized the definitions provided in my
literature review.
This method was the best choice for this research because the data could not be explained
in an easily quantitative format. The two research questions were developed to be exploratory in
nature, as this body of research is less understood. By utilizing a grounded theory approach, the
data from participants informs the theoretical underpinnings of the phenomenon of stigma,
expanding this concept (Link & Phelan, 2001). Using direct quotes from the participants’
interviews allowed for the findings to be authentic and genuine, preventing misinterpretation and
fabricated data. Qualitative data allows for the participant’s perspectives to be more authentically
represented in greater depth than in quantitative studies, enabling a more nuanced understanding
of phenomena than standardized responses (Creswell, 2007). While this sample may not be
generalizable to broader populations, it can help to broaden the theoretical foundation of stigma
related work, specifically within the domain of substance use disorder and MAT.

Limitations

The participants for this study were from Bucks, Chester, Delaware, Montgomery, and
Philadelphia counties. Thus, the results could be localized and not representative of populations
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more broadly; generalizations about the findings should be used with caution. The research only
spoke with individuals in the recovery community who have not used MAT, but stigma towards
MAT is also broader within society as well as those who have used MAT. Thus, this poses
options for future research based on the results of this study. The majority of the participants
were Caucasian and as a result, the data could be limited to one specific group of people. As
mentioned earlier in the literature review, there was confusion surrounding the topics of recovery
and the usage of MAT. This interaction with these medications could impact perceptions of its
use within MAT. Finally, participants were allowed to self-define recovery. Some definitions
consisted of complete abstinence and others defined recovery as abstinence from their preferred
drug, which adds a level of subjectivity to the recovery categorization. However, recognizing
there are multiple pathways to recovery, placing a specific definition on recovery could have
placed a hierarchy on the types of recovery, increasing the stigma in which this researcher sought
to examine and dismantle through this study.

Conclusion

The methods utilized to examine stigmatizing attitudes within the SUD recovery community
toward MAT utilized in-depth, semi-structured qualitative interviews to ensure a rich, robust
dataset for analysis. Examining the phenomena of stigma and its origins requires a thorough
probing of emergent respondent responses, which qualitative methods are best suited to address
during data collection processes.
While utilizing different recruitment outlets, social media and personal connections seem
to be most effective, over-all, the response rate through email recruitment was low. Utilizing an
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incentive of a $25 gift card increased participant willingness. A total of 21 interviews were
conducted throughout the five-county Philadelphia region.
The best methodology for analyzing the data was the modified Grounded theory
approach. This approach was the best fit because it allowed for the qualitative data to best
explain itself and find common themes through-out the interviews, while allowing a pre-existing
coding schema to also be applied in the analysis process. The coding schema applied to the data
consisted of positive and negative categories, as well as types of stigma.
The noted limitations associated with the research, including a small sample size in terms
of location and race, indicate that the generalizability of this research should be implemented
with caution. However, the use of the knowledge generated from this research will help to
advance opportunities to address localized stigmatizing attitudes within the study’s geographic
locality, as well as to broaden our understanding of the theoretical underpinnings of stigma more
broadly, particularly toward MAT.
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Results
In this chapter, study findings are presented that answer the two research questions: What
are the perceptions associated with MAT of those within the substance use recovery community
16

who have not used MAT? What are the origins of stigmatizing attitudes of those within the

substance use recovery community toward MAT? Direct quotes from participants are utilized to
provide examples from the qualitative data analysis. Key themes emerging included: beliefs
surrounding the topic of MAT were negative and positive; language was a large determinant of
the connotation associated with MAT attitudes. Beliefs ranged from support for the use of MAT
to no support for the use of MAT; however, it was not as simple as showing support, it was more
complex. Molding the responses into the schema was more complex than participants giving a
clear-cut answer. Some participants felt as if MAT was better than using illegal substances; this
could be interpreted as support.

Demographics of Study Population

Seven17 participants revealed they used medication during their detox experience and 14
shared that they went cold turkey18. It was decided that utilizing the medication associated with
detox was not the same as engaging in MAT as a recovery pathway. The detox process is between 714 days and used specifically to reduce levels of a substance in a person’s system to reduce risk of

For the purpose of this study, the “recovery community” is referring to those who consider themselves to be in
recovery from a substance use disorder.
17
Prior to determining if those who used medication during their detox process were eligible to participate, four
participants were told they were not eligible for taking medicine.
18
Cold turkey refers to when an individual detoxes off substances without any medication.
16
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deleterious effects of subsistence, whereas MAT is a specific protocol utilized in treatment of a
substance use disorder. It is common for those who enter a detox program to be given medication to
help with the withdrawal symptoms, especially those who have an opioid use disorder.
The mean age of the participants who gave their age was 40.33 (n=18); three people
chose not to share their age. Slightly over half of the participants were male (52%), and 48% were
female. Participants fell into all socio-economic classes, based off the participants responses. All
participants identified as Caucasian, except for one participant who identified as Asian.

Summary of Perceptions

Prior to the interviews, individuals were asked to self-identify with their beliefs on
medication-assisted treatment as negative, positive, or both. Six people believed their perceptions on
MAT are positive. Five people felt that their thoughts towards MAT are negative. The remaining ten
participants did not believe their perceptions were positive or negative, but rather both. The selfidentifying question associated with the pre-screening process is important to help measure a level of
awareness with one’s beliefs and the alignment between the two.
The following ubiquitous themes were discovered utilizing the pre-determined coding
schema, laid out in the data collection section. All participants were given pseudonyms to protect the
anonymity of the individuals and for their personal information to remain private.

Negative Perceptions

MAT is not effective in treating substance use disorder. Forty-eight percent (n=10) of
individuals openly stated they do not think MAT is effective in treating substance use disorder. All
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participants who stated MAT was not a good treatment approach for substance use disorder
identified with having ties to the 12-step program. Geoff stated that, “there isn’t a chemical solution
to a spiritual problem”, which is a direct quote from the Big book – the scripture associated with the
Fellowship. Two other participants felt that MAT did not address the spiritual aspect of addiction.
One of the two, Ryland, states, “The other thing that concerns me is just that there isn’t the spiritual
aspect, there’s not the community”, and suggests individuals who use MAT also should attend 12step meetings.
MAT should only be utilized for detox. Some participants did find MAT effective and
appropriate for detox only. Participants who were against MAT as long-term treatment believe it is
okay to utilize MAT, during detox resulting in a 48% agreement rate (n=10). Similar to the belief
that MAT should not be used long-term, concerns were raised that it is used too long.
MAT is used for too long. Sixty-two percent of individuals (n=13) had strong beliefs that
MAT should only be used short-term and that that is not the case. There was a strong correlation
between those who believed it was used for too long and other rules and beliefs they associated with
the use of MAT. Jake said, "I feel like you should take MAT with the intention to eventually get off
it.” Lisa, the substance abuse counselor, said, "I almost feel like sometimes it's prolonging. I hate to
say it, I feel like it's come down to we're really babying people." Similar to babying people, Jake felt
as if there was no longer a need for a crutch after a certain point:
"At first, I was all for Suboxone to detox with. I don't believe, like I said earlier, I
don't think that it should be used long term. I believe that once things are out of
your system, there's no need for a crutch anymore and you really need to start
working on yourself."
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Steve almost seemed taken aback at the fact that people would be on MAT for an extended
period of time, "Yeah there's a time limit on how long you…Obviously you taper down, what are
you going to be on maintenance for the rest of your life?"
People who utilize MAT are not truly sober. One of the most prominent themes found across
those who view MAT negatively was the ideation that these people were not achieving true sobriety.
Seventy-one percent (n=15) of participants felt that those who used MAT are not truly sober. Susie
stated, "I don't think they're sober because they're high. They're on some kind of substance. It's still a
substance in your system. You're not clean." Some participants elaborated more than others when
asked “Do you think people who use MAT are sober?”, whereas Tom stated: “Absolutely not” when
asked. Some participants, like Rachel, acknowledged it was not the same as using heroin, but there
was still a connection: “I don't think being physically dependent on Suboxone is at all the same as
being hooked on heroin. It's not at all the same, but you're still connected to that world."
Feeling as if people who use MAT are substituting one drug for another. Five participants
(24%) distinctively shared that they believe MAT is a substitution for another substance. Dan said,
"I never did Suboxone or anything like that. So I just figured there's no really point to it. Like why
substitute one drug for another drug."
Feeling as if MAT is a mind-altering substance. Twenty-nine percent of participants (n=6)
not only believed that those who use medication are not truly sober and substituting one drug for
another, but that MAT is a mind-altering substance and produces feelings of euphoria.
The only way to get sober is through abstinence-only. Twenty-nine percent of participants
(n=6) believed abstinence only is the only recovery pathway. This is often a mentality associated
with the 12-step program. Hank believed that you cannot work on yourself using MAT,
"Complete abstinence is the only way to really improve your life and work on yourself and be
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okay with yourself”. This goes hand in hand with the mentality that those who use MAT are not
truly sober, and they are not as engaged in their recovery.
The belief that those who use MAT are not involved in their recovery.
Eleven people, 52%, had concerns that those who use MAT are not as involved in their recovery
process. Examples included still engaging in compulsive behaviors, using other substances while
taking MAT, not attending meetings, and a few others. Anne stated:
"I'm sponsoring somebody now, but I'm telling you, she just does what she wants
to do, and I don't feed into it. She wants to meet up with me, we met up, we sat
down, finally sat down. So I said, 'Tell me when you want to meet again.' I said,
'Wednesday or Thursday works for me.' She never got back to me. And then she'll
get back to me with some boyfriend problem or some job problem or money
problem or this or that. And I'm like 'When do you want to sit down and do some
work?' And then I just told her again this week, 'Tell me what your schedule is'
And I still haven't heard from her…[people using MAT] have no desire to change
and they're still that same chaotic, unmanaged, out of their mind, all over the
place people. Their lives are usually still unsettled."
This hints at the influence twelve-step programs have on those in recovery and their beliefs
and actions surrounding people who use MAT. Another member who belongs to a 12-step
program shared with me that after a certain amount of time, recovery on MAT does not feel
authentic:
"I found that people, there's a disconnect, where they are sober because this is
MAT. It is part of their treatment. But after a certain amount of time, when we're
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talking 18 months, two years, two and a half years, it doesn't feel authentic. Their
sobriety doesn't feel genuine and it doesn't feel authentic.”
A male participant, John, who also shared he is a member of the 12-step program, felt as if those
who use MAT cannot fully be a part of the program; "When you're under the influence of a
chemical, I don't feel like you can really have that awakening that the 12 steps talk about."
Eight of the individuals who felt as if MAT inhibits people from being involved in their
recovery, believe those who use MAT have a greater chance of relapsing19. Lisa, a substance
abuse counselor, shared her experience with her clients, "My experience with people who have
been on Suboxone and start to taper off is they wind up relapsing and going to using. I've had
more clients that that's happened to then haven't."20 Jack had similar beliefs, but more about
methadone specifically, "I hate to say it but like 90% of people that I see on Methadone end up
going back out”. Both experiences are based on personal experience, whereas current literature
states the opposite.
In support of one medication, but not the other. Forty-three percent (n=9) of participants
were in favor of one medication vs. the other. Over-half of participants (n=13) believe methadone
maintenance is the worst MAT of the options. This is consistent with other research findings. There
was a correlation between a few participants feeling as if methadone not only was the worst
medication, but that they did not know anyone personally who was able to produce long-term
recovery. Four participants commented on the physical appearance of individuals who use
methadone. Drew believes methadone clinics are “like the walking dead” and “a place to breed
unhealthy behavior”. Scott expanded on the ideation of those who take methadone,

19

Going back out is another term referring to relapse.
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"I began to look at it as just a crutch because then you notice people on
methadone, they look just like people on heroin. They talk like them, they act like
them. They get sick if they don't have it. It's the same thing. I look at it as a legal
form of heroin."
Larry felt so confident in his ability to identify someone taking methadone stating, “People on
methadone, I can walk out on the street and tell if someone is on methadone.” He referenced the
appearance of nodding out to describe how people on methadone look different.
Throughout reading the transcripts, it was determined that there was a hierarchy placed on the
medications used to treat substance use disorder. Participants ranked the three most commonly used
medications: Methadone, Suboxone, and Vivitrol, and stated which they thought was the best and
which they thought was the worst. Hank believed all three medications were ok for detox, which
includes methadone. The most common medications mentioned were Vivitrol and Suboxone. Seven
of the nine individuals believed Vivitrol was the best option; because it was not a narcotic, there are
no euphoric effects, and there is no potential for diversion. Only one participant, Rachel, thought
Vivitrol was ineffective in treating substance use disorder and she believed Antabuse21 was a better
medication for those who suffer from alcohol use disorder. The other participants aside from the nine
who thought better or worse of one medication than the other, believed buprenorphine was the best
option.
In support of those who use MAT having different treatment options. A participant, Sean,
who works in a recovery house, stated that those who use Vivitrol are not in the MAT house, but

21

This was the only participant of 21 who brought up Antabuse (Disulfiram). No participant brought up
Acamprosate. Both of these medications are specifically for alcohol use disorder.
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are in the general population recovery house (those who are abstinent-only focused). He goes on
to further explain his recovery house’s practice for those in the MAT house:
"Yeah. So how we have our house setup is we have a room specifically for the
client's medications. And there's a hallway into it and then a little closet that you
have a door on. The closet has a punch code key lock. There's a camera on it 24/7
and then when you open the door, each individual resident has a safe with a code
in it. So, the house manager doesn't have the code to those safes. Only me and my
general manager and the resident that is his safe. So it's on camera. So if you
would go in there, you'd be on camera.”
Four other individuals believed those who use MAT should have separate treatment options.
Susie stated, "What they're doing right now is they’re coming up with the groups that just are
MAT groups, which I don't think it's a bad idea”. Another participant felt as strongly as to say, “I
think it should be separate, separate, separate”.
Stigma: Treating people differently who use MAT. Perhaps the most important finding,
the impact the stigma towards MAT has on those who use MAT. Here is an experience one of
the participants, Katie, shared:
Referring to a young man at an NA meeting, "Then I remember one night, and he
came every week, but nobody would fuck with him, and I didn't…I never went
out of my way to talk to him either. In part, the social anxiety. I never would go
up and start a conversation. And probably just a little sheep in the herd. No one
else was talking to him, so I didn't either. I remember one night, he put his hand
up to share from the floor, and he basically told that room about themselves. He
was like, 'I come here every week for the same reasons you come here. It says that
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the only requirement for membership is the desire to stop using. And I have that
desire. I'm not using. He called out just how everybody made him feel different. I
remember just listening, and I think most of the room just dismissed him, but I
remember I felt him. I felt like how terrible that would feel and that he was right.
He was being treated different. He was stigmatized and marginalized in this space
that's supposed to be a safe place. Then he stopped coming. I found out months
later that he died from an overdose, and I remember my first thought being, 'That
didn't have to happen. We did this to him.'"
Another experience Pam shared,
"A lot of people ask me to sponsor them, people on Suboxone and I don't even
know what to tell them. I have one girl, she's on Suboxone. I straight up told
her…Now I have another one that just asked me, I haven't even answered yet.
And it's because what I see that I don't respond. Do you know what I mean? But I
look at them and I think to myself, 'That girl's whacked.' And I hear them sharing
and sharing and blah blah blah, just all over, and I'm like 'They're whacked.' And
I'm one of those people, I'll ask them, 'Are you on medication?' And 'No.' Now, I
know you're a liar. So it's like, 'Nah.' So I just put you on the 'pay me no mind'
list."
Both of these individuals were a part of the 12-step program and shared their experiences of
isolating those who use MAT in the program.
Terry shared that sometimes he becomes a little aggressive,
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“I should be more professional. Sometimes I'm just like you're a little shit. God
forbid you got to wait five minutes to take your meds. I'm busy with another
patient who's actually sick. Shut the fuck up and I'll help you when I can”.
He later went on to explain an experience he shared with a nurse at the treatment facility he
works at in regard to a patient, '"I'm like you got to get off the sub. So me and another nurse
would just make fun of him every night. We'd be like oh look who's here, 4:00 it's time. We treat
him differently, but people in recovery, the nurses, when we hear someone's going on sub, we're
just like oh. You're just, not taking the easy way out, but it's like we don't think this is the
answer’". This provides support for the stigma toward MAT within the medical community.
Positive Perceptions
MAT is effective in treating substance use disorder. Thirty-eight percent of participants
(n=8), which is ten percent lower than those who deemed it as ineffective, support MAT as
effective in treating substance use disorder. Some of these individuals believed it was also
dependent on the individual. One participant stated, "It's dependent on the person and the
circumstance in their life at that time”. Katie spoke volumes to the power of medication-assisted
of treatment by saying, "I really feel like it [MAT] can help people."
MAT is a recovery pathway. Forty-eight percent of participants (n=10) believe in multiple
pathways of recovery, and MAT as being one of those pathways. Melissa acknowledged what
worked for her does not mean it works for everyone else,
"The reality is that was his path, and it worked for him, and my path worked for
me. We both wound up in the same place in terms of no longer having an opioid
use disorder, having meaningful, fulfilling lives, really pursuing goals and
dreams."
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Melissa was an individual who once thought negatively of those who use MAT, so she
identified a change in heart. On a more promising note, an individual who works as an addiction
counselor stated, "One of our philosophies was whatever your pathway is, that's awesome. How
can we help you? It didn't really matter”. They also offer MAT at their facility. This individual
also belongs to a12-step program but was able to think outside of the community beliefs. 22 Eric,
took a unique approach to the question and shared, "Everybody's trying to just accomplish the
same goal, I don't think they're any less of a person for it."
MAT is better than someone using drugs. Nineteen percent of participants (n=4) believe
MAT is better than using illegal substances. This is most associated with the practice of harm
reduction. Individuals believed not only was it better than using illegal substances, but it helps to
seize the behaviors associated with active use. Zack said, "But if you can't…if you need it and
you can't do it any other way, then it's better than actually using drugs”. Another participant,
Kelly, went into detail about the reduction in harmful lifestyle because of MAT, “I do feel it's
helping them not to live dangerously, use needles with different people, things like that. So I do
think that it's changing that habit and hopefully, that will them to be able to get clean”. Terry
shared another strong testament about MATs effect on the reduction of harm, "My opinion is if
it's saving your life and you're not going down to Kensington, sticking a needle in your arm,
sleeping on the street, and dying, do it. You can't get recovery if you're dead”, which goes hand
in hand with the next significant finding.
MAT saves lives. Forty-three percent of participants (n=9) stated that MAT saves lives. Hank
opened and shared the impact the opioid epidemic has had on his viewpoints, "But as this
epidemic had gotten worse, totally shifted my thinking to say, 'Well, this is keeping somebody
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alive, who am I to judge.' So now it's positive and if people need it, I encourage it”. There are a
significant number of advocates who have found positive outcomes associated with the opioid
epidemic, one of those being MAT. Kristina shared a similar thought process, "So, and so many
people are dying from opioids that, in that respect, I think it's helpful."
MAT is dependent on the individual. Thirty-eight percent of participants (n=8) believe
MAT is not bad, it is dependent on the individual. Individuals believed that because one person
is not successful with medication, does not mean MAT is not effective. It is the same as those
who are abstinent for a significant amount of time and then relapse; it does not mean abstinence
does not work. A whole modality should not be knocked because of one individual’s bad
experience. Josh acknowledge the good and the bad,
“But then at the same time, it has saved a lot of people's lives and I guess helped a
lot of people. I'm not going to say that because a couple of people who did it
wrong, that means the whole program isn't correct”.
People who use MAT are sober. Thirty-eight percent of participants (n=8) believed those
who use MAT are sober. Again, this question is dependent on an individual’s definition of
sobriety. Below is a significant example of the definition of sobriety to one individual and the
effect their definition has on those who use MAT. When asked if they think people who use
MAT are sober:
"Yeah. If they're not abusing it, then yes because from my understanding, you're not
getting high. You're not seeking it out. Someone who takes an antidepressant every day is
specifically dependent on that, but I wouldn't call them a drug addict just because of that. To
me, being sober is not just about what's physically in your body, it's how you're living your
life and what means the most to you. If you're living your life for that hit of methadone every
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day, then yeah maybe it's not really working for you. But if someone is leading a productive
life and actively working to make themselves better while taking Suboxone, then yeah I
would say they're sober”.
Not in support of those who use MAT having separate treatment options. Forty-three
percent of participants (n=9) believe those who use MAT should not have separate treatment
options. Rose, a female participant, used a unique analogy to describe her reasoning as to why
this was not appropriate: "No, I don't think that's appropriate. I actually did not know that. It's
like, can you imagine like a support group for people who are on Prozac versus people who just
go to therapy? That's ridiculous”. One gentleman who owns a recovery house shared the same
thought and does not separate those who use medication from those who do not;
"The one thing I don't like is that treatment centers, I don't know specifically if
they do this, but I've seen recovery houses where they segregate the MAT people,
kind of life a MAT house. I don't do that. Why do you have a MAT house, why
isn't it just a recovery house? I mean that's what it is”.
A common fear associated with having these two groups in the same house is the ideation
that those who are not using medication will be triggered. Melissa, who used to work in a
recovery house, shared her thoughts on this,
"So, what better of an environment to help someone identify coping skills for
when they have that urge to use? If your goal is abstinence, you don't want to use,
then how are you going to not use when you leave this? If someone's pretty far
along in a recovery, you want to use, then let's talk about that, because it's not
even about that person. It's about you."
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Another treatment provider shared that separating those who use medication from those who
don’t is malpractice, “It’s medical malpractice. No”.
Awareness of beliefs. One of the screening questions participants were asked prior to
participating in the study, was whether their beliefs associated with MAT were positive or
negative. Something that was found was that individuals’ identification of their beliefs were not
always aligned with their thoughts. Fifty-two percent of participants’ (n=11) self-identification of
their beliefs did not align with what they said. Seven of those participants, 64%, identified their
beliefs as positive or both positive and negative but were overall negative. Two participants
identified their beliefs as negative or both positive and negative but were more positive. Ten out
of 21 participants, 48%, beliefs did align with the answers they gave during the screening
process.

Types of Stigma

Social stigma. Perhaps one of the most prominent types of stigma noted was social
stigma.23 Over fifty instances of social stigma were noted. Perhaps the most obvious form of
social stigma was the acceptance of one medication over the other, especially with collective
agreement over the most widely accepted and the most widely not accepted medication. There
seemed to be a collective agreement amongst participants as to what medication worked best,
and which did not. For example, Vivitrol was cited as the best medication because it did not
produce euphoric effects. Methadone was viewed most negatively amongst those with negative
perceptions.
23

The coding associated with determining whether a comment was an example of social, systemic, or self-stigma
can be found in Appendix E on page 75.
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This further led to distancing from those who use or have used MAT. Debbie shared how
she does not associate with people who use MAT,
"I know people, I just don't [support MAT]. Not because I won't, but it's just the
people in my circle aren't those people. These are people that are clean, you know
what I mean?"
Debbie felt that those who were on MAT were not sober and she wanted to surround herself with
only people who were truly sober; therefore, she does not associate with people who use MAT.
She went on to further explain,
"At the same time I'm not going to..I don't know I just don’t find that we share the
same interests. Somebody that's on something or doing whatever, they always
need to go somewhere and do something. They can't really settle down and sit and
it's that whole lifestyle. And the wheels are still turning. I'd rather just be with
people that are like-minded and at least can sit and have a conversation without
thinking about having to go and what I need to do and that can show me a better
way to live."
This is a direct example of keeping people out from a certain group and choosing to
isolate or cut a certain group of people from your life because of a certain attribute or
characteristic. The notion of identifying someone as sober or not sober is an act of social stigma;
putting people into a group because of a socially collected stereotype (i.e. choosing to isolate
people who use MAT from the recovery community). Drew referred to those who use methadone
as the “walking dead” because of the collective stereotype that is associated with MAT.
Systemic stigma. The next form of stigma that was most prominently found was systemic
stigma, found mostly among those who are working in the treatment industry. Alex, referring to
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the recovery house he works at, shared that he allows his clients who are on Vivitrol to be in
their regular house, but separates those who use suboxone or methadone:
"Just because it would be a trigger …especially when guys are first on
Methadone, they look extremely high. Right? And so yeah, we don't want our
other guys around them, because it's a trigger that they could go out and use
because of it."
MAT houses have been created because of the systemic stigma those are facing who use
it: denial into homes, as well as certain treatment programs. The ostracization of those who use
MAT could also been seen as furthering that stigma. The belief that those who use MAT should
have separate treatment options is a clear example of systemic stigma. Kayla, an active member
of the Fellowship, shared she had certain rules for those who use MAT if they wanted her to
sponsor them:
"I’m always willing to work with somebody as a sponsor, somebody on
medication-assisted treatment, as long as they've got a plan to decrease, to
actively decrease. But that's sort of the rule."
A designation of rules as to whether or not someone is willing to work with or support
someone who is using MAT is an indication of stigma on the systemic level.
Self-stigma. There were minimal instances of self-stigma found; a total of six
demonstrations of self-stigma were identified. One instance of self-stigma was when a
participant, Tessa, was asked why she never considered MAT as an option for herself, she said,
"Because if I was getting sober, I just want it to be over. Yeah. I didn't want
anything. I just wanted a different life. I didn't want to have to rely on anything."
Julie also shared that she chose not to use methadone because of the fear she had,
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"I knew that I always had this preconceived fear of having to go to the methadone
clinic every day for the rest of my life."
The ideation that somehow MAT modalities are something that people with substance
use disorder need to be afraid of is a direct internalization of the social stigma founded within
this research associated with methadone.

Sources of Stigma

Narcotics Anonymous & Alcoholics Anonymous. Sixty-six percent of participants (n=14)
identified NA or AA as a large contributor to the stigma associated with MAT. Eight
participants, 38%, belonged to the program and thought negatively of it. All eight participants
cited personal experiences for the reason they thought negatively of MAT. The most cited
personal experience was that they have never seen anyone successful with it. Three participants,
14%, attend NA and AA meetings, but do not think negatively of MAT themselves, but say
members of their program do. Three participants,14%, shared they used to attend NA and AA
meetings but stopped interacting with the Fellowship because of the stigma associated with those
who use MAT. John shared,
“Yeah I’ve seen it in a 12-step meeting. I’ve seen it in the recovery house where
guys make jokes and they’re like, they say it’s a joke but it looks like that’s how
they really feel about it.”
Teddy also spoke on his experience with NA meetings, stating some of the things he had heard:
“Just that they’re not clean, they’re still high. They shouldn’t be there. Get out.
[…] So I think they’re more willing to let people in that just did a shot of dope
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than they are someone that is on Suboxone, which is crazy. […] They will give
you a hug, but if you show up on MAT, they’re going to like not going to talk to
you. It’s crazy.”
Among those who are a part of NA and AA, many of them shared they never saw longterm success amongst people in their lives who used MAT. Jared shared that he lost a friend to
an overdose in a methadone clinic, so he had trouble grasping the idea of MAT being effective.
Another participant, Jessie, said,
“I don’t know, I’ve just seen so many heroin addicts who have done a lot of that.
Abuse the suboxone, sell the Suboxone to get the heroin, who then go into
recovery, aren’t doing the Suboxone. Now they’re coming back out and now
they’re shooting meth.”
Individuals within NA and AA had a clear indication that those who use MAT are not only not
sober or in recovery, but are not necessarily successful in achieving recovery; therefore, it is
difficult for those who use MAT to be a part of the program.
Confidence in one’s recovery. Forty-three percent of participants (n=9) believe the stigma
comes from those who have personal problems with their recovery. Participants shared various
reasons as to why they thought those in recovery thought negatively of MAT. Some of these
reasons included, self-esteem (wanted to make themselves feel better), fear of being triggered,
projection of one’s personal problems, and/or fear of using. Luke shared, “I think it can come
through many different forms. Like some people are jealous. They think ‘I want to do that.”
Ryan furthered this explanation by sharing similar thoughts,
“Well, what’s worse and what underlies all of that is the insidious notion that
somehow people who don’t use MAT are at risk. That they’re somehow in danger
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by breathing the same air as these people. What do you think is going to happen?
If I want some of your meds, I can go get it in five minutes. That’s not the
problem. So what do you think’s going to happen? […] It’s fear.”
One participant, Lizzy, was honest enough to share with me that during her first month of
sobriety she struggled being around someone who was on Suboxone,
“Well, I can say when I first got sober, maybe within my first month of sobriety, I
was driving a girl around and she had Suboxone and I felt really uncomfortable,
when I was very newly sober.”
This ideation that people in recovery feel threatened by those who use MAT is not a reflection
upon those who take MAT, it’s possibly a reflection upon those who are shaming.
Methadone treatment. Ten percent of participants (n=2) believe the physical treatment of
methadone maintenance adds to the stigma. When asked about methadone maintenance
specifically, Luke said,
“Yeah. People were there at five o’clock in the morning, standing in a line that
goes around the block […] It absolutely adds to it and most of the clinics are not
in the best place. It’s not like you’re going to Newtown or Yardley to get your
methadone.”
Perhaps seeing people lined up to see a medication in a neighborhood with a bad reputation adds
to the public’s stigma of methadone, as well as those who do not use MAT, because they may
resent those furthering the stigma of those with substance use disorder.
Physician’s role. Fourteen percent of participants (n=3) cited doctors as a part of the
problem associated with MAT. Tara said,
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“They’re just saying, ‘Okay, take this pill and it’s going to help you.’ It needs to
be monitored or they need more medical assistance from professionals. […] I
think that we have to be our number one advocates of protecting ourselves from
doctors”.
Gracie shared some of the same words stating:
“Yeah. It’s mismanaged. Yeah. I feel strongly in that it’s for us to advocate for
ourselves and our children’s bodies. But I think at the point that you’re newly
sober – you’re not really capable of sort doing that. You’re broken, and if you’re
anything like me, you’re scared.”
Both stating very strongly that people with substance use disorders need to advocate for
themselves, especially during their most vulnerable times, newly sober. Both of the participants
who stated that they feel as if people who use MAT are being taken advantage of, think that
MAT should be used for short-term use. Various participants stated that they feel as if doctor’s
continue to up the dosage of people who use MAT in order to keep them dependent. A
participant, Jax, stated that he believes doctors do not engage enough with those who use MAT,
“You might get an hour or two with the doctor, if you’re lucky, and they’re just
handing you a script and saying, ‘See you next month.’ […] There needs to be a
little bit more fine tuning on how it’s prescribed, how the patients are educated
about it.”
Jacqueline felt the same, sharing an experience with someone she knew,
“I think that a lot of times doctors just prescribe things to people and they’re not
getting help to stop the addiction. They’re just saying, ‘Okay, take this pill and
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it’s going to help you.’ It needs to be monitored or they need more medical
assistance from professionals.”
Participants shared they thought MAT was beneficial and maybe doctor’s roles are not 100%
clear.
Basic demographics. Ages of those who thought negatively of MAT ranged from 29-64
years. Eight female participants thought negatively of MAT and only two female participants
thought positively. On the contrary, seven male participants thought negatively of MAT and four
thought positively. Female participants thought more negatively of MAT than men. A total of
two more male participants thought more positively of MAT than females. There was limited
variability, so there were no findings associated with socio-economic status, as only seven
participants felt comfortable answering. There were no findings to report with race, as 20
participants were Caucasian and only one was Asian.

Conclusion

Prior to conducting this research, gender, age, and pathway to recovery were determined
to be potential sources of stigma. I thought that perhaps those who were older and in recovery
would think more negatively about MAT because they did not have access to it. I believed
females would think more positively about MAT than males. I also thought that those who were
abstinence-only would think more negatively of MAT. My first hypothesis, age, did not turn out
to be significant. My second hypothesis, gender, was the opposite: males thought more positively
about MAT than females. Those who were abstinence-only did tend to think more negatively
about MAT than those who chose a different pathway to recovery.
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Participants showed less support than they had; with a 10% difference. Women tended to
have a more negative perception of MAT than men, which was not as predicted; though it was a
small difference. Age did not seem to have an impact. Common negative beliefs associated with
MAT included: those who use MAT are not truly sober (71%) and MAT is used for too long
(62%). Common positive beliefs associated with MAT included: MAT saves lives (43%) and
there are multiple pathways to recovery, including MAT, (48%). Two of the most prominent
identified sources of stigma that were noted were the Fellowship (i.e. 12 step programs) and
one’s confidence in their own recovery. A few isolated sources were noted, physician’s roles,
ignorance, and the physicality of obtaining methadone treatment. Over-all, a strong association
between the Fellowship and stigma towards MAT was identified; whether, it was most negative
comments coming from those who attend NA/AA or participants identifying the Fellowship as a
large contributor of stigma.
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Discussion
The primary focus of this chapter is to share with the readers the findings, but also ask
what now? This research will not only be presented, but explained, so that other colleagues and
readers can understand the impact of the findings and where to go from here. Future studies or
topics that should be explored will be discussed.
The findings associated with this research highlighted key indications of the stigma
associated with MAT and where it comes from. Those in recovery who think negatively of MAT
believe those who use MAT are not truly sober, not in recovery, not engaged in their recovery
process, and attach damaging stereotypes. A small percentage of participants (38%) thought
positively of those who use MAT. Thirteen participants, 62%, believed MAT was used for too
long, despite research showing that those who stop MAT are at a higher risk of relapse (Magura
and Rosenblum, 2001).
Given the feedback from participants, it was clear that two prominent sources of stigma
were identified: NA and AA, as well as one’s confidence in their own recovery. Individuals who
were currently in the Fellowship identified with their negative beliefs, as well as two participants
who stated they were a part of the Fellowship, but had stop attending because of the severity of
the stigma associated with MAT and those who use it. The second prominent source, one’s
confidence in their own recovery, was cited by both people who have had this insecurity within
their recovery, but others who have cited it simply as an observation. Lizzy specifically shared
that she once felt uncomfortable in the car with a woman who was on Suboxone because she was
newly sober; however, her perspective is now a positive one.
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The stigma associated with MAT is killing people; one participant was so kind to share
with us their story surrounding NA and the individual who was ostracized came to a meeting
receiving methadone treatment, and ended up no longer attending meetings, overdosing, and
dying. That same participant, Katie, shared the following:
“I see this stigma surrounding drug use, surrounding substance use disorder, and
surrounding the use as medications as far more deadly than even fentanyl. This
stigma is really killing people.”
Now that this research has been conducted, and we have received some findings, this
research cannot just sit here. The question becomes, how do we get more people in recovery to
think positively of it? Perhaps one of the most alarming findings was the idea that those who
thought negatively of MAT also belonged to the Fellowship. The Fellowship is one of the most,
if not the most, popular recovery pathways to exist, with the largest following. It would be
difficult to work on the stigma associated with MAT, without the Fellowship being addressed.
Moving forward, I suggest treatment facilities to work with the Fellowship to reduce systemic
stigmatization of MAT and acknowledge there are multiple pathways to recovery. It should be
optional for clients to determine if they wish to attend and NA or AA meeting. Perhaps the
Fellowship should enforce their core beliefs that state “a desire to stop using is all that is
required” and provide a person or person(s) non-biased to ensure those who are a part of
meetings are not stigmatizing those with SUD any further. A mandatory discussion or meeting
should be held at least once a month to discuss stigma and its implications, whether that is social,
systemic, or self-stigma, to keep the conversation open and allowing individuals to get things off
their chest; this will help to normalize the conversation.
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When it comes to addressing the under-utilization of MAT amongst those prescribing it, I
suggest all treatment facilities are required to offer all types of MAT. Similar to the opioidmonitoring program in place, doctors should be required to report how many patients they are
treating, the type of MAT, the dosage, how frequently they see the patient, how long the patient
visit is, and progress updates. This will be for prevention, so that doctors are not pushing
prescriptions. In order to do this, more physicians need to be able to prescribe medications to
treat SUD. SAMHSA should look into making the process of obtaining a waiver easier, as well
as increasing the number of patients a physician is able to treat. An informational video training
should be created and implemented into doctors waiver requirements to stay current surrounding
MAT and SUD. This will ensure a larger population of the substance use disorder community is
able to have access to what is considered the gold-standard of care.
There were a few unexpected findings that future studies should further explore. A
further look into the 12-step program’s role into the stigma associated with MAT should be
noted, as it was an underlying theme in the study. The definition of recovery vs. sobriety should
be further discussed and the impact it has on stigma. If someone defines recovery as complete
abstinence, they will not see someone who is using harm-reduction practices as in recovery. As
showed, there were many individuals who were interviewed that worked in the field that had
negative viewpoints of MAT; clinician’s viewpoints should be looked at as to how they impact
the treatment of the patient. Especially since a few clinicians stated they would encourage
individuals to taper off MAT, and this has detrimental effects on one’s recovery process. As it
was determined that methadone is the most stigmatized MAT, a further study should investigate
why this stigma exists, when the literature shows it is one of the most successful medications.
Nine out of the 21 participants had a clear disconnect between how they identified with their
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beliefs (positive and negative) and their words. A further study should look at levels of selfawareness and stigma, as well as an individual’s own recovery and their self-confidence, since
self-confidence was an identified source of stigma. Like self-confidence, NA and AA were both
identified as a source of stigma, further research should analyze whether AA or NA is a bigger
contributor than the other. There are numerous contributors to stigma, especially with substance
use disorder, and further research could continue to shed more light on sources of stigma.
“Group think”. Two participants who have ties to NA/AA think positively of MAT. One person
is actively still a member of the Fellowship, and the other individual is no longer attending
meetings, and notes because the stigma associated with MAT got so bad. Perhaps future research
should look at levels of impression or need to belong amongst those who have a substance use
disorder; as well as, whether or not members’ of the Fellowship had these beliefs prior to NA or
AA.

Conclusion

Stigma associated with MAT is contributing to the under-utilization of MAT from
both prescribers and patients. The stigma associated with MAT is also contributing to the loss of
lives amongst the substance use disorder community. The substance use disorder community
must work together with the Fellowship to create a better relationship amongst ALL people with
substance use disorders, not just those who are abstinence-only. The implementation of different
pathways of recovery should be implemented amongst treatment facilities; giving patients the
option to utilize MAT. Perhaps, more community conversations should be held amongst the
substance use disorder community to reflect upon their beliefs and the impacts they could have
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on the ones surrounding them. There are many areas for future research that could better explain
the level of stigma that exists surrounding MAT, both at the macro and micro level.
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Appendix A
Screening Questions for Potential Participants
Thank you for your interest in this study. Before we can schedule you for an interview, we
have seven brief screening questions.
1. Are you at least 18 years old?
2. Do you reside in the 5-county region (Bucks, Montgomery, Chester, Delaware, or
Philadelphia)?
3. Do you fluently speak English?
4. Are you currently in recovery from a SUD (including alcohol)?
5. Are you aware of MAT (MAT)?
6. Would you say you have a positive or negative opinion toward MAT?
7. Have you ever used MAT as a part of your recovery process?
If all answers are yes for 1-5, if question 6 was either positive or negative, and if 7
indicates no, then the participant may be scheduled for an interview. If we have reached
capacity for the county in which a person resides (5 per county), indicate they will be placed
on a list of possible participants and we will be in touch within the next several weeks.
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Appendix B

Interview Questions for Participants

To begin, we have some demographic questions we would like to cover.
1.
2.
3.
4.

What is your age?
What is your race?
What is your gender?
Would you consider yourself to be lower, middle, or upper class, in terms of socioeconomic status?

Now I would like to transition into learning more about who you are and about your experience
with SUD.
5. Can you tell me a little bit about your background? (probe for where they grew up; family
life; life overall experiences)
6. Can you tell me about your experience with SUD?
7. Can you tell me about your recovery process? How long have you been in recovery?
8. What do you know about MAT, sometimes referred to as MAT?
9. Do you know anyone who uses or has used MAT?
a. If so, in what relation are they to you?
b. Was it a positive or negative experience?
10. Do you think MAT is effective in treating SUD?
11. What are your own personal beliefs toward MAT? (probe for why they feel this way,
how they developed these beliefs)
12. What are your feelings towards individuals who utilize MAT?
13. Do you think that treatment facilities should have different policies for those who use
MAT?
14. Have you ever treated anyone differently because you knew they were using MAT?
15. Have you ever discussed MAT with anyone?
a. What was the purpose? (educational, personal discussion, treatment option)
16. Is there anything else about your experience you would like to let me know that we have
not yet captured?
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Appendix C
Coding Schema
Positive –
1. Support for the use of MAT as an effective and valid way to treat SUD.
2. Indicating there are multiple pathways to recovery, and MAT is one of those pathways.
3. Supporting the use of MAT in comparison to another illegal substance.
4. Feeling as if MAT allows individuals an opportunity at recovery.
5. Feeling as if MAT gives individuals a second chance at life.
6. Feeling as if stigma towards MAT is killing people.
7. Feeling as if stigma towards MAT is an act of discrimination.
8. Feeling as if MAT saves life.
9. Not in favor of people who use MAT having separate treatment options.
10. Feeling that MAT decreases the dangerous lifestyle of addiction.
11. Belief that MAT allows people to live more productive lives.
12. Not treating people differently who utilize MAT.
13. Believing people who use MAT are sober.
14. Believing that MAT isn’t bad – it’s dependent on the individual.
Negative –
1.
2.
3.
4.
5.
6.

Lack of support for the use of MAT as an effective way to treat SUD.
Showing fear of individuals who are abstinent being triggered by those who utilize MAT.
Feeling as if people who use MAT are substituting one drug for another.
Believing people who use MAT aren’t truly sober.
Belief that MAT prevents people from being engaged in the recovery process.
The ideation that people who utilize MAT have a different physical appearance than
those who don’t.
7. Belief that people are physically dependent on MAT.
8. Belief that people develop compulsive behaviors due to the use of MAT.
9. The ideation that people who use MAT have a higher chance of relapsing.
10. The belief that people take MAT for too long.
11. The belief that MAT should only be used for detox.
12. Feeling as if MAT doesn’t produce long term recovery.
13. Feeling as if MAT is a mind-altering drug and produces euphoric effects; and this is the
reason for people to utilize it.
14. Feeling a sense of superiority to those who use MAT.
15. Feeling as if abstinence only is the best way or the only way.
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16. Thinking lesser of those who use MAT as a person.
17. Feeling as if people’s recovery isn’t authentic that use MAT.
18. Supporting the implementation of separate treatment options for those who use MAT.
19. Believing Methadone is the worst option for MAT.
20. Treating people negatively who have used MAT.
21. Believing Suboxone has a street value that addicts utilize to get high or avoid being sick.
22. Believing there’s a time and a place for MAT – only detox.
23. In support of one medication, but not the other.
24. The ideation that it’s ok for others, but not for me.
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Appendix D
Summary of Demographics

Table 2

Table 2: Summary of Demographics

Gender

Age

Male

Race

County

Caucasian

Chester

Female

31

Caucasian

Bucks

Female

38

Caucasian

Philadelphia

Female

59

Caucasian

Philadelphia

Female

33

Caucasian

Philadelphia

Male

37

Caucasian

Delaware

Male

29

Caucasian

Bucks

Female

56

Caucasian

Bucks

Female

64

Caucasian

Bucks

Male

29

Asian

Philadelphia

Female

62

Caucasian

Chester

Male

29

Caucasian

Delaware

Male

36

Caucasian

Montgomery

Caucasian

Delaware

Male

74

Female

38

Caucasian

Montgomery

Female

32

Caucasian

Montgomery

Female

39

Caucasian

Montgomery

Male

37

Caucasian

Delaware

Male

29

Caucasian

Montgomery

Male

48

Caucasian

Bucks

Caucasian

Bucks

Male
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Appendix E
Coding Schema – Sources of Stigma
1. Social stigma: “A societal process in which individuals within a society collectively
apply stereotypes to an identifiable group” (Crapanzano et. al (2019), p. 1).
2. Self-stigma: A subjective process that is ‘characterized by negative feelings (about self),
maladaptive behavior, identity transformation or stereotype endorsement resulting from
an individual’s experiences, perceptions, or anticipation of negative social reactions’ on
the basis of stigmatized social or health condition” (Livingston et al., 2011, p. 29).
3. Systemic stigma: “The rules, policies, and procedures of institutions that restrict the
rights and opportunities for members of stigmatized groups” (Livingston et al., 2011, pp.
39-40).
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