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Editorial

Treating Addictions

On Failures, Harms, and Hopes of Success

Aleksandra Bartoszko
VID Specialized Unwversity

Paul Christensen
Rose-Hulman Institute of Technology

Treating Addictions 1s a special issue that emerged out of conference panels at the
117th Annual Meeting of the American Anthropological Association (AAA) in
2018, San Jose, California. The panels, titled Questioning Addiction and Contextualizing
Treatment I and II, were organized and chaired by Aleksandra Bartoszko and Paul
Christensen. Additionally, participants of the Executive Session panel Anthropolog:-
cal Interventions in the U.S. Opioid Crisis, organized by Jennifer Carroll, joined this
project. The panels, as shown in this special issue, has intellectually attracted addi-
tional scholars and advocates.

In this issue, readers will find a range of articles questioning many prevailing as-
sumptions surrounding the labels of addiction as well as the pervasive methodolo-
gies of ‘treatment’ and ‘recovery’. The authors are astutely critical of the oft cor-
rosive logics that dictate and organize these conceptual frameworks, offering inno-
vative and informative insights, while questioning the ways in which care and
treatment(s) can reproduce the very realities they purport to address or even cause
harm. Highlighting the paradoxical conditions of institutional approaches to drug
use, they document often life-threatening consequences for individuals struggling
to realize institutionally and culturally dictated criteria of success. Doing so, they
challenge the established understandings of ‘addiction treatment’ as inherently
good and ask if there are other ways of social inclusion or of bettering life quality
for persons who use drugs.
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The issue begins with a critical examination of the principles of the Recovery
movement as adopted by Methadone Maintenance Treatment (MMT) programs
in the United States. In ‘We’re gonna be Addressing your Pepsi use’: How Recovery Limits
Methadone Maintenance Treatment’s Ability to Help People Who Use Drugs in the Era of
Overdose, David Frank outlines the ways in which this particular model of recov-
ery organizes treatment as abstinence-based self-help and simultaneously facilitates
a greater degree of surveillance and intervention into patients’ nutrition, public
service, and spirituality. Such efforts, coupled with punishment, often fail to reduce
the potential harms of drug use. Since many of the MMT participants do not seek
the Recovery as it is conceptualized by this specific discourse, but join the program
to avoid criminalization, Frank recommends a policy shift that would truly consid-
er the diversity of treatment goals among the people on the program. Harms of
care remain central in the following article. In Gendered Triple Standard and the Bio-
medical Management of Perinatal and Maternal Opioid Use Disorder in the U.S.: Investigating
Bodily, Visceral, and Symbolic Violence, Alice Fiddian-Green considers associations
of stigma among pregnant and parenting women with opioid use disorder (OUD)
in the northeastern United States. She deftly shows how a variety of institutional
settings tasked with managing OUD simultaneously enact violence that becomes a
form of embedded trauma for women enrolled in these programs. Examining the
many forms of violence, she shows that the institutionalized and often conflicting
ideas of legal, social, and medical care cause harms to both mother and child.
Remaining in the United States, Mark Chatfield reveals the frighteningly perva-
sive abuse of patients at residential treatment programs for young people. As
demonstrated in Zotalistic Treatment Programs for Young People: A Thematic Analysis of
Retrospective Accounts, these programs, exempt from Federal safety standards, are
frequently sought out by distressed parents and loved ones on behalf of their chil-
dren. But instead of help, they can end up creating a disturbingly widespread set-
ting for abuse. Documenting the numerous ‘thought reform techniques’ and ‘coer-
cive persuasion’ used within such programs, Chatfield opens for a needed, and, so
far missing, discussion on the luring dangers of institutional treatments. Engage-
ments with youth’s experiences continue in 7he Experimental Trajectories of Young
Users of Psycho-active Prescription Drugs in Urban Indonesia, in which Nural Ilmi
Idrus and Anita Hardon study marginalized youth across the urban centers of
south Sulawesi’s. Contrasting their experiences with a treatment designed to target
politically constructed problems, such as illicit heroin use, they illustrate the limita-
tions of the harm reduction efforts in Indonesia and the failure of the methadone
program to deal with poly drug use. Considering these limits and the ongoing War
on Drugs, they propose and engage in educational interventions, which address
the desires and aspirations evident in the youth’s precarious lives. Discrepancies
between individuals’ needs and treatment opportunities are further explored by
Ingrid Amalia Havnes and Thea Steen Skogheim in the context of the af-
termath of legislative changes that made anabolic-androgenic steroid (AAS) use
illegal in Norway in 2013. As they show in Alenation and Lack of Trust: Barriers to
Seeking Substance Use Disorder Treatment Among Men Who Struggle to Cease Anabolic-andro-
genic Steroid Use, few individuals with AAS-related health problems seek treatment.
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In their examination of the situation, Havnes and Skogheim document that men
using steroids consider their drug use in terms of healthy lifestyle and healthy
identity. They see their addiction as different to, for instance, heroin addiction,
which they consider as the opposite of health and well-being. Havnes and
Skogheim demonstrate that physicians’ lacking knowledge of using and ceasing
AAS shapes patients’ distrust towards health care and hinders treatment seeking.
Finally, Shana Harris offers a methodological reflections based on her study of
the use of psychedelic substances at drug treatment programs in Baja California,
Mexico. In Narrating the Unspeakable: Making Sense of Psychedelic Experiences i Drug
Treatment, she points out that the use of psychedelic substances is often described as
‘unspeakable primary experiences.” At the same time, narration and narratives are
considered essential in anthropological research, as well as in therapeutic settings.
In this context, Harris asks: How does narration work if the psychedelic experi-
ence 1s truly unspeakable and how can we study it? Harris does not offer a conclu-
sion. Rather, she invites the reader to explore innovative ethnographic approaches
more suitable to the study of experience resisting conventional narrativization.

In two shorter essays, Aleksandra Bartoszko and Allison V. Schlosser offer
reflections on the established ways of (thinking of) inclusion of persons who use
drugs. Bartoszko, in Patient Is the New Black: Treatmentality and Resistance toward Patien-
tization, questions the political desire to form new identities and social innovations,
which aim at liberating the ‘addicts’ by redefining them ‘patients.” She shows that
participants in Opioid Substitution Treatment in Norway are not always comfort-
able with such redefinition, which complicates the current discourse advocating for
shift ‘from criminal to patient’. In Recovery in the US Opioid Crisis, Schlosser illus-
trates the individual struggles to navigate between the conflicting articulations of
‘recovery’, emphasizing that its moral good is often taken-for-granted. Examining
‘recovery’ as a space not necessarily suited to supporting the social inclusion and
moral recognition desired by individuals labelled ‘addicts,” she asks: ‘Can we, as
anthropologists of the extreme, resist the moral panic of the “opioid crisis” to find
and foster such alternative spaces?” Remaining in the context of ‘opioid crisis’, E.
Summerson Carr offers a thought-provoking commentary on the use of the
concept of ‘crisis’ as a descriptive term in addiction scholarship.

Treating Addictions includes also book reviews of the following titles: Addicted to Christ:
Remaking Men in Puerto Rican Pentecostal Drug Mumistries by Helena Hansen (reviewed
by Jennifer Carroll), War on People: Drug User Politics and a New Ethics of Communaty
by Jarrett Zigon (reviewed by Shana Harris), and Narcocapitalism by Laurent de
Sutter (reviewed by Tracy Brannstrom). The reader will also find an interview
with Laurent de Sutter conducted by Tracy Brannstrom. The issue’s final piece
is a visual essay on Ibogaine treatment by Sagit Mezamer.

Last, but not least, we would like to express our thanks to the anonymous review-
ers for their thorough engagement and critical work with all the contributions to
this 1ssue of the Journal of Extreme Anthropology.

11
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Article

‘We’re Gonna be Addressing your Pepsi Use’
How Recovery Limits Methadone Maintenance Treatment’s
Ability to Help People in the Era of Overdose

Dawvid Frank
New York University

Abstract
Methadone Maintenance Treatment (MMT) in the United States has recently
adopted an approach based on the principles of the Recovery movement — a

view of treatment informed by addiction-as-disease models but also incorporating
social, psychological, and spiritual components. Although organizations that ad-
minister drug treatment services claim that the shift represents a more client-cen-
tered, individualistic approach, it may not meet the needs of the many individuals
who use MMT to reduce the harms of drug use, like overdose, rather than as a
way to become abstinent. In this article, I use interview data from treatment
providers to argue against institutional claims of Recovery as an individualistic
model. My research demonstrates how — despite the wide variety of treatment
goals among people on MMT — the Recovery discourse positions and organizes
treatment strictly as abstinence-based, self-help. Moreover, I show how the Recov-
ery model serves as the justification for an expansion of clinics’ ability to surveil
and intervene in aspects of people’s lives which had previously been seen as out-
side of MMT’s purview, including nutrition, public service, and spirituality. In
conclusion, I argue that Recovery restricts MMT’s ability to reduce harms, like
overdose, in the lives of people who use drugs, and recommend that MM'T adopt
a more open-ended, low-threshold approach to treatment.

Keywords
Methadone Maintenance Treatment, recovery, addiction, overdose, harm
reduction, abstinence
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‘Recovery encompasses an individual’s whole life, including
mind, body, spirit, and community.’

(SAMHSA 2012, 5)

Introduction

Opioid-involved overdose rates in the United States are currently at unprecedent-
ed levels (NIDA 2018; Rudd 2016; Peterson 2016). According to the National In-
stitute of Drug Abuse, overdose rates for heroin, natural and semi-synthetic opi-
oids, and synthetic opioids (other than methadone) have all increased every year
for the past five years (2018). Substantial research also demonstrates that
Methadone Maintenance Treatment (MMT) is among the most effective means of
reducing risk of overdose as well as many other harms associated with illegal opi-
oid use (Sordo et al. 2017; Schwartz et al. 2013). Despite this, MM in the United
States recently adopted an approach to treatment informed by the Recovery
movement that could potentially make accessing treatment more difficult for those
not pursuing Recovery as defined by the discourse.

People on MMT conceptualize their treatment goals in a variety of ways, includ-
ing many who use it as a strategy for reducing the harms of illegal drug use, such
as overdose and arrest, rather than as a means to become abstinent (Frank 2018;
Harris and Rhodes 2013; Mateu-Gelebert et al. 2010). Yet, the Recovery model is
based on an abstinence-only approach that often results in increased surveillance
and punishment for such individuals, potentially leading to cessation of treatment
(Frank 2018). Moreover, Recovery is based on a holistic conception of addiction
that includes hard-to-define aspects such as spirituality and community involve-
ment (SAMHSA 2012; White et al. 2012; White and Mojer-Torres 2010). This
more comprehensive view significantly expands clinics’ ability to surveil and inter-
vene in patients’! lives beyond their use of illegal drugs. Thus, Recovery could in-
crease rates of patient dropout and discharge as well as discourage people not cur-
rently in treatment from signing up (Frank 2018). MMT in the U.S. is already crit-
icized for its strict rules and time-consuming, intrusive approach (Parpouchi et al.
2017; Callon et al. 2006) as evidenced by its consistently low rates of use and re-
tention, particularly when compared to other countries using less-regulated ap-
proaches (Saloner and Karthikeyan 2015). Thus, the use of Recovery in MMT
may make an already over-regulated and overly-cumbersome treatment even more
so precisely when it is most needed.

1t is important to point out that the term ‘patients’ is considered problematic by many people and
has been criticized for its tendency to medicalize individuals on MMT, many of whom do not concep-
tualize themselves as sick (Frank 2018; INPUD 2014). Although | considered using less specific language,
| felt it was important to describe the population within the discursive context of Recovery-based
freatment. Thus, my use of the term, ‘patients’ throughout the paper, is as a socially-constructed label
that is often resisted by people on MMT.
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This article uses semi-structured interview data from treatment providers that ad-
minister MMT 1in the U.S. to argue that Recovery restricts MM'T’s ability to re-
duce harms, like overdose, in the lives of people who use drugs, and recommends
that MMT adopt a more open-ended, low-threshold approach to treatment that
acknowledges the diversity of treatment goals among people on the program.

Access to MMT

MMT is a form of substitution-based treatment for opioid addiction whereby in-
dividuals are maintained on methadone, a synthetic opioid similar to, but less eu-
phoric than heroin (and other illegal opioids). Methadone reduces the cravings
and withdrawal that accompany cessation of opioid use and has proved to be an
effective form of treatment (Ball and Ross 2012; Joseph et al. 2000). Its use is asso-
ciated with reduced rates of illegal opioid use, overdose, transmission of blood-
borne viruses, and recidivism as well as generally improving the stability of people
on the program (Sordo et al. 2017; Schwartz et al. 2013; Brugal et al. 2005). Con-
versely, leaving treatment — either voluntarily or involuntarily — is associated with
an increased risk of overdose (Cousins et al. 2011; Brugal et al. 2005; Magura and
Rosenblum 2001). Despite its benefits, MMT in the U.S. has consistently main-
tained low rates of use and retention (Joseph et al. 2000). Data from the Substance
Abuse and Mental Health Services Administration (SAMHSA) shows that in
2014, 41% of people in Medication Assisted Treatment dropped out of treatment
and that the median length of stay among that group was only 114 days (2014). In
addition to those that dropped out, a further 11% were terminated from treatment
by the facility meaning that less than half of the patient population remained in
treatment throughout the year (SAMHSA, Treatment Episode Data Set 2014).

Research that examines patients’ perspectives on treatment demonstrates that
strict regulations, an abstinence-only approach, and the time consuming, intrusive
character of MMT in the U.S. is inconstant with the needs and treatment goals of
much of the patient population (Strike et al. 2013; Peterson et al. 2010; Joseph et
al., 2000). For example, Mateu-Gelebert and collaborators found that instead of
pursuing abstinence, many people use MMT as a pragmatic strategy for avoiding
withdrawal, which in turn reduces the likelihood of risky activity such as syringe
sharing or committing crimes in order to obtain money for buying drugs (2010).
Similarly, many use MM as a temporary means of reducing tolerance and physi-
cal wear-and-tear; as a way of dealing with instabilities of the illegal drug market;
and as a strategy to avoid overdose and transmission of blood-borne viruses such
as HIV/AIDS or Hepatitis G (Harris and Rhodes, 2013; Mateu-Gelebert et al.
2010; McKeganey et al. 2004; Drucker et al. 1998). Scholars have also pointed out
that many people use, and conceptualize MMT as way of moderating risks more
associated with criminalized drug use than with drug use itself (Frank 2018; Harris

and Rhodes 2013; Koester et al. 1999).

Comparatively, low-threshold models, that are used in parts of Canada and Eu-
rope and prioritize easy access to methadone over the promotion of abstinence,
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attract a greater diversity of clients, have higher retention rates, and are associated
with a reduction in injection-related HIV risk behaviors, overdose, and mortality
in general (Nolan et al. 2015; Strike et al.2013; Millson et al. 2007; Langendam et
al. 2001).

Emergence of Recovery

Recovery has recently gained strength in the U.S., both culturally, and as a
bedrock principle meant to undergird the creation of policy in substance use
treatment, including MMT (SAMHSA 2018; NYS OASAS 2018; White and Mo-
jer-Torres 2010). As SAMHSA notes in the Recovery and Recovery Support sec-
tion of their website: “The adoption of recovery by behavioral health systems in
recent years has signaled a dramatic shift in the expectation for positive outcomes
for individuals who experience mental and/or substance use conditions’ (2018).
Recovery has its roots in the 19th century when temperance societies and related
groups began discussing socially unacceptable alcohol use as a disease (Levine
1978). However, research — particularly in Australia and the UK — has linked the
current recovery discourse to the emergence of twelve-step groups (e.g. Alcoholics
Anonymous, Narcotics Anonymous) that formed in the late 20» century around a
variety of practices including drinking, smoking, and narcotics use as well as to the
context of neoliberalism that emphasizes practices of individual governance and
surveillance (Fraser et al. 2017; Neale et al. 2015; Fraser et al. 2014).

Although the term ‘recovery’ can mean different things to different people, ‘Re-
covery’ is a specific, and institutionally-proscribed, discourse that refers to a com-
mitment to abstinence as well as a focus on more general notions of health and
well-being, including community involvement, spirituality, and nutrition (Duke,
2013; Best and Lubman 2012; White 2007). The Betty Ford Consensus Panel —
on which most modern definitions of Recovery are based — defined it as ‘a volun-
tarily maintained lifestyle characterized by sobriety, personal health, and citizen-
ship’ (The Betty Ford Consensus Panel 2007). SAMHSA uses a similar definition,
based on abstinence and including ‘a voluntary, self-directed, ongoing process
where patients access formal and informal resources; manage their care and their
addiction; and rebuild their lives, relationships, and health to lead full meaningful
lives’ (2010).

Recovery is also positioned institutionally as a more inclusive approach to MMT.
Government organizations like SAMHSA specifically describe Recovery as a more
patient-centric model that empowers individuals to structure treatment according
to their own goals. For example, SAMHSA’s Second Principle of Recovery, that
‘Recovery is person-centric’ states that:

Self-determination and self-direction are the foundations for re-
covery as individuals define their own life goals and design their
unique path(s) towards those goals. Individuals optimize their
autonomy and independence to the greatest extent possible by
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leading, controlling, and exercising choice over the services and
supports that assist their recovery and resilience. In so doing,
they are empowered and provided the resources to make in-
formed decisions, initiate recovery, build on their strengths, and
gain or regain control over their lives (The Second Principle of
Recovery, SAMHSA's Updated Working Principles of Recovery
2012).

However, drug-user rights and harm reduction organizations have been critical of
Recovery (AIVL 2012; INPUD 2014). Although such groups do not oppose the
rights of individuals to identify as ‘in recovery’, or pursue recovery-based goals,
they argue that by elevating such personal choices to the level of policy, it becomes
a standard that is forced upon everyone rather than a choice. Moreover, they are
critical of addiction-as-disease narratives, and argue that rather than a disease,
drug use is a social phenomenon, characterized by a high level of diversity, not
‘sameness’ (AIVL 2012, 3). From this perspective, the Recovery discourse neces-
sarily implies ‘that drug use is a disease from which people could or should be
cured’ (INPUD 2014).

Methods

This article is based on two years of qualitative research, conducted as part of my
doctoral dissertation in sociology, from 2014 through 2016. Data collection in-
volved conducting semi-structured interviews with stakeholders and ethnographic
observations in New York City methadone clinics, as well as elements of auto-
ethnography. My interest in this issue and the development of research questions
were based initially on my own experience as an illegal opioid user and someone
who has been in MMT for 15+ years. Research questions were further developed
in the context of relevant literature. This article focuses primarily on data from 10
interviews with treatment providers, which refers to individuals working either in
government organizations that administer MMT such as SAMHSA or the New
York State Office of Alcoholism and Substance Abuse Services (OASAS), or in
methadone clinic settings. Participants were recruited using a combination of con-
venience and snowball sampling based initially on contacts I had through my own
experience as a person who uses drugs and as someone on MM'T. All participants
provided informed consent, and interviews lasted approximately one hour and
were recorded and later transcribed. Data were then coded for themes and ana-
lyzed in a process informed by Ciritical Discourse Analysis (Weiss and Wodak
2007; Fairclough 2013). All participants are referred to by pseudonyms.

Theoretical Position

This article 1s informed by a social constructionist perspective that sees knowledge
production as an inherently political act that carries with it a set of fixed identities,
power relationships, and codes of behavior (Conrad and Schneider 2010; Berger
and Luckmann 1971; Foucault 2003; Bourgois 2000). Thus, terms like ‘drugs’,
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‘addiction’ and ‘recovery’ are seen as socially-contingent categories that reflect,
and re-produce, existing power structures rather than as universal truths. Scholars
have used this position to deconstruct medical and cultural knowledge about ad-
diction, such as the disease model of addiction, often pointing out how such con-
cepts function as forms of social control (Tiger 2013; Campbell 2011; Keane
2002). As Fraser and colleagues point out, ‘addiction operates as a powerful thera-
peutic and political discourse which classifies, normalizes, and disciplines
subjects’ (Fraser et al. 2014, 5).

Recovery as Self-evident

Responses from treatment providers closely aligned with the institutional position
by describing Recovery as patient-centered, individually-focused and empowering.
In every case, Recovery was seen not only as an improvement in how treatment
was organized but specifically as one that would increase the ability of patients to
affect, and make choices about their treatment. They referred to it as ‘less of a
cookie-cutter approach’ and a move away from a model where patients ‘were not
partners in the process’. For example, Sandy, an administrator for the OASAS
emphasized that:

number one is that the person is center and everything to do
with [their treatment] is person-centered. They’re included in all
major decisions about their treatment, the direction of their re-

covery, and all of that is explained. It’s about what #ey want to
do (Sandy, OASAS 2014; emphasis in original).

The patient-centric character of Recovery was seen by treatment providers to be
demonstrated most notably by the fact that the Recovery model accepted MMT
(and other forms of Medication Assisted Treatment (MAT)) as a legitimate form
of treatment for addiction. Treatment providers explained that programs using
medication, like MM, have historically been seen as fundamentally distinct from
those using ‘abstinence-based’ treatment, defined here as programs not using med-
ication (Hunt et al. 1985). As a result, people in MM'T have often been stigmatized
and denied access to many recovery spaces because of their use of methadone,
seen as a drug and not a medicine (Earnshaw et al. 2013). Thus, part of the cur-
rent Recovery discourse involves the institutional re-construction of methadone as
a ‘medicine’ and an effort to frame all treatment choices as different “paths to Re-
covery’, which were seen as equally legitimate. The following responses reflect this
shift:

In a lot of the ‘drug-free’ programs, they don’t consider some-
one in recovery if theyre taking medication, methadone being
one of them. But we certainly are a Recovery-based program,
and if somebody 1s being maintained on methadone and they’re
not using any illicit substances or abusing any prescription sub-
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stances [then] that is recovery (Michele, Clinic Administrator
2014).

I think there’s been a lot of gains over the years of people talk-
ing about their recovery from addiction. But not as often do we
hear about peoples’ recovery using medications and utilizing
methadone specifically. So, when you listen to peoples’ recovery
stories, oftentimes there is no medication element at all to treat
the addiction. Or you may hear ‘Oh I was in a methadone pro-
gram but now I’'m no longer in a methadone program, now I'm
drug free’... There shouldn’t be that kind of thinking where one
person’s pathway to recovery is better than others. The path to
recovery is unique and all paths are acceptable. It doesn’t matter
if you haven’t even been in treatment and you’ve recovered
through a faith-based intervention or on your own (Karen,
OASAS employee 2014).

Our patients become very stigmatized. They’re looked at as drug
seekers whether or not they are. Their families continue to have
difficulty accepting that people are on methadone or ‘why aren’t
you getting off this?’... As a treatment community we really em-
power that [seeing MMT as Recovery| and every year [we] do
more things and get more education [out to the community]
(Marguerite, Clinic Program Director 2014).

However, by positioning MMT in this way, treatment providers’ responses reflect-
ed a view of Recovery as the universal and proper goal of treatment. Although
people were seen as increasingly able to choose from different types of treatment
— including MMT — they were all conceptualized as strategies toward the singu-
lar goal of Recovery (see also Fraser and Valentine 2008). This contrasts with
many harm reduction and drug-user rights narratives that justify MMT through
pragmatic benefits, such as the elimination of withdrawal and reducing harms,
that are not necessarily linked to an over-arching concept of self-improvement.

Moreover, the Recovery discourse obscures important differences between medica-
tion versus non-medication using treatment models as well as the often-different
reasons that lead people to choose either option. For example, the many people
that use MMT as a way of managing harms associated with criminalization are
erased by the Recovery discourse. Thus, by flattening distinctions between differ-
ent kinds of treatment — and particularly the differences between medication ver-
sus non-medication using models — the utility of MMT as a pragmatic form of
resistance to criminalization becomes invisible.
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How is Addiction Conceptualized?

In line with constructing MMT as a means to achieve to Recovery, treatment
providers maintained a view of addiction that focused almost entirely on the be-
havioral, psychological and spiritual. Although most stated that they saw addiction
as a disease, they downplayed its material or biological aspects such as dependence
and withdrawal in favor of a more value-based view that emphasized character
flaws and moral shortcomings. Thus, patients were seen as both bad and sick
(Fraser et al. 2017; Fomiatti et al. 2017; Tiger 2013). Treatment providers concep-
tualized treatment in a similar manner by stressing its ability to shape behavior
seen as problematic rather than as providing a pharmacological substitute for ille-
gal opioids. As one Clinic Director explained:

We accept that there is a brain disease, but we’re not intervening
in the brain. We’re intervening at the level of behaviors, of atti-
tudes, of spirit. Of course, all of that’s the brain, but... we dis-
courage talk of neurotransmitters.... Really what you have to do
is people, places, and things, and triggers to relapse, and anger
management, and that kind of stuff (John, Clinic Director
2014).

Similarly, treatment providers avoided describing patients through their physiolog-
ical dependence on opioids. They rarely mentioned the material role of
methadone as a substitute for illegal opioids and often de-valued the notion that
people use MMT for that reason. Patients were described instead using discourses
of trauma and disorder that positioned them as a monolithic and universally
damaged population (Fomiatti et al. 2017). For example, treatment providers stat-

ed:

We’re also looking to focus much more on trauma. It’s no secret
that most people that have an issue with addiction have experi-
enced trauma of some sort in their lives, whether it be what led
them to use or the trauma of the lifestyle of addiction... but I
would say, with pretty clear confidence, that 99% of our clientele

has experienced trauma of some sort or another (Michele, Clinic
Administrator 2014).

Recovery is going deeper into something that’s beyond your nar-
cissism, tapping into something. I say for folks that are kind of
atheistic or not open to that I say ‘We’re your higher power’...
It’s investing in a community instead of your narcissistic drug
taking behavior. If you can buy into that as a higher power, trust
our rules and regulations, trust our staff, like being here or can
tolerate being here, well maybe that’s a higher power than the
arrogance of your addiction (John, Clinic Director 2014).
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By conceptualizing addiction as a whole-person sickness Recovery provided dis-
cursive support for the production of MM as a comprehensive intervention that
included treatment for behavioral, psychological, and spiritual maladies, all con-
ceptualized as ‘addiction’. Similarly, because Recovery situated patients within a
more comprehensive and clearly articulated therapeutic relationship (than previ-
ous approaches to MMT), it restricted rather than promoted their agency. Clini-
cians were the experts on addiction and patients were advised to, as John states
(above): ‘trust our rules and regulations, trust our staff’. In some cases, this was
framed in harsh and punitive language that positioned patients as requiring con-
stant surveillance. For example, when asked about the need to monitor patients’
behavior, Grace, another Clinic Director, argued: ‘If you [addicts] can lie, you will
lie. I you [addicts] can steal, you will steal... [But] as clinicians, we’re trained to
know what they’re thinking’.

Moreover, by positioning treatment in this way, treatment providers were able to
frame unpopular and restrictive clinic rules, therapeutically. For example, although
clinic take-home policies — that force most people to come to the clinic everyday —
are often criticized as overly restrictive and linked to high rates of patient dropout
(Vocal-NY 2011; Pani et al. 1996), Marguerite, a Clinic Program Director, posi-
tions them as providing patients with a break from the presumed chaos of their
daily lives. She states:

[Patients] also [benefit from] the structure. You know, they come
in, this 1s a professional environment and people treating them
with respect, and their coming in and they have consistency.
They’re not living, wherever they’re living, it’s chaotic. They’re
coming in here and there’s stability here (Marguerite, Clinic
Program Director 2014).

Thus, treatment providers conceptualized addiction in a way that established a
clear power dynamic between patients and treatment providers. Since it positioned
patients as both bad and sick, any attempts by them to affect their treatment pro-
gram would be interpreted through this lens, 1.e. as a symptom of their addiction.
Consequently, they had little power to affect their treatment program.

Treatment as Abstinence plus Self-reconstruction

Treatment providers also described Recovery-based treatment as a highly com-
prehensive intervention that required much more from people than abstaining
from illegal drugs. Clinicians used narratives of Recovery to make judgements
about virtually any aspect of their patients’ lives including proper use of free time,
community service, and even consumption of soft drinks. These activities were
positioned by treatment providers as important indicators of Recovery that merit-
ed intervention. For example, treatment providers stated:
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It’s [Recovery] not only being drug free. There is also behaviors
and thoughts that have to follow... That’s where a lot of our pa-
tients get caught out. A lot of them will be like (adopts mock
whining tone) ‘Well I've been maintaining abstinence for six
months and I haven’t gotten a schedule reduction’. Well ok, yeah
you've been maintaining abstinence for six months but you’re
not doing anything productive in your free time. You still come
in here with the same negative attitude. You're still having prob-
lems with your counselor. You're still keeping that ‘stinking
thinking... Yes we are an opioid treatment program but we’re
here to address all of your addiction[s] and I tell them [patients]
‘if your addicted to Pepsi and you’re a Diabetic and it’s causing
you health problems, we’re gonna be addressing your Pepsi
use’ (Grace, Clinic Director 2014).

I don’t consider someone in recovery on the sole purpose that
they’re not using, because there’s such a thing as a ‘dry drunk’,
somebody who’s not using but is engaged in all of the behaviors
of addiction... I would call that, they’re staying away from sub-
stances but that they have some steps in their recovery to focus
on (Michele, Clinic Administrator 2014).

Part of the recovery process is for you to become part of the
community, [and] for you to become a part of the community,
you can’t just go and get your methadone, go back home and sit
there. [So] how do we set you up to be a meaningful part of the
community? That’s a critical part of recovery (Sandy, OASAS
2014).

Thus, treatment providers rejected a view of MMT solely as a means of reducing
or eliminating problematic drug use and emphasized the importance of patients’
demonstrating a holistic change in their thoughts, behaviors, and attitude. Posi-
tioning the treatment in this way not only helps to justify Recovery’s expanded ju-
risdiction and infrastructure, it also devalues low-threshold approaches to MM
Such models prioritize harm reduction over abstinence and work to make
methadone more easily accessible for people who use drugs oftentimes by elimi-
nating the kinds of regulatory apparatus and oversight that characterize Recovery
(Strike et al. 2013).

Treatment providers’ descriptions of the clinic environment also aligned with their
view of addiction as a whole-person ailment. Clinics were described as centralized
locations for the treatment of a variety of behavioral, psychological, and meta-
physical issues discursively linked by Recovery. Treatment providers referred to
clinics as a ‘more comprehensive model’ and ‘wrap-around service’ that spoke to
their wide-ranging view of addiction treatment and the diminished role of
methadone the substance. Moreover, many of the programs focused specifically on
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promoting the tenets of Recovery, such as on-site twelve-step meeting and ‘Peer-
Recovery Coaches’, who were described as filling a similar role to that of mentor
in twelve-step programs. As one Clinic Director explained:

We have a wrap-around service that includes primary medical
care in addition to counseling, psychological, psychiatric, voca-
tional, and nutritional and social. So, we provide a large number
of services in the view that in order for recovery to occur, you
want to affect as many life environments, from health all the way
to how people eat. In addition, we have a vocational person be-
cause obviously being employed is an important resilience factor
for further use (Wilson, Program Director 2014).

The focus on clinics as whole-person treatment centers was also reflected in the
changing language treatment providers used. For example, they often deempha-
sized the role of methadone by describing the treatment as an ‘Opioid Treatment
Program’ or ‘OTP’ rather than the previous moniker of ‘Methadone Mainte-
nance Treatment’ or ‘MM'T". As Karen, an OASAS administrator, explained:

We’re moving now to saying Opioid Treatment Program, Opi-
oid Treatment Services because we want to take away the
‘Methadone’ label. You call it ‘Methadone Treatment’ [and] it
sounds like that’s all that happens is that people drink their
methadone. If we call it Opioid Treatment, they have medica-
tion, it could be Methadone, it could be Buprenorphine. But we
[also] have a whole comprehensive array of services. One of
our things is removing all of that ‘MTP’, ‘MMTP’, ‘Methadone
Maintenance’, ‘Methadone Treatment Program’. It’s ‘Opioid
Treatment Program’ or ‘OTP’ and the Feds have that
too’ (Karen, OASAS 20144).

Although the addition of new services is undoubtedly helpful to people who need
them, they also greatly expand the clinics’ ability to exert influence over parts of
their patients’ lives which had previously been unavailable to them. Treatment
providers characterized the additional services as ‘tools in a toolkit’ rather than
requirements, however, they were none-the-less positioned as important parts of
the program, and whether or not patients utilized them, impacted their relation-
ships with counselors and other clinic staff, which ultimately affected patient as-
sessments and determined access to privileges. For example, although SAMHSA
administrators stressed that patients would not be forced to adopt Recovery as
their approach to treatment, they also noted that all patients are required to meet
with their counselor every month, and that those ‘patient assessments’, are based
on the tenets of Recovery. Thus, while there is no explicit mandate to adopt Re-
covery, it is built into the program structurally, ultimately meaning that those who
are uninterested in community service, spirituality, or other aspects of Recovery
may be viewed unfavorably.

11
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Discussion

This article critically analyzed the institutional claim that Recovery represents a
more patient-centric model that better enables people to structure treatment ac-
cording to their own goals and values. Although treatment providers all stated that
they saw Recovery in this way, their descriptions suggest that it is more proscriptive
and restrictive than previous, less clearly articulated approaches to MM'T. Since
Recovery 1s based on the implicit desirability of abstinence and self-transforma-
tion, it functions as a barrier for the many people that use MMT for more prag-
matic reasons such as avoiding overdose, withdrawal and arrest, or simply to es-
cape the chaotic and risk-involved lifestyle associated with illegal drug use. More-
over, it will prevent those who would benefit from MMT but are not pursuing Re-
covery, from signing up, precisely when the risk of opioid-involved overdose is at
its greatest.

That many individuals use and benefit from MMT for reasons outside of the Re-
covery model was particularly absent from how treatment providers conceptual-
ized the program. Thus, Recovery can be read as an attempt to shore up the onto-
logical and epistemological problems raised by MMT for government, who is in-
terested in legitimizing MMT but within the current logics of prohibition. Accord-
ing to the narrative of prohibition, it is drugs and addiction, and not laws or poli-
cies, that cause the harms of drug use. Yet since methadone is an opioid, like hero-
in, its use as a maintenance medication problematizes this view. As sociologist He-
len Keane explains, ‘methadone in the context of maintenance therapy is pro-
duced as a paradoxical substance with a double identity, it is both ‘not heroin and
like heroin’; and it is both addictive and a treatment for addiction’ (2013, 18).

Moreover, the ability of MMT to dramatically improve peoples’ lives raises etio-
logical questions about the treatment. Specifically, that people benefit by switching
from highly criminalized opioids to a substance that is pharmacologically similar
but available outside of the context of criminalization suggests that the problems
people using drugs experience are more a product of drugs’ illegality than from
their pharmacological properties. In other words, MM'T ‘works’ by decriminaliz-
ing peoples’ opioid use. However, by incorporating MMT into the standard body
of Recovery-oriented addiction treatment, and by re-framing it in a way that ob-
scures its material basis as a pharmacological substitute for illegal opioids, Recov-
ery works to paper over these cracks in the government’s prohibitionist narrative.

In this case, the Recovery discourse seeks to construct addiction through an ama-
terialist lens that positions it primarily as a problem of personhood and individual
values, unrelated to the physical characteristics of opioids such as tolerance and
withdrawal, or the structural policies that govern their use. This position de-politi-
cizes the role of treatment in the lives of people who use drugs by framing their
choices as motivated solely by addiction and not as an attempt to escape from the
effects of policy (Frank 2018). Yet, by incorporating a view of MMT that ac-
knowledges the materiality of methadone as an opioid and MMT as a form of
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substitution treatment, their decisions can be understood, at least in part, as a
move from using illegal to legal opioids rather than from addiction to Recovery.

The findings of this study align with related scholarship that rejects the view of
MMT as a stable and bounded entity governed by clearly identifiable causal rela-
tionships and sees it instead as dynamic and made through its interaction with pol-
itics, culture, institutions, and people (Fraser and Valentine 2008; Fraser et al.
2014). In particular, the emphasis on accounting for MM'T’s material characteris-
tics is supported by Fraser and Valentine’s call for analyses that incorporate ‘both
the social/cultural/discursive and the material’ (2008, 21). It is similarly linked to
deconstructive accounts of addiction narratives that demonstrate how the phe-
nomenon of ‘addiction’ resists categorization through binaries like health/sick;
normal/pathological; addict/recovered addict (Moore et al. 2017; Fomiatti et al.
2017; Pienaar et al. 2017). Such accounts were used by the treatment providers in
this study, oftentimes to construct patients as disordered, and themselves as ex-
perts.

It is important to point out that this article’s critique of Recovery is not about the
lived experience of people in recovery or pursuing recovery-oriented goals. Recov-
ery can be a meaningful and useful paradigm for some people to understand their
drug use and treatment. Rather, it focuses on the discursive production and institu-
tional use of Recovery, to demonstrate how such narratives — particularly when
elevated from personal choice to the level of policy — can be used to restrict, con-
trol, and punish those with different aims for treatment.

In this article, I argue that MMT should be available for the full range of benefi-
ciaries and not just those seeking Recovery as conceptualized by the discourse.
Substantial research demonstrates that ‘low threshold’ approaches — which are
used successfully in Canada and Europe — have higher retention rates, happier
clients, and a reduced risk of overdose (Strike et al. 2013; Brugal et al. 2005).
Moreover, the coercive structure that has long been a part of MM, but that Re-
covery expands upon, should be dismantled in favor of non-punitive model that
supports harm reduction. As Fraser and Valentine point out in Substance & Substitu-
tion, ‘Other people are subject to rules as well, of course, but MMT operates in
ways unthinkable in other treatment formats... Far from being active consumers or
patients sharing treatment decisions and responsibility with their doctors,
methadone clients are positioned within an apparently outmoded, paternalistic
relationship of compliance’ (2008, 86).

This 1s particularly important in the context of dramatically increased rates of
opioid-involved overdose where access to treatment should take on an increased
urgency. Potential changes could include abandoning the use of punishment for
failed drug screens and/or liberalizing take-home polices. These policy shifts
would push MMT in a direction that better reflected institutional rhetoric on
promoting patient agency, and more importantly, would work towards reducing
rates of opioid-involved overdose. As one of the harm reduction advocates I spoke
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with pointed out: ‘I totally respect anyone who considers themselves on a path to
recovery, in recovery, whatever. I just don’t think it should be required to partici-
pate in those activities to receive a lifesaving medication.’
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Abstract

Despite trends towards treatment versus punitive-based approaches to addressing opioid
use disorders (OUD) in the United States, pregnant and parenting women with OUD
remain highly stigmatized, their maternal fitness routinely contested. Biomedical concep-
tions of OUD as a chronic, relapsing condition often run counter to the abstinence-based
models enforced across the myriad institutions that manage OUD, particularly for women
whose maternal status is contingent on treatment enrollment and adherence. Exposure to
trauma 1s considered to be nearly universal among women with OUD); biomedical classi-
fications of trauma primarily center on the interpersonal (i.e. adverse childhood [ACEs]
and lifetime experiences). This work responds to a call to ‘gender addiction’ (Campbell
and Ettorre 2011) and examine the ‘epistemologies of ignorance’ (Tuana 2006) around
notions of ‘risk’ by advocating for a broadened definition of trauma that incorporates the
institutional violence imbedded into policies and procedures specific to the biomedical
management of OUD. Drawing on an 18-month ethnographic investigation of pregnant
and parenting women with OUD living in the Northeastern United States, this article
argues that the intertwined institutions (e.g. medical, legal, and social services) that man-
age OUD according to biomedical dictates enact a converging constellation of violence
on women; this in turn becomes a form of embodied trauma, directly influencing perina-
tal and maternal opioid use trajectories. Key findings include: (I) civil commitment to
treatment as a form of direct bodily violence, (2) loss of maternal status as visceral vio-
lence, and (3) institutional erasures (i.e. intergenerational family separation) as symbolic
violence.

Keywords
opioids, maternal substance use, perinatal substance use, institutional violence, visceral
violence

21



Ablice Fiddian-Green — Gendered Triple Standard

Introduction

Pregnant and parenting women who use opioids are a rapidly growing population
in the United States (Centers for Disease Control and Prevention [CDC] 2019).
Although there is a trend away from punitive towards treatment-based approaches
to addressing opioid use in the U.S., pregnant and parenting women with opioid
use disorders remain highly stigmatized, their maternal fitness routinely called into
question. According to the Substance Abuse and Mental Health Services Adminis-
tration (SAMHSA), trauma is an ‘almost universal experience’ (SAMHSA 2019, 2)
shared by people with substance use disorders. Biomedical conceptualizations of
trauma refer to adverse childhood and lifetime experiences, including direct and
indirect exposure to physical, sexual, and emotional violence, as well as the trau-
mas associated with war, combat, and natural disasters (SAMHSA, 2019). This
article broadens current definitions of trauma to extend beyond the interpersonal
and the structural (e.g. lack of transportation, income, or insurance coverage) and
takes a pointed look at the role of the institutional violence imbedded into policies
and procedures specific to the treatment and management of perinatal and ma-
ternal OUD in the U.S. This article argues that the intertwined institutions that
manage OUD according to biomedical dictates enact a converging constellation
of violence on pregnant and parenting women. In turn, this becomes a form of
embodied trauma, directly influencing opioid use trajectories among this popula-
tion.

Scope of Opioid Use in the U.S.

Opioid use and opioid-related fatalities in the United States have increased drasti-
cally. It is currently estimated that every day 130 Americans die from an opioid
overdose. Between 1999-2017 over 400,000 people in the U.S. died from an opioid
overdose. There are three notable spikes in opioid-related fatalities during that
time. The first, from 1999-2009, wherein the bulk of overdoses were attributed to
prescription opioids. The second, from 2010-2012, wherein most overdose deaths
were attributed to heroin. And the third from 2013-2017 (and continuing beyond
the time of this writing) where the bulk of opioid-related fatalities involve synthetic
opioids, particularly illicitly manufactured fentanyl (CDC 2019).

Women in the U.S. with opioid use disorders are a rapidly growing and vulnerable
population. Between 1999 and 2015, mortality rates from prescription opioid
overdoses among women increased by 471% as compared to 218% for men; mor-
tality rates for heroin overdoses among women during that same period were dou-
ble that of men (U.S. Department of Health and Human Services [USDHHS]
2017). Concomitantly, rates of perinatal opioid use and neonatal opioid with-
drawal syndrome more than quadrupled between 1999-2014 (CDC 2018).
Women with opioid use disorders have higher rates of mental health comorbidi-
ties (e.g. depression, anxiety, post-traumatic stress disorder [PTSD]), poor self-con-
cept, sexual trauma, intimate partner violence (IPV), and poverty as compared to
men (Crandall et al. 2003; Kremer and Arora 2015).
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Biomedical Conceptualization and Management of Opioid Use
Disorder

Medical and public health discourse around opioid use primarily centers around
the diagnosis of opioid use disorder (OUD). According to the most current Diag-
nostic and Statistical Manual of Mental Disorders 5+ Edition (DSM-V), OUD
refers to patterns of opioid use that interfere with multiple aspects of life, such as
the ability to maintain employment and positive social relationships; it is classified
as either mild, moderate, or severe (Substance Abuse and Mental Health Services
Administration [SAMHSA] 2017). As defined by the National Institute on Drug
Abuse (NIDA), OUD is a

chronic, relapsing disorder characterized by compulsive drug
seeking and use despite adverse consequences. It is considered a
brain disorder, because it involves functional changes to brain
circuits involved in reward, stress, and self-control, and those
changes may last a long time after a person has stopped taking

drugs (NIDA 2019).

This ‘brain disease’ biomedical model of addiction represents an important depar-
ture from a moral model of addiction, which points to notions of moral frailty as
the true roots of addiction.

Some of the critiques harbored at the ‘brain disease’ biomedical model of addic-
tion point to a silencing of structural factors that contribute to addiction, as well as
minimizing concepts such as brain plasticity (i.e. capability of the brain’s capacity
to change and reorganize), existing evidence of people who ‘age out’ of problem-
atic substance use patterns, and those individuals who use opioids but do not meet
the criteria for diagnosis (Hall, Carter, and Forlini 2015). Guided by a biomedical
model, current research goals in the U.S. specific to OUD primarily center on in-
vestigations related to neuroscience, epigenetics, pharmaceutical development,
and prescription monitoring programs (NIDA 2018). With this focus the risk of
somatic reductionism (Lock 2015) looms large, wherein the focus on biology and
molecular processes overshadow the larger political-economic processes that shape
‘the environment’ and other ‘risk factors’ (Cadet 2014; Leatherman and Hoke

2016).

Under the biomedical model, OUD is categorized as a chronic health condition
(commonly equated to other chronic illnesses, such as type two diabetes) that 1s
best managed by sustained engagement with medications for opioid use disorder
(MOUD), such as methadone, buprenorphine, naltrexone. Health experts largely
view long-term treatment with medications as the ‘gold standard of care’ that im-
proves health and psychosocial outcomes for people with OUD. However, approx-
imately 90% of individuals living with OUD do not access MOUD; for those that
do, treatment retention remains low. Furthermore, treatment rates are lower for

women versus men (SAMHSA 2017).
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In the field of maternal and child health, the perinatal period is often considered a
‘window of opportunity’ (Daley, Argeriou, and McCarty 1998, 240) for interven-
ing in a multitude of health conditions among populations that might otherwise
remain outside of the health care system, as is often the case with women who are
active substance users. In pregnancy, women become a captive audience and rou-
tine prenatal visits present a unique opportunity to develop relationships with a
clinic or hospital and health care providers, and to address health concerns. How-
ever, this notion is neither simple nor straightforward in the context of substance
use. Interactions between care providers and women with OUD can be fraught
with tension, judgement, and miscommunication, exacerbated by legitimate fears
of punitive interventions that can divide mothers from their children and families
(Holbrook 2015; Lupton 2012; Terplan, Kennedy-Hendricks, and Chisolm 2015).
Additionally, while routine prenatal visits do indeed present an opportunity, the
singular focus on this point in time remains mechanistic and shortsighted, evi-
denced by the reality that within six months of giving birth, treatment retention
among mothers with OUD drops by over 50% and overdose rates spike dramati-
cally (Wilder, Lewis, and Windhusen 2015).

The official position of the American College of Obstetricians and Gynecologists
(ACOG) 1s that OUD 1s a chronic condition which requires routine care and
maintenance, and women with OUD seeking prenatal care should not face crimi-
nal or civil penalties ncluding loss of custody (ACOG 2016). In reality, however,
stigmatizing public discourse inhibits care-seeking among this population. Com-
plete withdrawal from opioids during pregnancy is not recommended; it can cause
miscarriage, preterm birth, low birth weight, and stillbirth (ACOG 2016; Kremer
and Aurora 2015). Yet, many women attempt detoxification before initiating pre-
natal care, and some avoid care altogether due to fears (often substantiated, and
most definitely location dependent) of provider-stigma, mandatory reporting, so-
cial service involvement, and losing custody of children.

While considering OUD as a chronic condition has created space for a treatment
versus punitive-based focus, this ‘trope of chronicity’ (Garcia 2010, 12) has re-
shaped moral notions of addiction by positioning MOUD as the sole option, par-
ticularly for women whose maternal status is contingent on treatment enrollment
and adherence. Biomedical conceptions of addiction as a chronic, relapsing condi-
tion run counter to an abstinence-based model instituted across the myriad of
managing institutions that mothers interact with, fear, or avoid on a daily basis,
e.g. medical, legal, and social service entities (Holbrook 2015; Terplan, Kennedy-
Hendricks, and Chisolm 2015). For example, as observed during the fieldwork for
this project, many direct-care staff making decisions about a woman’s maternal
status remain aligned with a moral model of addiction and were strictly unforgiv-
ing of ‘relapse’. And though the definition of ‘abstinence’ within some institutions
increasingly includes the use of MOUD, failure to adhere to treatment protocols
had multiple punitive implications, such as court-mandated stipulations for main-
taining custody and accessing government-funded housing
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Perinatal and Maternal OUD: Shifting Discourse and the Gendered
Triple Standard

Current approaches to the management of OUD represent a departure from a
War on Drugs approach from the 1970s that favored criminalization over treat-
ment and drove the flagrant and dramatic rise of the incarceration of people of
color in the U.S. (National Research Council 2014). As part of a series of legisla-
tion passed under the War on Drugs, the Comprehensive Drug Abuse and Preven-
tion and Control Act of 1970 sought to lower rates of substance use and the vio-
lence associated with unregulated markets, allowing law enforcement to conduct
‘no knock’ searches, which primarily targeted low income communities of color. In
response to the ‘crack epidemic’ of the 1980s, then President Reagan signed The
Anti-Drug Abuse Prevention Act into law in 1986, creating funding for drug
treatment, abstinence-based substance use education programs, and increased con-
struction of prisons. Mandatory minimum sentencing for drug possession was cen-
tral to The Anti-Drug Abuse Prevention Act, a policy that has been widely cri-
tiqued for promoting racial disparities in sentencing, and discriminant surveillance
of low-income communities of color (Netherland and Hansen 2016). The majori-
ty of incarcerated individuals are men of color serving time for non-violent drug
offences; females are the most rapidly increasing incarcerated population in the

U.S. (National Research Council 2014).

Current policy efforts and public discourse around OUD have rapidly shifted from
punitive-based legal interventions that focus on individual responsibility, to a call
for compassionate treatment efforts that draws instead on a whitewashed narrative
that depicts ‘good kids’ addicted because of the overprescription of legitimized
medicine (Netherland and Hansen 2016). As a stark contrast to legislative efforts
during the U.S. ‘crack epidemic’ the Substance Use Disorder Prevention that
Promotes Opioid Recovery and Treatment (SUPPORT) Act was passed in Octo-
ber 2018 with nearly unanimous, bipartisan support — a notable feat during the
current combative political landscape in the U.S. In addition to providing funds
for expanded access to MOUDs and lifting insurance restrictions, the SUPPORT
Act specifically earmarks increased funds for the treatment of pregnant and post-
partum women with OUD (Library of Congress 2018). It should come as no sur-
prise then to read researchers Julie Netherland and Helena Hansen refer to the
opioid ‘crisis’ as the ‘war on drugs that wasn’t’ (Netherland and Hansen 2016,
664).

Building on what Sanders refers to as the ‘gendered double standard” (Sanders
2014) faced by women with substance use disorders, I characterize the intersecting
identities of female and pregnant/mother as a #ple standard. Being held to this
gendered triple standard intensifies the stigma faced by pregnant women and
mothers with OUD as they navigate medical, social service, and legal institutions.
Although there s a trend away from punitive towards humanistic approaches to
OUD, pregnant and parenting women with OUD remain one of the most stigma-
tized groups in society, routinely judged as being unfit to parent and uncaring of
their child(ren) (Terplan, Kennedy-Hendricks, and Chisolm 2015). Messaging and
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discourse surrounding OUD in pregnancy shape conceptions of who is deserving
of empathy and care, with pregnant women expected to adhere to ‘reproductive
asceticism’ (Ettorre 2009, 246) by controlling and managing their bodies accord-
ing to medical dictates, inscribing the notion of ‘pregnancy as an ethical
practice’ (Lupton 2012, 4) and pregnant women as having a moral obligation to
keep themselves and their growing child healthy. According to the collective dis-
course, pregnant and parenting women with OUD are not only harming them-
selves, but also their reproductive potential, threatening their socially prescribed
‘purpose.’

Image taken less than 1T mile/km from a methadone clinic in Springfield, MA. September
2018, by author.

With a rising focus in the US. on addressing perinatal OUD and preventing
neonatal opioid withdrawal syndrome, it is particularly important to consider the
concept of a gendered triple standard as experienced by mothers with OUD who
no longer fall into the perinatal and postpartum window. Although policies that
address increasing rates of perinatal OUD and neonatal opioid withdrawal syn-
drome have importantly prioritized treatment access, in the first year postpartum
many of these programs and supports taper. Mothers with OUD are most likely to
die from a fatal opioid overdose during the ‘4« trimester’ (i.e. the first year postpar-
tum; Schift et al., 2018). Because of parental substance use, the demand for foster
care placements has spiked nationally (MADHHS 2018), disrupting families and
contributing to intergenerational patterns and a negative feedback loop of sub-
stance misuse and trauma.
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Theoretical Framework: Threads of Violence

This work responds to the call from Nancy Campbell and Elizabeth Ettore to
‘gender addiction’ (Campbell and Ettore 2011) by bringing a critical feminist lens
to the fore to examine the ‘epistemologies of ignorance’ (Tuana 2006) around no-
tions of ‘risk’ that remain ‘resistant to acknowledging the... power differentials
that structure the lives of drug-using women’ (Campbell and Ettore 2011, 1). This
article is informed by foundational ethnographic work that examines the threads
of violence — structural, symbolic, and every-day (Bourgeois 2009; Farmer 1996;
Scheper-Hughes 1993) — which are woven throughout the lives of women and
mothers with opioid and other substances use disorders in the U.S. In particular,
Angela Garcia’s work, examining the violences of intergenerational material, cul-
tural, and geographic dispossession in the context of indigenous heroin use in the
Southwestern U.S. (Garcia 2010); Kelly Knights visceral depictions of structural
vulnerabilities and violence inherent to the concurrent temporalities navigated by
pregnant and addicted women living and working in low-rent hotels (Knight
2015); and Alison McKim’s work highlighting structural violence as played out
across private and public substance use treatment programs, and the racially dis-
criminate policing of addicted women through the medical and criminal justice
systems (McKim 2017). Building on this rich ethnographic work, this article takes
a pointed look at the role of institutional violence imbedded into policies, pro-
grams, and procedures specific to the treatment and management of perinatal and
maternal OUD. A notable contribution of this article is the concept of visceral
violence, which remains underexplored in the violence literature, and yet is key
when examining the intimacy of pregnancy and mothering.

Institutional violence is made possible by structural violence (Farmer 1996), and
pointedly refers to institutional policies and practices that are considered part of a
larger system that is perceived to be fixed (Curtin and Litke 1999; Foucault 2002).
As with structural violence, it is the illegibility of institutional violence that is most
problematic. The first example of institutional violence presented in this article is
of direct bodily violence, an experience most aligned with exposure to interper-
sonal physical violence. The most pronounced example of bodily violence cited
here is the use of physical restraints and withholding of MOUDs as part of stan-
dard procedures utilized in civil commitment of individuals into substance use
treatment. Yet, unlike interpersonal acts of bodily violence such as intimate part-
ner violence and childhood sexual abuse which social mores do not outwardly
condone, interpersonal acts of bodily violence as standard institutional practices
are accepted as ‘business as usual’ or even ‘best practices.’

The second example of institutional violence presented here is of visceral vio-
lence. In one of two publications discussing visceral violence, Sarah de Leeuw ex-
amines the biopolitics of colonialism, and the visceral violence of being displaced
from home and family for indigenous women and children in British Columbia
(de Leeuw 2016). In the second, Clisby and Holdsworth explore the concept of
visceral violence as relates to women’s mental health over the lifecourse (Clisby
and Holdsworth 2014). However, they conceptualize visceral violence as a syn-
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onym for interpersonal experiences of gender-based violence, specifically the ex-
periences of sexism and sexual violence for school-aged girls. While de Leeuw’s
conceptualization may be most closely aligned with the notion of visceral violence
as set forth here, it draws on a decolonial perspective that, while critical and rele-
vant to mental health and substance use among pregnant and parenting women,
contains a specific set of biopolitical factors that are not universally applicable to
all women with OUD.

The last example of institutional violence in this article is of symbolic violence.
Drawing on Bourdieu (2001), symbolic violence refers to daily enacted ‘gentle vio-
lence’ that reinforces and internalizes socially patterned and hierarchical raced,
classed, gendered, sexed, and othered ideologies that are ‘exercised upon a social
agent with his or her complicity’ (Bourdieu and Wacquant 2002, 167). Symbolic
violence is best identified via the silences or absences — of topics or people —
woven throughout this project. As one example, nearly every woman interviewed
for this project had been separated from their family and placed in a foster home
for at least some length of time as children. Yet the role of intergenerational fami-
ly separation was never discussed by women or clinicians or stafl’ or administrators
or policy makers as a potential risk factor for problematic substance use.

Methods
Situating the Project Locally

This project was conducted across the Northwestern region of Massachusetts
(MA), an area with one of the highest rates of opioid-related fatalities and opioid
exposed newborns in the U.S. MA stands out in the U.S. as a state that has insti-
tuted considerably progressive policies, such as expanding access to naloxone (an
opioid overdose reversal drug), prioritizing treatment access for pregnant women,
and developing systems and processes to prepare women for the inevitability of
having a case opened with the Department of Children and Families (DCF) upon
delivery. MA is one of the few states that has seen a reduction in fatal opioid over-
doses from 2017-2018 (MA Department of Health and Human Services [MAD-
HHS] 2018).

This research was carried out across two counties in Western Massachusetts.
County X is rural and predominantly white (70,000 residents that are 91% non-
Hispanic White, 4% Latinx, and 1.5% Black or African American). Approximate-
ly 10% of the population live below the poverty line. County Z is more urban and
larger in size (estimated population in 2017 was 470,000) and is more racially di-
verse (approximately 63% non-Hispanic white, 25% Latinx, and 11% Black or
African American); 25% of households speak a language other than English. Ap-
proximately 17% of the population in County Z live below the poverty line (U.S.
Census Bureau, 2018), and it ranks in the top quartile of the most racially segre-
gated metropolitan areas in the U.S (Baystate Medical Center 2016). Because of
the stigma associated with OUD the decision not to name specific counties is a
purposeful choice to protect the anonymity and privacy of project participants.
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Data Collection and Analysis

While research around pregnant women and mothers with OUD is growing, the
bulk of data on this marginalized population consists of population-level survey
data. In contrast, findings presented here consist of an intersection of qualitative
methods that center the voices and experiences of women themselves. Data were
collected in clinical treatment spaces, community-based organizations, women-
only residential recovery facilities, participants’ homes, and coffee shops. A total of
30 in-depth interviews were conducted, including 20 life history interviews with
mothers with OUD and 10 in-depth interviews with physicians, clinicians, social
workers, and staft’ working directly with mothers with OUD. Ethnographic data
were collected from March 2017 through September 2018 and include participant
observation and field notes from: (a) two digital storytelling projects with mothers
‘in recovery’ from OUD (one with peer mentors that support women newly in re-
covery and the other with women who had children under 12 months); (b) local
and regional public meetings, symposia, lectures, and conferences convened
around perinatal OUD; and (c) in and around clinical, residential, and community
treatment and support service settings for people with OUD. Data analysis was
guided by constructivist grounded theory (Charmaz 2010) and assessed the ways
in which each of these narratives speak to, resist, silence, and position themselves
in relation to each other, and to what end.

All women interviewed had the lived experience of heroin and other substance use
prior to, and during, pregnancy. All women self-identified as being ‘in recovery — a
complex concept that does not have a standard clinical definition but is routinely
used; a detailed discussion of the nuances inherent to this concept is beyond the
scope of this article. For some women being ‘in recovery’ meant abstaining from
heroin and other substances; for others it meant being maintained on an MOUD.
Recovery can be considered as both a state of being (i.e. being abstinent or main-
tained on MOUDs) and key to belonging in the ‘recovery community.” Women
interviewed ranged from being ‘in recovery’ for five months to five years. All
women had experienced ‘relapse’ at least once during and after pregnancy. The
majority of women interviewed were unemployed; all but two estimated their
household earnings at <$20,000 per year, and half either lived in a homeless shel-
ter or a residential recovery home (colloquially referred to as a ‘halfway house’). At
the time of their interviews, thirteen of the twenty women did not have custody of
at least one (of their) child(ren).

Liminal Complexities and the Biomedical Management of Maternal
ouD

Rather than simply critiquing the biomedical management of perinatal and ma-
ternal OUD however, it is important to analyze the liminal complexities of how
OUD is managed and navigated across multiple institutional settings. Wherein the
use of the word liminal pushes us to consider states of being in spaces of ambigui-
ty, the notion of liminal complexities asks us to take a step further and contemplate
the ethical conundrums and complexities held in these spaces. For example, par-
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ents who civilly commit their children to mandated treatment against their will
often do so out of love and a true fear their child may fatally overdose. Yet this
route to treatment often means being physically restrained with shackles, refused
MOUD:s, or being sequestered to a jail cell for ‘safety’ reasons. Additionally, while
a ‘brain disease’ model of addiction leaves us to understand the brain to be ‘hi-
jacked’ and incapable of autonomous thought or action among people with OUD,
how do we interpret when women in recovery refer to the concept of ‘readiness’
as key to treatment engagement, particularly those with a long history of sub-
stance use? Does this signal autonomy and opposition to a ‘brain disease’ model
of addiction, or an internalization of a moral model of addiction that remains
imbedded in OUD programs and services? Furthermore, how does ‘readiness’
align with the notion of ‘non-chaotic’ opioid use, a concept referenced by two
staff members that refers to individuals that use opioids intermittently, but would
not be classified as addicted according to the biomedical definition of OUD?

Institutional Violence: Key Findings
Key findings from this project identify three forms of institutional violence as ex-
perienced by pregnant and parenting women with OUD, discussing the liminal
complexities inherent to each form of violence: (1) civil commitment to treatment
as a form of direct bodily violence, (2) loss of maternal status as visceral violence,
and (3) institutional erasures as symbolic violence.

Civil Commitment to Treatment as A Form of Direct Bodily Violence

Civil commitment to a treatment facility is increasingly utilized in MA, driven
largely by the dramatic rise in opioid-related fatalities. Colloquially referred to as
‘sectioning’ or ‘being sectioned’ (a reference to Section 35 of Chapter 123 of MA
state legislation specific to Public Welfare, Title XVII) civil commitment to treat-
ment results in up to 90 days of state-mandated detoxification and clinical support
services. Access to MOUD as part of treatment is not standard. A person cannot
‘section’ themselves. The process must be formally initiated through the legal sys-
tem by a spouse, blood relative, guardian, police officer, physician, or court official
(Commonwealth of MA 2019). Once a petition is filed with the court, a warrant is
issued and the person is then remanded to a holding cell and evaluated by a court
appointed official prior to a court hearing. The decision to civilly commit an indi-
vidual is based on the co-presence of an alcohol or substance use disorder and
imminent ‘likelihood of serious harm’ to oneself or others due to their substance
use. Recent updates to Section 35 require that the court report the person’s name,
social security number and date of birth to the state Department of Criminal Jus-
tice Information Services, barring access to firearms for up to five years and mak-
ing their record of civil commitment publicly available, a process historically re-
served for people convicted of a criminal offence (Commonwealth of MA 2019).

Although it is not standard for pregnant women in MA to be ‘sectioned,” a life
course approach (Hser, Longshore and Anglin 2007) asks us to consider how a life-
time of experiences influence health in the present moment; specifically, how the
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experience of being ‘sectioned’ may influence a pregnant and/or parenting
woman’s decision to access OUD services. Nationally, women who are actively
using when they get pregnant typically engage with the medical system only in the
final trimester of pregnancy; this was the case for all women in this study who, like
Aimee, were using heroin until close to their delivery date. The case of Aimee il-
lustrates how the experience of being sectioned can be traumatic, resulting in fear
and avoidance of institutions that can offer potential support. She tells me that
being sectioned makes ‘you feel like a criminal. You’re thrown in handcuffs, put in
a paddy wagon, and shackled with people who are getting dropped off at the jail
on the way.” ‘You're shackled’ I ask? I'm incredulous. Aimee goes on: ‘yeah, to
each other. It’s a nightmare. Hands and legs shackled. It’s not fun.” Aimee de-
scribes the treatment facility as ‘horrible,” recalling that there were ‘50 people in
one room at a time, [and] four people in the bedroom.’ It is not surprising then,
when Aimee tells me how important it is for her to feel ‘safe’ in order to access
clinical care.

I meet Aimee through Kathleen, a recovery coach who offers support to women
and mothers with OUD. Aimee was 30 at the time we met. Her small and tidy
apartment was in the back of a housing complex tucked oft of a main road. Al-
though her parents currently have custody of her nine-month old son, his pres-
ence was everywhere - toys stacked neatly under the TV for when her father
would bring him to visit, a push-bike behind the couch, and a high chair pulled up
to the kitchen table. The wall art was a combination of her son’s drawings and
framed inspirational quotes. At age 16 Aimee was prescribed benzodiazepines to
manage her anxiety. Following an abortion at age 18 when she remembers being
‘literally forced out of the car and told [by her mother she| had to do it,” Aimee
described a ‘spiraling moment’ of substance use that lasted from ages 19 to 28.
Starting with non-medical use of prescription opioids at age 24 then heroin at age
26, Aimee describes that period as a chaotic cycle of heroin use, voluntary treat-
ment, civil commitment, and mixing heroin and MOUDs. At the time we spoke,
Aimee had been stable on methadone for nearly one year.

MA state guidelines identify civil commitment as a ‘last option,” yet in 2016 over
6000 people were civilly committed via Section 35 (Commonwealth of MA 2019).
‘Sectioning’ 1s indicative, in part, of the lack of available resources for loved ones
who may feel like they have no other option, and for whom the potential of bio-
medical treatment through any means necessary offers hope. Prior to being ‘sec-
tioned’ by her parents, Aimee had voluntarily entered into detoxification and 30-
day treatment programs a few times yet was unable to abstain from heroin for any
substantial length of time. We can imagine the desperation felt by her father when
he finds her ‘in the bathroom. By that point I had overdosed quite a few times... I
think that kind of scared the shit out of him. [T]he next day I was sectioned.’

Women who had been sectioned were fundamentally opposed to it. When I ask if

she thinks mandated treatment is effective, Aimee touches on the concept of
readiness that was repeated throughout the project: ‘I had literally just started us-
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ing heroin at that time, so it was still new to me. I wasn’t done experimenting. I
knew I was gonna leave this place and literally use again. Like, that’s just all I had
in my mind for that whole time. I just wasn’t ready.” Yet this notion of readiness
comes into direct conflict with a brain disease model of addiction, which excludes
notions of individual autonomy and points to ‘physical changes in areas of the
brain that are critical to judgment, decision-making, learning and memory, and
behavior control...[that] help explain the compulsive nature of addiction” (NIDA
2019). How, then, do we reconcile this definition with what Aimee tells me about
her process of recovery after nine years of ‘spiraling’ and chaotic use: ‘you have to
like want it. If you’re not at that point you're just gonna keep using, ‘cause I know
I did for years until I really wanted to stop.’

Loss of Maternal Status as Visceral Violence

In this article, visceral violence refers to acts of institutional violence that result in
loss of custody, and are experienced by mothers as deep, physical emotions. The
Merriam-Webster dictionary (2019) defines visceral as an adjective with three
meanings: (1) as if in the internal organs of the body, (2) not intellectual, and deal-
ing with crude or elemental emotions. Extending this definition to the sensory, we
can imagine the complimentary definitions to be (1) deep, and below the surface;
(2) of the heart, not the head; and (3) felt as anguish, perhaps expressed aurally
through caterwauling or internalized; deep into the bones and gut.

A biomedical model of OUD recognizes relapse as part of its chronicity; as such,
treatment ‘success’ typically requires multiple attempts (NIDA 2019; USDHHS
2016). However, in many of the institutions that mothers with OUD interact with
routinely (e.g., medical, legal, social services), relapse often runs counter to expec-
tations of maintaining or regaining child custody. In MA, substance use that im-
pacts what DCF workers refer to as ‘parental capacity to care’ (MA Department
of Children and Families 2018) is the primary reason that social service organiza-
tions remove children from their homes and place them into foster care (MAD-
HHS 2018). However, the determination of who has the right to parent is highly
subjective. Women talked regularly about how fard they work each day to prove
their maternal fitness (Lupton 2012), tracked by checking off" varying tasks from
an ever-present, perpetually shifting, and seemingly insurmountable to-do list.
Tanya describes

literally walking hours, to take one bus to another bus, to take a
bus for an hour here to go to IOP (intensive outpatient treat-
ment), to go to my appointments, to come here to do whatever I
needed to do to make my recovery work. Because I could not
mess up. There was no way. If I did, I'd never see my kids again.
I need them. I live and breathe for them. They’re my life.

Marina, the regional substance abuse coordinator for the MA Department of
Children and Families reinforces this sense of how hard women work: ‘I don’t
know how we expect people with substance use disorders, and mental health, and
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lack of resources, and a lack of support to get to 17 different appointments in one
week every week for a period of time.... I do’t know [if] I'd be able to do it.” Yet,
she almost seems to catch herself, and quickly reverts to institutional speak when I
ask about women’s reports of the inconsistencies between workers who are
charged with determining their ‘parental capacity to care’:

what we say at [Department of Children and Families] is: ‘we
don’t have substance use cases, we don’t have intimate partner
violence cases, we don’t have mental health cases. We have im-
pact cases.” So it’s a case by case; there’s no straight guidelines...
[B]ut what it comes down to is decisions are made very differ-
ently in different area offices even within the same region.

It is these inconsistencies that reproduce inequalities along lines of race, place, and
poverty, and require us to pay close attention to the intersectional layers of perina-
tal and maternal OUD. For example, women of color are more likely than white
women to be reported to social service and legal authorities and subjected to puni-
tive rather than supportive treatment approaches, dictating patterns of inequitable
outcomes around determination of custody rights and access to support services
(Holbrook 2015; Lyons and Rittner 1998; Netherland and Hansen 2016; Roberts
1995; Terplan, Kennedy-Hicks, and Chisholm 2015). During one afternoon at a
community center that provides classes, resources, and childcare for low-income
families of color in County Z, I meet Jamie, a recovery coach who has worked
across the region for over five years. She illustrates these disparate experiences
around the determination of ‘parental capacity to care’ when she tells me,

a family that lives over on Belmont Ave (African American
neighborhood in County Z) who smokes pot, you know, there’s
got to be a [child] removal. [But] a family in [primarily White
town in County X] who for lack of a better term is shooting
dope seven ways to Sunday, [the discussion is about trying] to
figure out [if they] need a parent aid. Sometimes I think [the
case workers] don’t even realize they’re doing it.

But they do.

Addiction treatment literature and discourse cites the importance of having a
‘sense of purpose’ as crucial to treatment success (Polcin, Mulia, and Jones 2012).
Becoming pregnant and mothering were consistently identified by women in this
project as that sense of purpose, and the reason for them to maintain recovery.
Take Linda, who recalls that after the death of her nephew from sudden unex-
plained infant death syndrome during her pregnancy: ‘I don’t know what prevent-
ed me from using other than being pregnant with my son. Like for me that was
enough to not pick up, cause I wanted to. I really, really wanted to.” And Sarah, who
identifies that her main motivation for going into treatment was ‘to be healthy and
alive and safe for my daughter.” And Aimee, who tells me that the birth of her son
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‘Just kept me at that point, like, I don’t want to use anymore. I had something bet-
ter, I had a point of living clean - living the good life.’

Yet, one of the first things mothers along the substance use continuum lose 1s their
right to parent. As Tanya tells it, you can see how clearly the process of taking a
child is deeply visceral:

I was a mess, I was really not handling it well. They’re taking my
kids, you know? They told me I was acting inappropriate, and if
I wanted to see my children again, I needed to act appropriately
for their sake. [I] needed to pull myself together because I was
acting outrageous. And I'm like, ‘I’'m crying because you’re tak-
ing my kids!’

For Marguerite, losing custody is visceral and embodied. When I ask if depression
and anxiety 1s something she had experienced, or been treated for before, she says
yes, ‘T have.... but it hit me hard when my kids were taken. It hit me really hard. I
couldn’t eat, couldn’t sleep, all I do is lay around and look at the ceiling.’

The fear of losing custody drives women’s choices to avoid treatment late into
their pregnancies, largely due to state mandates that require medical institutions to
automatically report maternal substance use to the Department of Children and
Families (DCF). Amy tell me she was ‘trying to use [buprenorphine] off the street
‘cause I didn’t want anybody to know. I didn’t want to get in trouble yet... I knew
DCF was coming no matter what.” Even when women do seek treatment and pre-
natal care, Emily, a nurse midwife, comments that ‘the first question they ask when
they come in is “are they [DCF] gonna take [my]| baby?” And that’s a real fear.’

It is here in this examination of mothering and the right to mother that we again
bump up against the liminal complexities of maternal OUD. Although loss of cus-
tody and maternal status was perhaps the most prominent and pivotal experience
that negatively influenced women’s care seeking and substance using trajectories in
this project, some mothers noted that having a break from the demands of parent-
ing was critical to their early recovery and treatment success. And while leaving
children at home when engaging in drug seeking is typically perceived as neglect-
ful, some mothers identified leaving as a necessary act of care and protection that
was far better than using and being high in front of their children. Furthermore,
simultaneous to policy inconsistencies around custody determinations of ‘parental
capacity to care’ is the reality that staff making these decisions are often new to
the overall workforce, young, inexperienced, not parents themselves, underpaid,
and likely to leave that position within their first year due to the emotional weight
of the work. It is in examining these liminal spaces that we begin to know the
complexities of how pregnant and parenting women with OUD navigate their
many roles: as woman, as mother, as sister or daughter or partner, and not simply
as ‘addict.” In examining these complications, we may begin to reimagine how to
best support women and families in humanizing ways.
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Institutional Erasures as Symbolic Violence

In April 2018, the Trump administration enforced a highly controversial ‘zero tol-
erance’ policy at the Southwestern border of the U.S, forcibly separating children
from parents as families were attempting to cross into the U.S. without documen-
tation. There was an almost immediate proliferation of graphic imagery, protests
and public outcry across multiple sectors critiquing the enforcement of the policy
and the foot-dragging on the part of the administration to reunify families. In Au-
gust of 2018 the American Public Health Association (APHA) released a public
statement decrying the policy as ‘inhumane’ and setting the ‘stage for a public
health crisis.” The content of the statement is pivotal to my argument for the need
of a critical interrogation of the field of public health, and bears repeating in its
near entirety:

As public health professionals we know that children living with-
out their parents face immediate and long-term health conse-
quences. Risks include the acute mental trauma of separation...
and 1in the case of breastfeeding children, the significant loss of
maternal child bonding essential for normal development. Par-
ents’ health would also be affected by this unjust separation. Fur-
thermore, this practice places children at heightened risk of ex-
periencing adverse childhood events and trauma, which research
has definitively linked to some of society’s most intractable
health issues: alcoholism, substance misuse, depression, suicide

(APHA 2018).

Of course, what is striking, is that this exact statement could be made about the
separation of children and families that occurs on a routine basis in the U.S. via
the intertwined institutions that manage perinatal and maternal OUD. And while
the APHA does link family separation to heightened risk of future traumas and
health issues such as harmful substance use, much of the public health literature
fails to conceive of family separation as a form of violence and trauma in its own
right. Exposure to parental substance use and sexual, emotional, or physical vio-
lence in the home are considered risk factors for intergenerational patterns of sub-
stance use and are primary reasons for foster care entry (NIDA 2019). However,
the violence of family separation is predominantly absent from biomedical con-
ceptualizations of risk. Nearly all the women in this project had spent some length
of time in foster care in their youth, yet this was never discussed voluntarily in any
of the biomedical spaces that I entered during this project. When I did pointedly
ask about the impacts of family separation during interviews with clinicians and
administrators specifically, the question largely appeared to be surprising.

Maeve is a young, single mother early ‘in recovery.” When I asked her to describe
herself from ages one to seven, she remembers herself as ‘scared, um lonely, like,
abandoned.” She is placed into her first foster home at age six, and by the age of
16 has lived in five foster homes. In addition to the trauma from being separated
from parents and home, it is standard for siblings not to be fostered together -
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largely due to availability of space, as well as the training and preferences of foster
parents. When I ask Maeve if she and her brother are close, she tells me

no. I [feel] really guilty [be]cause my brother’s dad was in pris-
on... I got to leave the foster home and go live with my dad, and
my brother had to stay in the foster home because he had
nowhere else to go. So sometimes I feel like my relationship with
my brother is the way it is because he feels like, you know, I left
him there.

Taking a step back from the lifelong impacts of the separation of Maeve’s family
of origin and speaking again to the liminal complexities of maternal OUD, re-
moving children from an unsafe home and placing them in foster care can be a
necessary decision. The deeper challenges come with the inconsistencies around
which families get separated and which receive services, as well as the lack of ap-
propriate support for children and parents to process an experience that has life-
long impacts. As Marina tells it:

we’re setting kids up for all sorts of problems. We’re taking chil-
dren from unhealthy environments where who knows what has
happened thus far, and we’re putting them in a different kind of
unhealthy environment that doesn’t necessarily support them
healing or... moving forward.

When I ask Maeve to describe motherhood, she pauses for a full five seconds, sighs
deeply, and tells me ‘it’s hard.” Although Maeve’s mother and brother live within
short distance, because of their separation their relationships are strained. Maeve
has little tangible support. As I look around her apartment, I notice there are few
personal items, minus a hand drawn sign that has the name David written in cur-
sive letters. I realize as the interview progresses that David is the father of her
child. As she talks about him with her head back and eyes closed, I look closer at
the sign and see there are dates, realizing long before she gets to it that he has re-
cently died from a heroin overdose. I count the months in my head as she talks.
Only seven. And her daughter has just turned one. As I leave her apartment, I
keep returning to her description of herself as a young child: scared, lonely, aban-

doned.

Conclusion

This article has presented findings on the lived experiences of pregnant and par-
enting women as they navigate the myriad institutions (medical, legal, and social
services) that manage OUD in the Western region of Massachusetts (MA). The
contribution of this article is to make legible the institutional violence enacted
upon mothers with OUD, largely in the name of ‘fetal victimhood’ (Knight 2015)
wherein ‘reproductive asceticism’ (Ettorre 2009) remains paramount. Returning to
the notion of a gendered triple standard, more than other populations, pregnant
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and parenting women with OUD have limited autonomy in the decision to engage
with these systems. As such, exposure to institutional violence is nearly in-
escapable. The predominating approach to managing OUD that centers on ‘fetal
victimhood’ continues to erase women with OUD as having needs that run con-
current to ensuring a healthy pregnancy and birth. This erasure is underscored for
women whose maternal status may no longer be recognized by the biomedical in-
stitutions and policies that manage OUD: those that are no longer pregnant;
whose children are no longer ‘cute’ babies; and those who may have lost custody
of their child(ren), perhaps permanently.

It 1s important to note that MA is a state with considerably progressive policies
around OUD. Although the passage of the SUPPORT Act in October 2018 does
earmark funds for the treatment of pregnant and postpartum women with OUD,
it does not overturn policies in 23 states and the District of Columbia (D.C.) that
consider substance use in pregnancy to be child abuse. Nor does it call into ques-
tion the three U.S. states that classify substance use in pregnancy as grounds for
civil commitment to treatment (Guttmacher Institute 2019). We can imagine the
experiences of institutional violence as identified in this article to be present, and
likely magnified, in many of these states

While much of the addiction discourse is focused on the multiple forms of vio-
lence and trauma that contribute to disordered substance use, this article shifts
that focus to make legible the violence interwoven into treatment itself. Each ex-
ample of institutional violence discussed in this article — bodily, visceral, and sym-
bolic — make the case that a robust critical public health agenda around perinatal
and maternal OUD is crucial. Over the course of this project, conversations
around structural violence (e.g. poverty, lack of housing and transportation) shifted
to the fore. And although discussions did also touch on the impact of trauma on
opioid use trajectories, the primary focus was interpersonal violence.

As part of a critical public health agenda I argue for the need to consider, envi-
sion, and categorize institutional violence as a distinct form of violence and trau-
ma navigated and negotiated by pregnant and parenting women with OUD. The
notion of visceral violence as explored here is an important contribution to the
literature on forms of violence and is particularly relevant for any examination
that considers the biopolitics of pregnancy and mothering. By erasing experiences
of institutional violence, efforts to provide person-centered care, support families,
and promote optimal health will remain incomplete and deficient. Lastly, the dis-
cussion around the liminal complexities inherent to the treatment and support of
pregnant and parenting women with OUD is crucial to a broadened understand-
ing of maternal OUD. Deep pondering of the quandaries held in these liminal
spaces may then allow us to envision spaces of the ‘otherwise’ (Povinelli 2011)
wherein the potential for intersectional notions of who has the right to mother and
what constitutes humane approaches to the treatment of maternal OUD might
simultaneously co-exist.
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Abstract

Recent annual estimates suggest that in the United States, approximately 57,000 young
people are placed by their parents into some type of residential treatment program. Par-
ent-pay programs are exempt from federal safety standards and some states provide little
or no regulatory oversight. Federal investigations revealed a nationwide pattern of institu-
tional abuse across multiple facilities, and some professionals have noted ‘cruel and dan-
gerous uses of thought reform techniques’ within such programs (U.S. House of Repres-
entatives 2007, 76). This article summarizes qualitative research based on interviews with
30 adults who lived for an average of 20 months within a ‘highly totalistic’ youth pro-
gram. The concept of totalistic treatment was operationalized and measured with seven
key identifiers found in the literature. Twenty-five different programs of four general types
were represented: therapeutic boarding schools, residential treatment centers, wilderness/
outdoor programs, and intensive outpatient programs. To organize qualitative findings,
three themes explaining the experiences, immediate effects, and long-term impacts of
treatment help to reveal implicit meanings woven throughout the interviews. By under-
standing a wider range of experiences associated with totalistic programs, efforts to im-
prove quality of care and strategies to prevent harm may be improved. Harm prevention
efforts would benefit from the analytical perspectives found in theories of coercive persua-
sion and thought reform.

Keywords
qualitative, evidence-based practices, totalism, residential treatment, youth programming,
coercive persuasion, therapeutic boarding schools, thought reform

Infroduction

According to the U.S. Census Bureau’s most recent annual estimates for 2018, ap-
proximately 137,000 children and adolescents under the age of 18 were placed
within some type of group home, residential treatment center, boot camp, or cor-
rectional facility in the United States (U.S. Census 2018). By subtracting the num-
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ber of young people who were court-ordered or placed in treatment by foster care
authorities we can deduce that approximately 57,000 were placed by their parents
into one of these 24-hour-a-day settings (Sickmund et al. 2017; U.S. DHHS
2018a). The legal authority behind youth placements is a key distinction because
in the United States, federal safety standards do not apply to parent-pay programs
and some states provide no protective oversight or regulation of these teen treat-
ment programs (Federal Trade Commission 2019; U.S. GAO 2008b).

Young people living within these facilities are protected by a variable ‘patchwork’
of state policies and regional agencies (U.S. House of Representatives 2008, 51).
The most recent estimates report that in 2016, there were 1,500 cases of institu-
tional abuse documented and confirmed in the United States, but this number re-
flects only the official cases, and further, 11 states did not provide data (U.S.
DHHS 2018b). Federal investigations by the United States Government Account-
ability Office (GAO) documented numerous confirmed and reported cases of
abuse and deaths within private-pay treatment settings (U.S. GAO 2008a; U.S.
GAO 2008b; U.S. GAO 2008c). Some professionals have noted ‘cruel and dan-
gerous uses of thought reform techniques’ within these programs (U.S. House of
Representatives 2007, 76).

The concept of thought reform was developed by the psychiatrist, Robert Jay
Lifton, in the classic text, Thought Reform and the Psychology of Totalism: A Study of
‘Bramnwashing’ in China (1989), first published in 1961. In that study, he identified
eight key features associated with thought reform methods that were used in totali-
tarian prisons to change the identity, beliefs, and attitudes of prisoners, bringing
them into harmony with the prosocial ideals that were valued by authorities dur-
ing the Maoist revolution. Lifton was among the first to mention a comparison of
totalistic treatment methods in the United States and methods of ideological total-
ism in China. In academic literature, this comparison was addressed also by schol-
ars such as Edgar Schein, in Coercive Persuasion (1961), Jerome Frank, in Persuasion
and Healing (1974), and Barbara Frankel, in Transforming Identities (1989). They con-
cluded that for adults, the difference between treatment and thought reform lies
not in any essential set of methods, but in the individual’s freedom to exit the mi-
lieu. This perspective raises ethical questions and concerns about totalistic milieus
where young people are unable to refuse treatment.

Early experimenters who developed intensive group reform methods for youth in
the 1960s, such as LaMar Empey and Jerome Rabow (1962), openly compared
their approach to treatment to methods of ‘brainwashing’ in totalitarian thought
reform programs. In response to fears about the immorality of this new ‘Commu-
nist” method of reeducation, they and Edgar Schein (1961 and 1962) argued that
such methods were morally neutral and could be applied toward benevolent or
malevolent purposes. Concerns that such methods were antithetical to American
values of self-determination were countered by Schein, who explained that these
were American treatment methods: ‘It could just as well be argued that the Com-
munists are using some of our own best methods of influence’ (1961, 269).
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In order to call attention to the potential for harm in youth programs, drug policy
experts such as Barry L. Beyerstein (1992) and Bruce K. Alexander (1990) applied
classic models of thought reform to the study of teen treatment settings. Beyer-
stein’s book chapter is a rare example of scholarship devoted to this topic. Despite
the similarities between thought reform and youth treatment programs, and de-
spite the potential for psychological harm in coercive reform methods, few empiri-
cal studies on youth treatment measure or explore key variables identified in clas-
sic theories of coercion. The American sociologist, Benjamin Zablocki (1997) ar-
gued that scholarly discussions about thought reform were lacking in objectivity
and were constrained by emotional polemics. He explained how social scientists
had effectively blacklisted the concept, preventing meaningful discourse.

Theories of coercive persuasion and thought reform may provide important vari-
ables to consider when studying totalistic treatment settings. These conceptual
lenses could help to explain dynamics of personal change. This is an area of acad-
emic neglect, noted by many scholars who point to the need for theory explaining
why and how intensive program methods act upon individuals (De Leon 2000;
Edelen et al. 2007; Harder and Knorth 2015; Harper 2010; Neville, Miller, and
Fritzon 2007; Whitaker, del Valle, and Holmes 2015). While the current state of
the literature suffers from a lack of strong theory, residential treatment providers
face increasing pressures to demonstrate the effectiveness of their methods as in-
creasing numbers of critics argue that some group care settings are inherently in-
appropriate to healthy youth development (Dozier et al. 2014; Reamer and Siegel
2008; Walker, Bumbarger, and Phillippi 2015). This combination of underdevel-
oped theory and intensifying pressure to demonstrate results may partially explain
why so many studies have focused on a narrow set of outcome variables while
privileging the analytical perspectives of those who deliver treatment.

The dominant trend in research literature examines residential teen treatment
from the perspective of the adults who provide care (Polvere 2011). Only a hand-
ful of studies examine first-hand accounts of the lived experiences of youths in
residential settings. Mary Elizabeth Rauktis (2016) explores how young people
perceive behavior management status-level systems within various types of resi-
dential settings. Samson Chama and Octavio Ramirez (2014) present a retrospec-
tive study describing program atmosphere, interactions with staff, and punishment
practices, noting a general lack of research exploring the subjective experience of
residential programming. Alexandra Cox (2017) presents one of the most elabo-
rate institutional ethnographies using a phenomenological approach to feature
lived experiences within juvenile justice programs. These works shed light onto the
way young people construct meaning, adapt to highly controlled environments,
and struggle to access psychosocial resources. Ethnographic research among adult
recipients provides additional perspectives on the variety of lived experiences
within high-intensity treatment settings (Garcia 2015; Gowan and Whetstone,
2012; Kaye 2012; Stevens 2012).
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The present study summarizes a qualitative research project titled, Adult Perspectives
on Totalistic Teen Treatment (Chatfield 2018). This research explores the experiences,
immediate effects, and long-term impacts of treatment by analyzing interviews
with 30 adults who lived for an average of 20 months within a variety of ‘highly
totalistic’ youth programs. In their retrospective accounts, they provided first-hand
descriptions of life within twenty-five different programs in the United States and
one American owned program in Mexico. Five were court-ordered into a pro-
gram, and twenty-five were placed in treatment by their parents due to a combina-
tion of family problems, personal behavior, academic performance, and substance
abuse. Four general types of programs are represented: therapeutic boarding
schools, residential treatment centers, wilderness/outdoor programs, and intensive
outpatient programs.

The concept of ‘totalistic’ teen treatment was operationalized and measured
quantitatively using sampling frame data that was collected in an online question-
naire. An index variable created for the study identified seven items reflecting key
totalistic program characteristics (TPC): 1) strict controls of communication; 2)
peer surveillance and policing; 3) a philosophy based on the need to change the
whole person; 4) a series of prescribed stages or phases of progress and privileges;
5) frequent participation in formal or informal group sessions involving confronta-
tion, confession rituals, or prolonged interpersonal encounter methods; 6) a strict
system of rules and inflexible punishments; and 7) a central authority structure
that governs all aspects of life.

The sections that follow provide key theoretical foundations informing the re-
search design and analytical perspectives. A detailed methods section reviews the
sampling and screening processes that ensured breadth in the range of experiences
represented. To organize findings, three main themes help to explain some of the
implicit meanings woven throughout the interviews. These findings are applied to
a discussion of harm in teen program settings and the prevention of institutional

child abuse.

Theoretical Perspectives

Important theoretical perspectives shaped key aspects of the study. George De
Leon’s (2000) descriptions of autocratic therapeutic communities helped to identi-
fy some of the essential features of totalistic programs (De Leon and Melnick
1993). Frank K. Salter’s (1998) perspective on the limited variability of institution-
alized persuasion shaped the decision to include multiple types of programs by
identifying the features they had in common. The research questions, interview
questions, and interpretation of findings were informed by Kurt Lewin’s (1947)
three phases of personal change. These phases were described in his theory of
group dynamics and then expanded by Edgar Schein’s (1961) adaptation to the
study of coercive persuasion. George De Leon’s theoretical descriptions of the au-
tocratic therapeutic community model provide a list of features that characterize
multiple types of totalistic youth programs (De Leon and Melnick 1993). De Leon
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(2000) mentions Erving Goffman’s (1961) concept of the total institution but the
term, ‘totalistic treatment,’ goes beyond Goffman’s typology of total institutions to
include some of the more intrusive features described by George De Leon and
Frank Salter. It was the potential for harm in this set of features that was so alarm-
ing to Beyerstein, Alexander, and to critics of Empey and Rabow.

According to Australian ethologist and political scientist, Frank K. Salter, despite
differences in cultural content, institutionalized persuasion is applied with a limit-
ed number of methods that are found globally in settings of acute indoctrination.
His work emphasizes the ‘limited variability’ of this narrow set of methods (422).
Across multiple cultures, prosocial and destructive methods of indoctrination rely
on a similar set of features. This perspective informed the decision to consider
multiple types of youth programs within the same study by identifying a set of key
program characteristics. Adding an important dimension to the discourse on
treatment and coercive persuasion, Salter described six essential differences be-
tween traditional initiation rituals and methods associated with thought reform in
modern organizations. Specifically, numerous features were shared, such as control
of milieu, isolation from information, severance of interpersonal bonds, intense
peer pressure, threats, and prestige testimonials. However, traditional milieus did
not include modern methods such as routine obedience, interrogation, accusation,
mild degradation with self-revelation, intense degradation with confession/apolo-
gy, and punishment/reward systems (Salter 1998, 444). These traditional and
modern methods are applied with varying degrees of intensity within totalistic
treatment programs and totalitarian thought reform programs (De Leon 1995 and
2000; Dye et al. 2009; Lifton 1989; Ofshe and Singer 1986; Singer and Ofshe
1990).

One of the foundational models linking totalistic treatment to coercive persuasion
is Kurt Lewin’s theory of group dynamics (1947), which explains how and why
group processes can influence individual change. Lewin’s three phases of change
model (Unfreeze, Change, and Freeze) was developed during WWII when worker pro-
ductivity, enhanced teamwork, and popular morale were important for national
defense, making them a high priority for research. Lewin believed that the capaci-
ty to predict and change social behavior might ‘prove to be as revolutionary as the
atom bomb’ (Lewin 1947, 5). George De Leon (2000) alluded to the usefulness of
Lewin’s theory to explain personal change processes but it was Edgar Schein who
adapted and expanded Lewin’s work to explain coercive persuasion in thought
reform environments. As military innovations in guided group interaction and the
‘total psychotherapeutic push method’ were adapted for use among American
civilians, Schein argued that his theory of coercive persuasion could improve
treatment methods for adult prisoners and juvenile delinquents in the United
States (Knapp and Weitzen 1945; Schein 1961 and 1962).

The theoretical perspectives informing the present study are some of the founda-
tional works that shaped the development of group dynamic approaches to treat-
ment during the twentieth century. The program features associated with these
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approaches were relatively new in the 1960s, but they are widespread today and
found in multiple types of intensive youth treatment programs. Because group dy-
namic approaches to treatment can be labeled with a variety of names and ap-
plied with varying degrees of intensity, foundational theories are crucial for identi-
fying and analyzing the design features that multiple types of programs share in
common.

Sampling Methods

This IRB-approved research was completed in 2018 at the University of Florida
in the Department of Family, Youth and Community Sciences. In the first stage of
the research, participant responses to an online questionnaire (N=235) were col-
lected for quantitative analysis to create a sampling frame of potential interview
participants. Two index variables were developed for the questionnaire. A quality
of experience (QOE) index variable was created for this study by calculating each
participant’s mean score on 15 key indicator items found in the literature. Partici-
pants were asked to rate six items measuring how helpful, safe, fair, and reasonable
the program felt to them. They were also asked how equally the staft treated resi-
dents and how easy it was to adjust to life after the program. They were asked to
rate nine items measuring how strongly they agreed or disagreed with statements
such as how much they trusted the staff, how well their basic needs were met, and
the positive long-term impact of the program. Each participant was ranked ac-
cording to their mean per item score on a five-point scale, producing a combined
index variable representing their overall perceived QOE. To measure participants’
perceptions about the design of their respective programs, an index variable asked
them to rate ‘how totalistic’ their program was. These seven items reflected the
totalistic program characteristics (TPC) listed in the introduction.

Invitations to participate in research described the nature of the study and provid-
ed a link to the online questionnaire. It was shared with numerous professional
organizations, individual experts, clinicians, academicians, and authors. A total of
223 adult participants, who were 11 to 17 years old at intake, passed the first
screen. The second stage of the study began with the creation of a sampling frame
of potential interview participants who rated their program as ‘highly totalistic.’
Measured on a five — point scale, those with a mean TPC index score below 4.00
were screened out to ensure that qualitative data was collected only from those
who had experienced a highly totalistic teen treatment program, defined as a TPC
score of 4.00 to 5.00. A total of 212 participants rated their program as highly
totalistic and these were included in the sampling frame.

Two subgroups were created based on participants’ ranked index scores for overall
quality of experience (QOE). The lower scoring group included 15 participants
randomly sampled from those who scored QOE below 2.00 (n=154). But for
higher QOE scoring participants (n=36), because so few were represented in the
study, a random subgroup sampling approach was not possible. Therefore, the
higher scoring group consisted of the 15 highest ranking participants who were
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willing to be interviewed; their QOE scores ranged from 4.60 to 2.60 on a five —
point scale. To help ensure that the two subgroups were distinct, those scoring
QOE between 2.00 and 2.60 were identified as a middle scoring group (n=22) and
were screened out of the interview sampling frame. The screening and sampling
processes are shown in Figure 1 and a descriptive summary of ‘Group H’ and
‘Group L’ are provided in Tables 1 and 2.

235 Completed Questionnaires Screened for Inclusion

12 screened out for inclusion
parameters and quality assurance

NS

223 Screened for Totalistic Program Characteristics (TPC)

223 passed first screen

11 rated their program below 4.00 for 212 rated TPC between 4.00 - 5.00 and
TPC passed second screen

NS

212 assigned to subgroups based on quality of experience index (QOE)

154 scored below 2.00 and became 36 scored QOE above 2.50, the
potential sampling frame for group L potential sampling frame for group H
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The Qualitative Approach

The design of this study was shaped by the pragmatic qualitative research princi-
ples described by Jamie Harding (2013) and Robert Yin (2016). Semi-structured
interviews were conducted nationally by phone with 30 participants and each was
recorded. Each interview was loosely structured around the same twelve open-
ended questions, but participants were encouraged also to speak to what was most
important to them. All interviews were fully transcribed and coded line by line for
analysis. The interviews were developed to collect data that would be useful in an-
swering three research questions. How are totalistic teen treatment methods expe-
rienced? How do participants describe the immediate effects of the program?
How do participants describe the long — term impacts of the program?

Thematic Findings

This summary presents three themes that were developed to answer the research
questions. The full report explains how these themes are grounded in qualitative
data and distilled from topical, categorical, and comparative analyses. The partic-
ipant names provided below are aliases.

Induction/Abduction

The theme of induction/abduction expresses a ‘toward and away’ motion of place-
ment into the program and removal from the outside world. This theme is re-
vealed in the way interview participants described being transported and intro-
duced to the program. Rudi described a literal abduction: ‘I was kidnapped to be
taken out there, my parents hired a transporter that came into my room and like,
woke me up and searched me and took me away.” Pat linked the abduction experi-
ence to a shocking intake procedure: ‘I was terrified when I went because they
grabbed me out of my bed in the middle of the night.’
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For Mary, after being tricked into the program, her wduction/abduction was over-
whelming and disorienting. ‘From the very beginning of the program — when I
said one of the biggest emotions for me was pure confusion, fear and confusion,
well, I was tricked into going, my parents told me we were having brunch with a
family member out of town.” When she was 14, after her parents caught her
smoking marijuana, they took her to a strange house in the woods. There she
learned that she would be spending several weeks on a hike with strangers, walk-
ing all day, every day, in silence. First, she was taken to the basement and strip
searched. “They took one of us at a time into the back room and did a strip search,
which at the time I had no idea what was happening, I didn’t know who these
people were, where my parents were, anything.” Then she was put into a window-
less van and forbidden to speak or ask questions on the drive through the night.

They didn’t explain much. One of the things that they said over
and over and over was ‘no questions, no questions,” so obviously
a lot of us were asking a lot of questions, were trying to. I wasn’t
necessarily, I was just kind of stunned.

The van stopped around 4:00 A.M. and she was assigned a backpack so heavy she
could not lift it by herself. At the time, she weighed 105 pounds and for the next
three weeks, her treatment consisted of walking in silence with a 65 — pound
backpack strapped to her shoulders. During this time, she was allowed to eat only
beans and rice, and allowed to drink only small amounts of collected water, which
was sometimes muddy and always treated with iodine. At the time of her inter-
view she still experienced physical pain where the backpack straps cut into her
shoulders during her initiatory hike.

In all program types, as initiates struggled to get their bearings, they were threat-
ened with harsh punishments that could be given without explanation or warning.
Iris was punished for breaking rules and ‘agreements’ she knew nothing about.

They tell you there’s only three rules here, ‘no sex, no violence,
and no drugs,” so those are the only rules, everything else is
called an ‘agreement’ and they don’t tell you that you’re out of
agreement until you break the agreement, so the first few
months are just kind of like, you know, you feel like a puppy
waiting to get your nose smacked.

Protesting unfair punishments or questioning the program’s logic could invite even
more restrictions. As the structure’s power was induced, the outside world, old
habits, and the old self, became farther away. A few participants described the -
duction/abduction experience in positive terms. To Lawrence, being led away from
the past and his old friends was a good thing. “T'he whole point of the program is
to take you away from your support system and all the things that completely take
your mind off of what’s important in real life.” In sharp contrast with Mary’s ex-
perience, Lawrence’s induction was facilitated by helpful staff members.
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Photo 1. by Mandy Carlisle, 2012, Milford, Ohio. Front entrance.!

There was no rulebook, there were staff members who were ex-
plaining it as best as they could and walking you through and
getting you changed, getting you out of your civilian clothes, and
getting you prepared with all your physical stuff you’re going to
need for the program you know. There was a lot of explanation
going on there and they were always willing to answer questions
and stuff like that at appropriate times.

The singular motion of this theme, being led away from the past and led toward a
future self, describes the simultaneous ‘tearing down of the old selves and the
building of new ones’ (Adams 1995, 101). Participants referred to the induction/
abduction process as an experience that taught them there was one choice: resist
and suffer indefinitely or comply and rise up through the levels of the program
toward release.

! Photos 1-5 were taken between 1982 and 2008, the facility shown housed three different teen treat-
ment programs: Straight, Incorporated, Kids Helping Kids, and Kids Helping Kids, A Pathway Family
Center. More information about the site is available here: http://survivingstraightinc.com/kids_help-
ing_kids_-_straight_renamed
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Photo 2 by Mandy Carlisle, 2012, Milford, Ohio. Hallway to intake rooms.

Containment/Release

The theme of containment/release reflects the short-term desire for internal relief and
the long-term goal of actual release from the containment structure of the pro-
gram. Interactions within the program environment create a milieu of transforma-
tion where youth actively participate in their own containment and the contain-
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ment of others. This theme reveals a circular logic based on participant descrip-
tions of four interlocking conditions: 1) the only way out is to work up through the
program levels, 2) resistance, lack of compliance, or complaints are seen as a
symptom of a personal disorder, never indicative of some larger systemic problem,
3) the more resistant or disordered you are, the more treatment you need, and 4)
progress and graduation are only possible for those who establish a genuine emo-
tional bond with other residents and staff’ that demonstrates their commitment
and gratitude for the program.

Ann’s description of her ‘big internal change’ helps to demonstrate how containment
and release are intertwined. One of the most important moments in her treatment
was the sudden flash of insight triggered by a staff member who pointed out that
Ann’s mother could choose to abandon her, refusing to let her come home after
the program. Rather than feeling threatened, Ann remembers opening up, realiz-
ing she was deeply connected with all the people in her life. Rather than feeling
coerced, she described this as a process of becoming more authentic, enabling her
to embrace the program with more depth. She emphasized that this transforma-
tion only occurred after many months of adhering to the program’s strict regimen.

I talked about all the hard stuff with my stepdad and I talked
about all that, but I think that ultimately the big change hadn’t
happened within me. Like, I've done all the external stuff you
know, but see, I had started going to therapy when I was seven
years old, so at that point I knew all the words to say, I knew
how to participate, I knew how to not get in trouble, I knew how
to do the stuff, but the big internal change hadn’t really hap-
pened as far as being myself for who I am I guess, and so, I think
that that’s just a long process.

She reported a long process leading up to the big change, but the moment of
change was a sudden flash of insight that taught her humility.

Somehow, I learned humility and that was my big lesson, that
was my biggest lesson from my whole experience there...it was a
huge turning point. And I think that if it all hadn’t happened
exactly the way it did, if I hadn’t been isolated for a month...I
mean this packet they gave us to do, the fourth step [of Alco-
holics Anonymous| was so in — depth...if all of those things
hadn’t happened exactly the way they had I don’t know that I
would’ve had such an experience.

This month — long period of isolation for her fourth step was an unexpected pun-
ishment that set the stage for her moment of internal change. She had been in the
program for 10 months by then and was progressing along quite well when the
staff’ decided she needed a demotion.
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Photo 3. by Phillip Laurette, 2012. Milford, Ohio. Rap room.

I'd been there for about 10 months and I thought that I was
progressing really well through the program, and then at the last
minute, right as I was about to move up to the new level in the
program, they turned around and took it away from me and ac-
tually put me on kind of like, this isolated thing. It was a really
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wild kind of moment because they actually decided that the way
that I'd been interacting with my mother and the way that I'd
been interacting with the rest of the group was really controlling,
and you know, that I was just kind of like skating through and
that it wouldn’t really be right for me to move up. And so, here I
thought that I was about to get to move up to the next level and
actually they drop me down to like, below the first level.

Photo 4. by Kathy Moya, 2017, Milford, Ohio. Time out room.

This setback meant she lost privileges and would have to spend each day in isola-
tion, called ‘blackout.’

When the whole group was all eating together, I was sitting over
in the corner, if they were all standing around, I was off to the
side facing the wall. I didn’t have to participate in chores, I didn’t
have to participate in work. If everybody else was chopping
wood, I was sitting over next to a tree facing the tree all day.

Rather than framing her punishment as an arbitrary setback or an unwarranted
seclusion, she remembers learning humility. It was after this month in blackout
when Ann’s therapist reminded her that her mother could refuse to take her back.

So I was really kind of confronted with that possibility and then
the next day I did my fifth step which is where you kind of, in
recovery you don’t necessarily read your fourth step to the per-
son but you kind of talk about what you found out about your-

57



Mark Chatfield — “Totalistic Programs for Youth

self in your fourth step, and that was really illuminating for me
and that was really the big turning point, that weekend.

Photo 5. by Mandy Carlisle, 2012, Milford, Ohio. Slogans.

Across the interviews, participants described how the program structure provided
rigid boundaries against the outside world while softening or violating interper-
sonal boundaries within the milieu. Even those who praised the program’s effects
described the constant pressures as a general sense of dread, a fear of unpre-
dictable confrontations, an exhausting schedule, and a constant threat of punish-
ment. For the majority, these pressures were described as stressful or traumatic, but
at the time of her interview, Ann saw these as positive experiences and opportuni-
ties. “T'he phrase that the program director would say all the time was “everything
we do is therapeutic,” and so you know, there was always — they’re always finding
new ways to poke at you so that you could explore your issues.” Unlike Ann, who
embraced the unexpected, Nathan described the threat of unpredictable punish-
ments as constant pressure: ‘It felt like all the moments that I was happy there
were a reprieve from the constant, like, oppression.” He explained that his favorite
time of day was when he was finally allowed to go to sleep, and his least favorite
time of day was waking up in the morning.

Others made no attempt to frame the experience in positive terms. In one under-
stated sentence, Kam revealed a potentially harmful aspect of containment/release
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that many spoke to: ‘It could be hours that you are getting screamed at, and the
best way to avoid a heavy confrontation was to confront other people about things
that you saw them do.” By deflecting attention onto others in cathartic confronta-
tions, frustrated emotional pressures may be released. And when such deflections
demonstrated compliance with staft’ expectations, that temporary relief was cou-
pled with rewards of status and progress toward actual release as graduation.

Photo é. by Lillian Speerbrecker, 2015, Lucedale, Mississippi. Facility grounds.?

Ironically, the only way to earn release from the container was to become an inte-
gral part of the container. Rudi mentioned the most basic expression of this theme
when describing the social environment: “The program encouraged us...to punish
people who didn’t hike fast enough, or you know, fall in with the group.” Joan ex-
plained that there were consequences for not becoming part of the container: ‘I
was responsible for making sure these other people get their stuff done, otherwise
I would get in trouble.’

2 The facility shown at photos 6-8 housed a succession of different programs that apparently operated
from the 1970s until 2011 or 2012, when the most recent program, Gulf Coast Academy, ceased oper-
ations there. More information about this site is available here: http://www.heal-online.org/
noeagles.htm and here: hitp://www. retprisonsforteens.dk/fornitswiki/index.ph If_-
Coast_Academy
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Release came through performing officially sanctioned responses. Whether the
performance accompanied therapeutic changes or not, they were designed to in-
crease the power of the program. In one even — handed statement, Frank ex-
plained the logic and power expressed in the theme of containment/release: “While 1
appreciate things I gained from that experience, I think there was a level of
brainwashing that happened in that space. Like, your life becomes this bubble, and
your life becomes “how do I get out?” and you start kind of like, performing for
the system.’

Trajectory and Perspective

The theme of trajectory and perspective helps to conceptualize the way the totalistic
teen treatment experience relates to the arc of life after exiting and the way that
arc 1s viewed. This theme is perhaps most vivid when exploring attitudes toward
harm that is associated with the treatment experience. At the time of his interview,
Lawrence was a PhD student with the goal of working as the director of a wilder-
ness therapy program. In his view, reports of harm are to be expected, and some-
times, those who claim to be victims may bear some of the blame. His concern
about the portrayal of harm was linked to his interest in being interviewed.

The thing that people don’t talk about when it comes to these
programs is yeah, there are a lot of kids that go out there and
have a really bad time, don’t listen to directions, get hurt or
whatever it is, and that’s just kind of the nature of the beast. So
anyway, I just wanted to have an opportunity to speak my part. I
think it’s way more beneficial than not... I'm on a couple of dif-
ferent groups on the internet and you know, it’s about 50/50 —
50% of people say that they have PTSD and stuft like that from
it, and other people say it was awesome, so it’s just a mixed bag.
Just like any therapeutic model, it doesn’t work for everybody.

Like Lawrence, Mary was also interested in working with young people, but her
experiences of harm gave her a different perspective. At the time of her interview,
painful physical injuries sustained in the program were interfering with her sec-
ondary education.

I have such a great interest in working with teens in similar situa-
tions so that’s really what I've done with my life, until recently, is
work towards that. And I believe that going through something
like that really helps you develop a great sympathy and empathy
for others. And I've used that trait of mine in deciding what ca-
reer I want to choose for myself. But it’s also, obviously the
chronic pain is something that affects every aspect of my life so
that’s been something huge that I would say came from this pro-
gram.
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Those who experienced psychological trauma described a long process of coming
to terms with harm in their engagement with healing. In Elsa’s perspective, after
exiting the program, her life was impaired by trauma responses for many years.

I really didn’t have any coping mechanisms to kind of deal with
the things that had affected me and I kind of shut down in a lot
of ways ... I was just kind of in this overall numb state of life in
general. It was really bad especially the first couple years after 1
got out. I started doing therapy about a year ago and did some
trauma therapy ... I mean that’s like 12 years that, I would hon-
estly say that’s probably about how long it took for me to really
come out of it in a real impactful way.

Photo 7. by Lillian Speerbrecker, 2015, Lucedale, Mississippi. Dorm room.

Nathan’s perspective was informed by the experience of serious harm as well as
personal growth he attributed to friendships made in the program. While he val-
ued the help he received, he was sceptical of recent graduates and their zealous
praise for treatment.

I’'ve seen people [online] who've done different years say they
had a great experience. Kind of like, “You have that post [pro-
gram| glow. Give it another five months and come back to us,
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we’ll see what you’re gonna say once, you know, that kind of
brainwashing wears off and your perspective changes and you
really start thinking about everything you went through.”

Whether or not they perceived help, harm, or a complicated mix of both, the de-
gree to which they were transformed or traumatized, and the resources available
to them after release, all reflect the theme of trajectory and perspective.

Photo 8. by Lillian Speerbrecker, 2015, Lucedale, Mississippi. Pews.

Discussion

The findings in this study highlight the importance of understanding the subjec-
tive experience of harm in teen treatment settings. Twelve participants (80%) in
the lower QOE scoring group and four (27%) in the higher QOE scoring group
named symptoms associated with traumatic stress as some of the most impactful
aspects of treatment. Participants explicitly linked program features to negative
outcomes such as: panic attacks, debilitating anxiety, flashbacks, triggering re-
minders, nightmares, mistrust of clinical professionals, difficulties in relationships,
social isolation, lost sense of selfhood, and a lingering sense of violation. These
participants attributed harm to unethical staft’ behavior, medical neglect, and in-
terpersonal abuse, but they emphasized also that the totalistic design features of
their respective programs were a primary cause of psychological injury.
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The subjective nature of program effects is perhaps more complicated when the
experience of institutional abuse is framed in beneficial terms. Five participants in
the higher QOE scoring group attributed beneficial responses to practices many
professionals might judge as unethical, including: staff ridicule, arbitrary setbacks,
public humiliation, extreme restrictions on communication, prolonged social isola-
tion techniques, and unreasonable punishments. These participants indicated that
they realized others in their cohorts experienced harm from some of the same
program features they found helpful. Some simply referred to themselves as ‘one
of the lucky ones,” but others struggled to reconcile the discrepancy.

Many in the lower QOE scoring group indicated that their perspective on treat-
ment changed drastically over the course of many years. Some reported a disillu-
sionment process similar to what Nathan described; as recent graduates they be-
lieved they had been saved, but as time wore on, they realized that what they once
thought of as treatment was actually institutional abuse. For some, the ethos in-
stilled in treatment trained them to take responsibility for their role in negative life
events. Failing to hold themselves accountable by criticizing the program would
have signaled a backsliding. In their view, the treatment itself prevented their abili-
ty to recognize, critique, and heal from negative program effects. For others, their
parents were trained to watch for complaints as a sign that they may not be ready
for life outside the program, effectively linking criticism to the threat of readmis-
sion. A few reported that the program improved their family relationships but
most described broken trust and impairment to parental relationships as current
challenges or something the program worsened.

The thirty people who were interviewed in this study received treatment between
1982 and 2017. Some of the most extreme forms of institutional maltreatment
were reported by participants with relatively recent intake dates. Compared to past
decades, there may be fewer overtly brutal treatment programs in the United
States now, but the prevalence of institutionalized abuse is a current topic that
warrants research.

One of the strengths of this study is that it begins to portray the complex ‘totality
of conditions’ that combine to shape personal experiences of harm (Leach 2016).
If the prevention of harm in treatment settings requires the ability to identify and
measure problematic design features that combine to produce unacceptable levels
of risk, then treatment providers, regulatory agencies, and researchers will need to
distinguish between acceptable and unacceptable risks and injuries.

Limitations

This study offers a rare glimpse into what many scholars refer to as ‘the black box’
of residential treatment (Harder and Knorth 2015). Although the study’s focus on
totalistic programming makes an important contribution to the literature by pro-
viding a wide range of research variables related to treatment quality and the pre-
vention of harm, this focus 1s also a weakness because it limits the ability to ex-
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plain how critical factors such as race and class may interact to shape experiences,
immediate effects, and long-term impacts. Almost all of the people who responded
to the invitation to participate in research had been placed in a private-pay pro-
gram by their parents and identified as white. In a larger study that could recruit
participants from the general population, a focus on race and class might help to
increase the relevance and generalizability of any findings.

In data collection and analysis, the topic of gender was not placed in a central po-
sition. This weakness reflects the pragmatic constraints that made an expanded
scope impossible. Gendered differences were perhaps most apparent in reported
reasons for placement, but by chance of the random draw, the lack of males in the
lower QOE scoring group limited the ability to develop a gendered analysis. The
unique nature of harm experienced by females who reported ‘slut shaming’ and
staff’ interest in sexually explicit disclosures seems to indicate that power over fe-
male residents may have been leveraged more often in ways related to sexuality.

The concept of totalistic teen treatment is a new way to evaluate treatment envi-
ronments and the study is limited by its exploratory nature. The two index vari-
ables demonstrated strong internal validity, with each item contributing to the dis-
criminatory power of their respective sets. But the qualitative findings indicate that
new QOE index items are needed to measure experiences of medical neglect,
abandonment and betrayal, torture, or witnessing a death in the program.

Any weaknesses associated with retrospective studies should be weighed against
the dynamics present within youth programs that equate ingratitude with personal
failure. Interviewing youth who are currently in treatment can place them in jeop-
ardy if their complaints are punishable or likely to be diagnosed as a failure to re-
spond to treatment. Considering the restrictions against free communication and
the risk of placing youth in jeopardy, retrospective interviews might be the most
ethical and accurate way to conduct research on this topic.

Conclusion

In this summary article, three themes help to describe the experiences, immediate
effects, and long-term impacts of totalistic teen treatment. Thirty interview partic-
ipants provided candid windows into the way they remember and understand the
meanings and values associated with their respective programs. In the sampling
frame, a total of 71 different program facilities located within 25 different states
were rated ‘highly totalistic,” defined as a score of 4.00 to 5.00 on a five-point
scale. The number of current programs that might be rated this way by former
residents 1s unknown. If federal legislation were passed, creating uniform safety
standards and a centralized data collection system in the United States, population
sizes and program typologies might become clearer. Currently, due to a ‘glaring
lack of information,” even some of the most basic questions about residential pro-
grams go unanswered (Friedman et al. 2006, 295).
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This study found that a majority of interview participants who participated in
highly totalistic programs described treatment methods that fit professional defini-
tions of institutionalized abuse (Harrell and Orem 1980). To predict and prevent
harm in teen treatment settings it is necessary to understand the problematic fea-
tures associated with experiences of coercive persuasion and thought reform in
youth programs. This study identifies a set of features that are found together in
multiple types of youth treatment programs where the experience of harm may be
common. If it were possible to measure the presence of problematic program
characteristics, efforts to prevent institutionalized abuse might be improved.
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Abstract

In Indonesia, a country with stringent drug laws, psycho-active prescription drugs (PPDs)
have become popular among urban youth as they are seen to be safe — both medically and
in terms of the risks of being arrested. During the ChemicalYouth project, which involved
a multi-sited ethnography in urban centers in South Sulawesi (Makassar, Gowa, and
Maros) and in Yogyakarta, we found that young people encourage each other to try out
different kinds of PPDs to determine which (combinations) work best for them. Sharing
their experiences, they jointly build up knowledge that guides their ‘experimental trajecto-
ries’ (Raikhel and Garriott 2013). The experimental trajectories of youths are enabled by
pharmacies, where young people can buy PPDs, and private sector doctors who sell and
prescribe PPD prescriptions. When certain PPDs become harder to get, young people will
try out new substances in their search for happiness, highs, and the confidence and stami-
na needed to perform precarious informal sector jobs such as sex work, street singing, and
helping people park their cars. Across the sites, the researchers encountered young people
realizing that they had become addicted to PPDs. Simultaneously, health workers lack
instruments to prevent harm related to PPD use as they work in public sector harm reduc-
tion programs designed narrowly to address illicit heroin addiction. We argue that educa-
tional interventions need to address the desires and aspirations for good enough lives that
are reflected in young people’s creative poly-drug use practices, and the iatrogenic effects
of unregulated pharmaceutical markets that enable medicalization of precarious lives.
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Infroduction

Like many other Southeast Asian countries, Indonesia is known for its draconian
laws on drug use and trafficking. Upon his election in 2014, President Jokow1 re-
introduced the death penalty for drug traffickers. Shortly thereafter, the Dutch cit-
izen Ang Kiem Soei and four others faced a firing squad for their alleged involve-
ment in producing ecstasy; other highly publicized executions of drug traffickers
soon followed. Indonesia has a long history of drug use and trafficking, with opi-
um having roots in the precolonial and Dutch colonial era. In more recent
decades, Indonesia has become a major producer of methamphetamines (locally
known as shabu), the use of which is today more pervasive than the use of heroin.
Media regularly report on raids on meth laboratories and seizures by the police
(UNODC 2018). While the crackdown has made shabu more expensive and diffi-
cult to access, one unintended — but perhaps predictable — consequence 1is that
young people, in large numbers, are turning to legal psychoactive prescription
drugs to get high.

The non-medical use of psychoactive prescription drugs (PPDs) is a growing
world-wide problem that affects individual well-being and creates costly problems
for societies. According to the United Nation’s 2018 World Drug Report, the non-
medical use of prescription drugs has become a major threat to global health, with
prescription opioids causing the most harm and accounting for 76% of drug-re-
lated deaths. A 2018 global health survey among 130,000 young people (aged be-
tween 18 and 35) found that 2.3% had used the prescription painkiller Tramadol
for non-medical reasons over the past year (Winstock et al. 2018). In Indonesia,
the national child protection agency recently reported that 5.9 million children
(below the age of 18) out of a total of 87 million (a staggering 6.7%) are using
drugs, prominent among them the psychoactive painkiller Tramadol and cough

syrups that if ingested in large enough quantities can induce highs (Rakhmat and
Tarahita 2018).

Under Indonesian Law No. 35/2009, the list of the country’s controlled sub-
stances 1s divided into three groups based on the substances’ risk for addiction and
potential therapeutic value. Group 1 drugs include heroin, cocaine, marijuana,
MDMA (ecstasy), and methamphetamine, which are viewed by the Indonesian
government as therapeutically useless and with a high potential for addiction. Pos-
session of group 1 drugs can lead to life imprisonment and the death penalty for
convicted drug traffickers. Group 2 drugs include morphine, methadone and oxy-
codone. They are seen to have some therapeutic value but are perceived as dan-
gerous because of their potential for addiction; their trafficking and possession can
result in imprisonment. Group 3 drugs include PPDs with therapeutic value
(codeine and buprenorphine), and penalties are not very clear. In the local lan-
guage, drugs in group 1 and 2 tend to be referred to as narkoba (narcotics), while
PPDs are referred to as obat resep (prescription drugs).
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The prevention strategy of Badan Narkotika Nasional’s (BNN, Indonesian National
Narcotics Agency) mobilizes fear to emphasize the addiction risks of illicit (group 1)
drugs. It runs rehabilitation programs for their users, who are committed to rehab
centers and forced to go cold turkey for several months while receiving counselling.
A different approach is followed by the National Commission on AIDS. As inject-
ing drugs remains a key transmission route for HIV, it runs harm reduction pro-
grams that offer heroin users the injecting of methadone as a substitution. Al-
though BNN has recently begun to acknowledge the widespread use of PPDs, in-
cluding those in group 3, its educational efforts clearly lie elsewhere. In the ab-
sence of effective regulation, young people access PPDs through pharmacies that
sell the drugs over the counter without prescription, and through street dealers.

The off-label use of PPDs by young people is part of a worldwide trend (Coveney;,
Gabe and Williams 2011; Dumit 2012; Jenkins 2010; Rose 2007; Quintero and
Nichter 2011). Lin and Zhang (2014) for example describe how the young users of
PPDs whom they interviewed in a Shanghai detention center emphasized the
emotional, social and psychological benefits of ‘skating ice’ (sniffing meth-
amphetamine) and taking ecstasy, ketamine and other synthetic drugs. Drug taking
for them had been a means to achieve socially acceptable goals; businessmen, for
example, used synthetic drugs to cultivate connections. Green and Moore (2009)
likewise describe how middle-class youth in Western Australia use ‘dexies’ (pre-
scription drugs containing dexamphetamine) to ‘drink like a trooper while main-
taining bodily control’ and to ‘enjoy socializing for longer periods without getting
too messy’ (Green and Moore 2009: 408). Compared to getting drunk, female in-
formants also reported feeling safer and more in control when using dexies.

The ChemicalYouth project was designed to elicit interpretative understandings
of why young people turn to ‘chemicals’ — illicit drugs, off-label prescription
pharmaceuticals, enhancement products of various kinds — to achieve their every-
day goals. Working with a team of youth ethnographers, we conducted multi-sited
ethnography (Hannerz 2003) in Indonesia, the Philippines, France and the
Netherlands, examining patterns of drug use in different settings. Across the sites,
we inquired about what youth want to achieve by using drugs; fow they use drugs
to achieve their desired mental and bodily states; and how local policymakers,
harm reduction initiatives, and health workers view and respond to these emerg-
ing trends. This article presents an analysis of the use of PPDs to enhance mental
well-being in four ChemicalYouth sites in Indonesia.

Instead of focusing on a handful of ‘problem drugs’, the focused ethnographies
examine what Indonesian youth want to achieve by using PPDs. Our premise is
that if we want to minimize the harms of PPD use, we need to first understand
both how and why young people turn to these drugs — their concrete practices of
drug use and the aims they wish to attain. We also present the views and experi-
ences of policymakers and health workers, who seek to reduce drug-related harm
in the field sites.
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Methods

Settings

The study was carried out in urban centers in South Sulawesi (Makassar, Gowa,
and Maros) and in Yogyakarta. Makassar is the metropolitan capital city of South
Sulawesi; Gowa and Maros are smaller towns near Makassar. Yogyakarta on the
island of Java is a renowned center of education; it hosts a large student popula-
tion and numerous schools and universities. Both Makassar and Yogyakarta have
methadone replacement programs, while persons addicted to illicit heroin from
Gowa and Maros are referred to Makassar. Makassar has one public hospital and
five public health centers (Puskesmas) offering methadone replacement treatment;
Yogyakarta has two hospitals and three Puskesmas offering this service. Policies dif-
fer slightly between the sites. For example, those who want to enter the methadone
program in Makassar must have been using heroin for at least one year, as shown
in laboratory blood tests. In Yogyakarta, the period is six months.

Informants and Recruitment

We conducted ethnographic interviews with regular users of PPDs and other illicit
drugs. In Makassar, we interviewed 20 young people (11 students, 6 unemployed
youths living with their families, 2 working for their families, and 1 working in a
car repair shop). In Gowa, our 20 informants included 10 high school students,
recruited through an acquaintance of one of our junior researchers. In Maros, our
17 informants, all male youth, included the owner of a printing business, 2 work-
shop employees, a mechanic, 2 unemployed persons, 1 school dropout, and 7 stu-
dents. In South Sulawesi, we encountered difficulties obtaining consent for inter-
views from women using drugs as their drug use is more covert than that of their
male peers. All of our informants in South Sulawesi were therefore men. In Yo-
gyakarta, we were able to interview 4 female and 7 male users of PPDs.! In addi-
tion, we interviewed police officers, (assistant) pharmacists, outreach workers, and
staff at community health centers and at the BNN both in Makassar and Yo-
gyakarta.

For recruitment, we worked with harm reduction NGOs: the Makassar Harm Re-
duction Community and our colleagues from the University of Gadjah Mada in Yo-
gyakarta who introduced us to Persaudaraan Korban Napza di Yogyakarta (Narcotics
and Addictive Substance Victim Brotherhood of Yogyakarta). In Gowa and
Maros, there are no harm reduction NGOs, so we recruited informants were
through snowball sampling;

Data Collection

To gather data on the young people’s experiences with PPDs, we asked the infor-
mants to fill in a self~administered four-day chemical recall, which included items
on the kinds of drugs used, the dosages involved, and for what purposes. After the
recall, usually in the same session, we held an in-depth individual interview on the

1 A 2010 survey conducted by BNN and the Center for Health Research, University of Indonesia, found
male drug users outnumbering their female counterparts five to one (BNN and Puslitkes-Ul 2011).
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positive and negative effects of each drug reported in the recall, on what factors
influenced informants’ use of specific drugs, and how they learnt about and ac-
quired them.

The results of the recalls and interviews were discussed in three focus groups in
Makassar, involving nine, six and eight participants respectively, and a focus group
in Yogyakarta with nine participants. In the focus groups, we placed samples of
products mentioned in the individual interviews on the table to elicit group discus-
sion. We asked participants to rank the drugs on the basis of which most individu-
ally suited them or had the best effects. We also delved further into themes and
issues that emerged in the interviews and four-day recalls. The focus groups al-
lowed us to validate our observations and probe more in-depth into specific
themes.

Interviews and focus groups were conducted and recorded only after we received
consent. They took place in venues where our informants felt secure discussing
drug use. Most interviews across the three sites took place in NGO offices, as did
the focus groups in Makassar. In Gowa and Maros, the focus groups were held in a
house where our informants frequently gathered. In Yogyakarta, the focus group
took place in our fieldwork homestay. Throughout the research, we emphasized
that we were interested in our informants’ perceptions and experiences. We strove
to listen carefully to their stories and not to be judgmental. We found our infor-
mants to be eager to share their experiences with us; many appreciated the reflex-
ve space that emerged in the individual and group interviews.

Analysis

We recorded and transcribed all individual interviews and group discussions and
entered them in a digital database, using NVivo 10. We began by identifying
themes that emerged from the transcripts, such as coba-coba (trying out), cocok
(compatibility), campur (mixing), enak or bagus (feeling good), heppi/senang (happy),
mabuk (high), pede (confident) and sakaw (withdrawal) — the usual first step in ethno-
graphic analysis (Fetterman 2010). These terms were then included in a coding
scheme used by our assistants to analyze the data. Subsequent queries identified
further themes, advancing the focused and iterative analysis of data. Youth ethno-
graphers participated in the analysis of data and used their subsets of data to
write chapters for the Indonesian-language edited volume Bukan Narkoba, Bisa
Berbahaya (Not Narcotics, Can Be Dangerous) (Idrus and Kutanegara 2018).

Ethical approval was obtained from the University of Amsterdam, which stipulat-
ed that interview transcripts be anonymized, and verbal consent procedures be
followed. We further obtained official research permits from the provincial as well
as city/regency authorities to conduct research in their respective areas. We
scraped interview transcripts of all information that could disclose our informants’
identities. All names in this article are pseudonyms.
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Experimental Trajectories

In a setting where the war on drugs criminalizes illicit drug use, we found a limited
list of fairly cheap and easily accessible PPDs used in all of our field sites, with
only minimal variation. An important segment of the PPDs we encountered were
heroin-replacement drugs such as methadone and Subutex (buprenorphine),
which are appreciated for the quality of the highs they induce. Our informants
told us that PDDs are cheaper and easier to obtain than putaw and shabu (heroin
and methamphetamine). They also considered using PPDs — which are not con-
sidered narkoba (narcotics) — to be safer as they are legal and sold in pharmacies.
Many emphasized that with the ratcheting up of the war on drugs, it had become
dangerous to possess narkoba; they feared being arrested. Some had experience
with injecting drugs; others did not. Some told us that their drug use trajectories
had begun with shabu; others, with putaw or prescription drugs. Some were already
involved in methadone substitution programs, although most were now using
methadone as another way to get high for free.

Fajar from Makassar, who had just graduated from high school, told us:

I already smoked in my teens. I learnt about putaw from observ-
ing my uncle injecting every day, so I asked him if I could try it
out. I had no idea about the effect, until I experienced with-
drawal when the high effect went away. I am HIV-positive due
to my needle sharing habit, am co-infected with TB, and have
been hospitalized a number of times.... I also use various pre-
scription drugs like Somadril, Tramadol, Calmlet. I also got in-
volved in the methadone program.

Upik from Yogyakarta, a shabu user, observed her husband taking putaw every day;,
tried it, and became addicted. Kamil from Makassar, a university student, substi-
tuted putaw with Subutex but when it was not available, tried Suboxone. Now,
Calmlet, Subutex and Suboxone (whichever are available) have become his daily
drugs of choice to feel better and to ‘unblock’ his brain. He also takes Inex (ecstasy)
once in a while, usually when he goes clubbing. ‘Inex 1s good for tripping, it feels
like flying’, he told us.

Most of our informants used PPDs on a daily basis. Our four-day recalls and
probing of chemical products in the focus groups revealed the popularity of a lim-
ited number of narcotic substances and PPDs, along with shared insights on their
pros and cons. Table 1 shows the most popular illicit and prescription drugs and
their beneficial as well as adverse effects as experienced by our informants.
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Table 1. Commonly used illicit drugs and PPDs and their experienced ef-

fects
Content Desired effects Adverse effects
Group 1 Drugs
Putaw Heroin Getting high; work- | Short lasting (com-
ing and thinking well; | monly 3 hours), feel
feeling creative, calm, | lazy, isolated, easily
good get sick, weight loss
Shabu Methamphetamine | Getting high, calm, | Difficult to sleep, not
agile, creative, feeling | feeling hungry, para-
good, talkative, con- | noid, becoming thin,
fident hallucinations, easily
get sick, lazy
Inex / Ecstacy / | MDMA Flying Dry throat
Triple-X
Ganja / marijua- | Cannabis Happy, good appetite | Starving, sleepy, limp,
na looking stupid
PPDs
Methadone Methadone Strong high, long Strong withdrawal,
lasting lazy, un-communica-
tive
Subutex Buprenorphine Flying Vomiting
Suboxone Buprenorphine Flying Vomiting
with naloxone
Alprazolam Alprazolam Confident, brave Sleepy
Calmlet Alprazolam Confident, creative, | Convulsion, forgetful,
talkative, sleeping casily get sick, uncon-
well, thinking well, scious, sleepy, black
brave, calm, feeling | eyes, shaky
good
Dextromethor- Dextromethorphan | Confident, stamina, | Itchy, dry throat,
phan (Dextro) cuphoria, cheap, feel- | blurry eyes, dizzy,
ing high, happy, not | oblivious, nausea,
tired confused, vomiting,
hallucination, indif-
ferent, looking crazy
Kode-15 Dextromethorphan | Fast effect, long last- | Itchy, cough, flu

ing, not tired

78




Nurul Ilmi Idrus and Anita Hardon — Experimental Trajectories

Trihexyphenidyl | Trihexyphenidyl Confident, flying, Dry throat, itchy,
(Trihex / Tehad / calm, happy, long headache, forgetting,
THD) lasting blurred vision, sweat-
ing, stomach ache,
nausea, paranoid,
talking alone, dry
throat, red eyes, feel-
ing hot, vomiting,
limp
Tramadol Tramadol Long lasting, calm, Itchy, sleepy, stom-
happy, flying achache, nausea,
vomiting, losing
weight, blurred vision
Somadril (Somad) | Carisoprodol Flying, confident, less | Headache, itchy,
shy, immediate effect, | looking stupid, no
enhanced libido, appetite, limp, emo-
stamina tional, sleepy, nausea
LL Unknown Flying Dizzy
Riklona Clonazepam Flying Insomnia
Esepuluh paracetamol, caf- Flying Insomnia
feine, ephedrine
Codeine codeine Sleep well Itchy throat, not feel-
ing well

Most of the drugs listed in the above table were used in both Yogjakarta and in
our urban field sites in South Sulawesi. Somadril, the PPD which the Indonesian
Food and Drug Authority has taken oft the market, remained popular among our
informants in South Sulawesi. The PPDs Riklona, Codeine and Kode-15, popular
among our informants in Yogyakarta, were not used by our informants in Makas-
sar.

Balancing Acts

Much of the discussion in the individual interviews and focus groups revolved
around enhancing the beneficial effects and avoiding the adverse effects of PPDs.
These balancing acts differed depending on what was at stake in their everyday
lives. For example, young women engaging in sex work sought to avoid ‘flying” as
this could make them more vulnerable to sexual violence (Hardon and Ihsan
2016). Students adjusted dosages in order to be alert enough to go to school and
do their homework.

Our informants further observed that effects differ from one person to the other
and emphasized the need to find out whether specific drugs are cocok (compatible)
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with their bodies. The concept of cocok 1s not simply about suitability of a single
substance, but about mixing the drug with drinks and food, and about getting the
dosage right. One of our informants in Gowa, Broken (17), described how he ini-
tially took the painkiller Tramadol to get high and feel more confident. But after
trying Somadril, it became his drug of choice; he consumed this psychoactive
painkiller on weekdays and Saturday nights as it made him feel high, confident
and courageous, while it also increased his appetite. He observed that Somadril’s
effects appear sooner when he eats spicy food, especially handy when jamming on
Saturday nights. But when combined with alcohol, Somadril’s effects are less pro-
nounced and short-lived. He thus drinks alcohol when the effects of Somadril
have subsided after two to three hours.

Finding one’s cocok involves trying out and combining drugs for different purposes.
Dirham (23), a parking attendant in Yogyakarta, began experimenting with ecstasy
to feel kuat kerja (strong for work). But he gave it up because of its dry throat effect;
he now takes Riklona and/or Calmlet for work and combines marijuana with beer
to make him feel happy after work. Yayan (18) a Yogyakarta street singer who pre-
viously favored marijuana and heroin, subsequently tried out two different brands
of cough tablets, taking up to 50 tablets of Dextromethorpan and 40 tablets of
Kode-15 at a time to speed up and prolong their effects. Once he combined 20
tablets of Kode-15 and 10 tablets of Trihexyphenidyl, which made him sleepy. On
other occasions, he mixed Tramadol, Calmlet and a local traditional drink (ciu),
which caused him to vomit and cough up blood.

PPDs have different, sometimes contradictory, effects on individuals. Tramadol
makes Zaky sleepy, causes Amir to stay up longer, and Mamat to experience itchi-
ness, swelling, and ulcers. Drugs are considered cocok when the high is strong and
they have no significant adverse effects, or when these adverse effects (e.g. nausea,
vomiting) can be tolerated or managed. In Maros, Romo (14) reported his favorite
PPDs to be Somad and Tramadol. The former on its own can produce a strong
effect, so Romo does not combine Somadril with other drugs. But as Tramadol
has a more pleasant toning effect, Romo combines two tablets of Tramadol with
three tablets of a drug called LL (which on its own, makes his throat feel dry and
his head dizzy). The choice to combine Tramadol and LL not only has to do with
the sensation, but to neutralize LL’s side effects.

Adjusting Dosages

Fine-tuning PPD use also involves finding the right dosage, which varies from one
person to the next. Yani from Yogyakarta, a junior high school graduate, began
with 15 tablets of Dextromethorphan twice a day before doubling the dosage to
get high faster. With Kode-15, Yani takes between 20 and 30 tablets twice a day.
These drugs make her fly, happy, indifferent to risks, and keep her from feeling
tired. She finds these PPDs not only cocok for her individual body, but for her work
as a street singer. Amir (24) commonly takes a strip (ten pills) of Tramadol or So-
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madril each day. Yayan (18) takes 50 tablets of Dextromethorphan or 40 tablets of
Kode-15, often falling unconscious as a result. Others complained that the dosages
of Dextromethorphan required to get high (15-50 tablets) was too much and ‘not
tasty’ (enak).

Table 2. Dosage ranges reported for selected PPDs

Drug Dosage (tablets)
Suboxone 1/4-2
Subutex 1-2
Calmlet 2-5
Riklona 2-5
Tramadol 2-40
Somadril 2-30
Codeine 10-15
Trihexipenidyl 2-20
Kode-15 2-40
Dextro-Plus 30-40
Dextrometorphan 15-50

Somadril was the PPD of choice in our sites in South Sulawesi. In our focused
ethnography on the use of Somadril by sex workers in Makassar (Hardon and Ih-
san 2014), we observed them taking larger and larger doses over time. While the
prescription painkiller bolsters sex workers’ confidence to approach prospective
clients, it became increasingly unclear to us whether they were taking Somadril to
work or working to take Somadril. The lion’s share of their income went to feed-
ing their habit. The three male and three female sex workers who filled out 4-day
recalls reported using between 6 and 24 pills a day, far above the recommended
daily maximum. They craved Somadril, suffering all kinds of aches and pains,
anxiety, and insomnia when they could not get it.
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Informant Pills per day Reported beneficial effects Reported adverse effects Reported withdrawal effects

Mira female, 24 3-10, average 7 Confidence, increased sexual Dizziness, falls asleep with too Neck and shoulder pain
desire many pills, headache

Naimah female, 22 3-10, average 5 Feels comforted, less shy, more None reported Throbbing eyes, crying, bad
happy, less resistance to sex mood, insomnia
with clients

Rina female, 20 8-16, average 10 Confident, less shy, happy, Dizziness None reported
stays awake and flies high

Hasan male, 22 7-23, average 16 Confident, more talkative, can Nausea, makes you stupid, Headache and bad mood
stay up late; fly high; feels less thinking too much, hard to
stress, enjoys himself more and move; insomnia or sleepy
has more sex; weight loss (depending on dose)

Udin male, 24 5-10, average 8 Confident, less shy, happy, Feels sick and hungry, Sleepy, anxious, sad, crying
stronger vomiting. If too much: angry,

delirious, cannot walk,
stomach problems
Rudi male, 23 21-31, average 24 Confident, calm, sleepy Diarrhea, trembling Headache, thinks a lot

Table 3. Somadril daily dosages and reported effects among sex workers

In Gowa, we encountered intense PPD use by high school students on Saturday
nights. They gathered on the ‘compulsory nights of drunkenness’ to drink and pop
extreme dosages of PPDs to get high and feel courageous during motorbike races
and to make mischief, disturbing other motorists, bumping into sidewalks or other
vehicles. Zaky (17) told us that he usually takes up to ten Tramadol tablets per day
but increases his dosage to 40 tablets on Saturday nights. Mamat (16) told us he
usually takes 15 tablets each weekday. For him Tramadol is a ‘life encouragement’,
without which he would feel sluggish. To prepare for Saturday night, he consumes
7 tablets of Tramadol in the morning, 15 tablets in the afternoon, and 7 tablets or
more in the evening, dosing gradually until he reaches his desired high. Harianto
(16) told us of the time he combined ten Tramadol tablets with five bottles of
Topee Rioja beer. He raced around the city of Makassar with his friends until he
hit a food vendor on the roadside.2

Dosages also depended on young people’s financial resources. Depending on
whether one bought it in the pharmacy or from a street dealer, Tramadol, the

cheapest of the PPDs, costs around Rp 2000-3000 per tablet; Xanax, Calmlet and
Somadril cost much more. Swan, a student from Makassar, explained:

Sanax and Calmlet are a bit expensive. Sanax is Rp 6,000 per
tablet, that’s 1 mg. ... Alprasolam is available in 0.5 and 1 mg
doses, the 1 mg one is sold for Rp 5,000 per tablet, for Calmlet
the price is Rp 8,000 for 2 mg ... but it is cheaper nowadays,
because alprasolam is generic, yes, generic drugs are easier to
get. If T take alprasolam, at most I take 6 mg a day, 6 mg is al-
ready a lot ... if I want it and have money, I can do it every day,
but if I don’t have money, I don't take the drug at all. Sometimes
I was only able to get more after several weeks, after getting
money, it depends on whether I have money or not.

2See also Fauzan (2018), a focused ethnography of these high school students in Gowa.
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Figure 1. Youth enjoying time together, Yogjakarta. Picture taken bij Sari Damar Ratri
(November 2016).

Jono (13) told us he had been using PPDs since the first year of high school. A year
later he became a dealer, using the profits to buy school supplies, snacks, clothes,
and more drugs:

Sharing with friends, then my friend or I will go buy Tramadol
(for Rp 1,500-2,000 per tablet). We then sell them for Rp 3,000
to 5,000 per tablet. So, the money earned 1s shared, and is used
to buy drugs again.

Across the sites, we encountered young people realizing that they had become ad-
dicted to PPDs, in the sense that the need PPDs daily to stay well. Addiction was a
common theme in our discussions with students in Maros and Makassar. Jack, a
21-year-old student in Makassar, told us that he had been taking Tramadol since
high school:

Initially it was because of my friends... later on I got hooked
and addicted... it’s difficult to kick the habit, just like ciga-
rettes.... It depends, usually I take one strip a day, but if I am
really upset, I could take five strips...

83



Nurul Ilmi Idrus and Anita Hardon — Experimental Trajectories

In Maros, Aco told us he initially tried PPDs only to be accepted into his peer
group, but over time it became as necessary as food. Similarly, Romo told us:

It’s hard, it’s very difficult to stop, even if I were paid any
amount I would not stop, I just have a different feeling if I don’t
take the drugs. If the drug is no longer available, I would maybe
make it myself.

Some of our informants did manage to kick their habits, especially when they
were caught by their parents. Nur recalls how his parents grounded him and he
lost contact with his friends. According to him, if he uses again, he will become
addicted. Amin was caught using PPDs while in middle school. His parents went
as far as sending him to Papua to keep him away from friends who were consid-
ered a bad influence.

The Response of Health Workers and Policy Makers

The health workers we interviewed in Makassar and Yogyakarta were concerned
about youth experimentation with PPDs and the high dosages used but reported
that they lacked instruments to confront the problem. One of our key informants,
a BNN employee in Yogyakarta, pointed out that in addition to laws on illegal
narcotics (UU No. 35/2009), there is an administrative order on psychotropic
drugs (UU No. 25/2007). But the latter does not provide any instruments to disci-
pline the ‘naughty doctors” who prescribe and pharmacists who sell the PPDs. He
also pointed out that young people can easily purchase the drugs online (e.g
www.jualriklona.blogspot.com).

The Indonesian Food and Drug Authority (Badan POM) is responsible for moni-
toring medicine provision and use,? and i1s aware of the misuse of PPDs. One se-
nior policy advisor told us that efforts have focused on stopping the production of
commonly abused PPDs. This has happened for Carisoprodol (the active ingredi-
ent of the painkiller Somadril).

Badan POM adopted a regulation (HK.04.1.35.06.13.3534/2013) that allows
cancelling licenses for medicines that contain Dextromethorphan single dosage.
Based on this regulation, 130 kinds of drugs that contain Dextromethorphan were
removed from the market, starting from 24 June 2013. But these actions do not
appear to have had much impact. Single dosage dextromethorphan is still on the
market as cough tablets, while Somadril (probably a counterfeit version) remains
on the market in Makassar.

3 Presidential Decree Number 166/2000 (Article 73) states: ‘BPOM has the task of carrying out govern-
ment duties in the field of supervision of drugs and foods in accordance with the provisions of applic-
able laws and regulations.’
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According to other key informants, Badan POM carries out inspections of phar-
macies that sell large quantities of PPDs. But often, news of the inspection leaks
out beforehand; officials therefore rarely unearth irregularities in the field. More-
over, 1f pharmacies are found to be selling drugs without prescriptions, Badan
POM cannot take direct action against the pharmacy as its authority is limited to
the supervision of products. If there is a violation, Badan POM can only send a
warning letter to the Health Office.

In both Makassar and Yogyakarta, we were told that psychiatrists provide easy ac-
cess to prescriptions for PPDs. In Yogyakarta, we encountered a Riklona and
Calmlet boom as they were being prescribed by a psychiatrist, 90 tablets at a time.
One Yogyakarta pharmacy was found to have sold 17,000 Riklona and Calmlet
tablets per month; another pharmacy belonged to a psychiatrist who has ‘queuing
patients’ each night. In Makassar, our informants told us that they could buy pre-
scriptions at the clinics of psychiatrists without seeing a doctor. The cost for each
prescription ranged between Rp 15,000 and Rp 30,000 (approximately US$1.50
to $3), depending on the requested quantity of pills.

In Yogyakarta, the growing abuse of PPDs has led the local government to sign a
Memorandum of Understanding with the Badan POM, the municipal Health
Department, pharmacies, and the police to restrict prescribing. Prescribing is now
monitored. A prescription can be for no more than 30 tablets per week and is
based on the philosophy of ‘one doctor, one pharmacy’, with only psychiatrists
able to prescribe PPDs. This means that a patient can only get the drugs from the
pharmacy referenced for the psychiatrist. One psychiatrist responded to the strict
control of Riklona and Calmlet by announcing on the outer wall of his clinic: ‘no
prescription for Riklona and Calmlet’.

In Makassar, we found that when certain drugs became difficult to obtain and/or
were no longer available due to control by the authorities, other drugs emerged.
Our informants repeatedly stated: ‘mati satu, tumbuh seribu’ (one disappears,
thousands will emerge). The trends are fluid as new popular drugs appear and
others disappear. Early on in our fieldwork in Makassar, Somadril was the most
popular prescription drug; Tramadol was only used when Somadril was unavail-
able. A year later, Tramadol had become the new drug of choice. Somadril, al-
though not completely absent from the market, had become difficult to obtain,
although a new version of loosely packaged Somadril had emerged, most likely an
imitation produced by the local cottage industry.

NGO outreach workers in Makassar have tried to confront private sector psychia-
trists who overprescribe PPDs. They told us that the psychiatrists respond that they
‘know what they are doing’, claiming that their patients suffer from withdrawal
symptoms and need treatment. While they were often genuinely trying to help
young people with addiction problems, psychiatrists noted that they lacked time
for individual screening and careful diagnosis. According to the workers, the psy-
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chiatrists chose to just write prescriptions, sometimes even without seeing the pa-
tients. In addition, as Brown and colleagues (2012: 81) found, physician often pre-
fer to prescribe what patients demand than risk arguments. Our informants told us
about patients threatening psychiatrists with guns and swords, although no such
cases had been reported to the police.

While control over prescription drugs was stricter in Yogyakarta (a number of
pharmacies had been closed for selling PPDs without prescriptions), in Makassar, a
well-known drug store selling PPDs without prescriptions to ‘regular customers’
was located close to the police office and had never been raided. A policeman in
Makassar pointed out that youth who use PPDs are not engaging in illegal activity
and thus cannot be charged; they are released after being ‘advised’ not to abuse
PPDs in the future. Overall, the police are more interested in arresting dealers and
users of group | — narkoba, as acting on illicit drug use is considered heroic in the
currently intensified war on drugs, giving promotion points and offering opportu-
nities to demand bribes from offenders, who fear that they will be imprisoned if
they do not pay the bribe.

Discussion

We observed across our urban sites in Indonesia how young people experimentally
combine PPDs with illicit substances and heroin substitution drugs. Our fieldwork
further suggested that prescription drugs have become more popular than illicit
drugs as they are seen to be safe ways of enhancing mental well-being, while at the
same time avoiding being arrested for the possession of drugs. We observed youth
encouraging each other to try out different, affordable psychoactive substances to
find out which (combinations) work best for them. Sharing their experiences with
cach other, they jointly built up knowledge that guides their ‘experimental trajec-
tories’ — a concept Raikhel and Garriott use to draw attention to the ways in
which people who uses drugs ‘throw... [themselves] into a series of personal ex-
periments’ (Raikhel and Garriott 2013: 27).

PPD use in Indonesia is facilitated by processes of ‘pharmaceutical leakage’, a
term Lovell (2006: 146) uses to refer to the circulation of buprenorphine outside
of therapeutic settings. Such leakage occurs in many settings in the Global South
where drug regulations are weak and/or not fully implemented (Ecks and Basu
2009). The experimental trajectories of our informants suggest that over time,
PPD use escalates along with the desire for stronger highs. To achieve these
stronger highs, young people mix different PPDs, PPDs with alcohol, PPDs with
hot food/drinks, and experiment with diverse ways of administering drugs (oral,
injection, injection of crushed oral tablets). Along these experimental trajectories,
they seek to avoid adverse effects such as being too high to work, feeling sleepy and
vomiting. They consider a drug use regime to be cocok (compatible with their body)
when there are no adverse effects or when the adverse effects are balanced by
strong highs. They improvise when their drug of choice is unavailable or too ex-
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pensive. The high-enhancing practices of mixing drugs with Sprite and hot food
can be seen as a strategy to make the most out of the drugs given their scarce re-
sources.

The drug use practices of our informants need to be situated in the precarious ur-
ban environments in which they seek to fulfill their aspirations fueled by a sea of
media images that often sharpen the sense of exclusion and marginality for those
who cannot afford the desired goods and lifestyles (Comaroft Comaroft 2000;
Cole and Durham 2007). Many were struggling to make a living with limited edu-
cational achievements. Needing to work in the informal sector, they turn to drugs
to induce confidence and stamina, selecting combinations that do not make them
too disoriented. On other occasions, they seek to escape from the stresses of daily
life by taking extreme dosages that make them ‘fly’.

Making sense of the experimental trajectories of our informants requires a bio-
cultural understanding of how PPDs work. The escalating trends of drug use that
we observed suggest that some of our informants are experiencing dependence
and withdrawal symptoms, which they only seem to recognize as such for heroin
and its substitutes. Many of the PPDs we encountered are known pharmacologi-
cally to lead to dependence when used regularly. This is the case for benzodi-
azepines as well as for potent painkillers such as Tramadol and Somadril. We sug-
gest that the sex workers we studied in Makassar have become addicted to So-
madril, craving the painkiller when they do not use it. Some students in our field
sites use PPDs intermittently at parties and during periods of academic stress, as
their peers do in urban areas in the USA and Australia (e. g DeSantis and Hane
2010; Green and Moore 2009). However, other informants in our field sites used
PPDs on a daily basis to enhance their mental well-being. Ready access to PPDs,
unawareness of their full risks, and the belief that pharmaceuticals bought over
the counter in pharmacies must be relatively safe have facilitated dependence and
addiction.

Poly-drug use furthermore is common in our field sites. Most of our informants
use several different kinds of PPDs regularly, at times substituting preferred drugs
with other PPDs which are more accessible at the time, or cheaper. They also of-
ten mix PPDs with food and alcohol to enhance efficacies. They refer to the con-
cept of cocok to indicate which substances and combinations make them feel good.
Cocok 1s not simply about suitability of a single substance, but about mixing the
drug with drinks and food, and about getting the dosage right.

The experimental trajectories of youths are enabled by private sector psychiatrists
who easily prescribe and even sell prescriptions, while pharmacies often provide
easy access to PPDs. Aware of the growing abuse of prescription drugs, Puskesmas
staff’ are frustrated by these practices. Nevertheless, they lack the instruments to
prevent harms related to poly-drug use as they work in public sector harm reduc-
tion programs. Emerging in the wake of the AIDS epidemic, these programs are
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designed narrowly to address illicit heroin addiction and are ill-adapted to the ex-
perimental drug use cultures and the creative poly-drug practices that we ob-
served, which now include the drugs meant to substitute heroin.

Harm-reduction programs in Indonesia, thus fail to acknowledge that young peo-
ple also are at risk of becoming addicted to PPDs, including pain killers such as
tramadol and carisoprodol and a range of benzodiazepines. They also fail to in-
form young people of the adverse effects of PPDs, when taken in large quantities
for recreational purposes, when mixed with food and drinks to enhance effects, or
when used to self-medicate withdrawal effects. Local level health and drug policy
makers respond to the emerging PPD problems by limiting access to PPDs, but
our ethnography suggests that young people can always find pharmacies or street
dealers who are willing to sell them the drugs, or psychiatrists who are willing to
prescribe them.

Experimenting with New kinds of Harm Reduction

Aware of the seriousness of the PPD epidemic and the risks that young people run
without anticipating that prescription drugs can be as harmful as illicit drugs, we
experimented with several novel harm reduction strategies. The first was to con-
duct feedback sessions with our informants, where we gathered the most common-
ly used PPDs and invited a pharmacologist to explain their pharmacological ef-
fects (through diverse administration routes). The pharmacologist’s approach was
dialogical, asking users about their preferred drugs and appealing to their experi-
ential knowledge, followed by an explanation of the various ways in which the
drugs enter and are metabolized in the body. His questions included whether par-
ticipants had friends who had died recently. When the response was positive, he
conducted a verbal autopsy, for instance, explaining that the victim’s yellow skin
pointed to liver failure. The young participants were keen to learn, revealing the
latent need for education on the pharmacological effects of PPDs.

To generate greater awareness of the PPD problem, the first author — who i1s also
a columnist for a local Makassar newspaper — reported on our findings in the local
newspaper. She also gave talks at high schools on the use of PPDs to inform par-
ents. We further co-created a three-minute You'lube video with the Jakarta-based
youth communications collective Pamphlet, in which the core message was that
prescription drugs are not necessarily safe, see Figure 2 for stills from this video.4
The first author also published the Indonesian-language volume Bukan Narkoba,
Bisa Berbahaya (Not Narcotics, Can Be Dangerous) which included chapters on a variety
of chemicals including PPDs used by young people in their everyday lives (Idrus
and Kutanegara 2018).

4 See https://www.youtube.com/watch2v=TsLpt1bWzs8&t=124s
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When we were pursuing these outreach activities at the end of our project, a new
presidential initiative (No. 3 of 2017) was announced: The National Action on the
Eradication of Drug Abuse, with the slogan ‘Reject the Misuse of Drugs’. The
joint commitment of the National Action on the Eradication of Drug Abuse was
signed by 11 parties representing the government and all elements of society, in-
cluding the Minister of Health, the Head of Badan POM, the Chief of Police
Crime Section, the Indonesian Doctors Association, the Chair of the Indonesian
Pharmacists Association, the Chair of the Young Generation Pharmacy students,
and members of a popular band. Through this program, the BNN now com-
mands more resources for education, an opportunity to scale up efforts for youth-
friendly drug education. However, implementing youth-friendly harm reduction
programs is easier said than done given the history of criminalizing users or ap-
proaching them as addicts in need of rehab. To be effective, the National Action
Plan needs to address the lack of regulatory control that enables easy access to
PPDs through pharmacies, the malpractices of psychiatrists who over-prescribe
psychoactive drugs, and the economic interests that fuel these practices.

Figure 2. Three images from the Kok Bisa/Pamflet YouTube video Apakah Minum Obat Bisa
Membahayakan Kesehatan Kita2 (Can taking medicines cause harm?). The middle image
refers to cough (batuk) medicine and paind (nyeri) medicine, and the right image calls on
users to read the product information, including that on side-effects (efek samping).

Educational strategies need to speak to the dynamic experimental drug use trajec-
tories of young people in Indonesia. When certain PPDs become harder to get, in
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a situation fueled by the prevailing war on drugs, young people will try out new
substances in their search for happiness, highs, and the confidence and stamina
needed to perform precarious informal sector jobs such as sex work, street singing,
and helping people park their cars. To address the experimental drug use trajecto-
ries of youth, harm reduction efforts need to go beyond addiction paradigms that
see persons who use drugs as victims of potent substances. Instead, they need to
address the desires and aspirations for good enough lives that are reflected in their
drug use practices, and the 1atrogenic effects of unregulated pharmaceutical mar-
kets that facilitate a medicalization of precarious lives.
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Alienation and Lack of Trust
Barriers to Seeking Substance Use Disorder Treatment Among
Men Who Struggle to Cease Anabolic-Androgenic Steroid Use
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Abstract

Anabolic-androgenic steroid (AAS) use became illegal when the Norwegian Drug Act was
amended in 2013, and AAS and other image- and performance-enhancing drugs were
included in the politics and treatment of substance use. Few individuals with AAS-related
health problems seek substance use disorder (SUD) treatment. This article aims to explore
understandings of AAS dependence, barriers to treatment-secking, and experiences of
entering SUD treatment among a sample of men with AAS-related health problems
struggling to cease AAS use. Secking treatment for AAS-related health problems within
SUD treatment services was described as alienating. First, because the participants expe-
rienced their struggle to quit using AAS to be different from being dependent upon psy-
choactive substances. They linked their struggles to symptoms of hormonal disturbance,
need for a certain body size, and/or the sense of wellbeing provided by AAS and which
enable them to function socially. Second, they experienced alienation because of their
healthy identities, bodies and lifestyles, as opposed to how they viewed individuals with
severe SUDs and emaciated bodies. A major barrier to treatment-seeking was partici-
pants’ lack of trust that SUD treatment providers had the knowledge and the means to
provide treatment of their AAS-related health problems and struggle to quit AAS use.
Experienced barriers towards seeking SUD treatment should be taken into account when
planning, organizing and implementing health services for individuals with AAS-related
health problems.

Keywords
Anabolic androgenic steroids, performance and image enhancing drugs, dependence,
addiction, substance use disorder treatment, health service, ‘broscience’, qualitative study
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Introduction

Non-prescribed anabolic-androgenic steroids (AAS) include testosterone and sub-
stances with similar structure and effect (Kicman 2008). Use of AAS to increase
muscle mass, performance and image enhancement is not a new phenomenon.
AAS were mostly used by elite athletes until the 1970s, when individuals in com-
petitive bodybuilding subcultures used them to cultivate ‘previously unseen muscu-
lar male bodies’ (Andreasson and Johansson 2019). During the 1980s and 1990s, a
moderately muscular body ideal motivated usage of AAS among some gym users
and recreational athletes (Kanayama and Pope 2018; Pope, Khalsa, and Bhasin
2017). Lifetime AAS use is higher among men than among women and is report-
ed to be widespread across the globe (Sagoe et al. 2014). In Norway; lifetime use is
estimated to be 1-3% among men (Bilgrei and Sandey 2015; Sagoe et al. 2015),
but is found to be many times higher among inmates (Lundholm et al. 2010) and
patients in substance use disorder (SUD) treatment (Dodge and Hoagland 2011,
Kanayama et al. 2003, Nekleby and Skarderud 2013, Havnes et al. 2019).

It is common to combine different types of AAS, either as cycles with breaks be-
tween, or continuously with varied or constant dosages (Pope et al. 2013, van de
Ven et al. 2019). Long-term AAS use is associated with increased risk of develop-
ing a wide range of mental and physical health problems (Baggish et al. 2017;
Bjornebekk et al. 2017; Hauger et al. 2019; Piacento et al. 2015; Pope et al. 2013;
Rasmussen et al. 2016; Rasmussen et al. 2018). An estimated 20-50% of users
seem to develop some form of AAS dependence (Brower et al. 1991; Bjornebekk
et al., 2017; Copeland, Peters and Dillon, 2000; Kanayama et al. 2009), and use
higher doses and shorter breaks than planned, or use continuously, despite adverse
effects. Mechanisms behind this dependence are argued to include 1) a psycholog-
ical need to have increased muscle volume and body size, 2) activation of the re-
ward system during use, and 3) mental and physical health problems as symptoms
of hypogonadism? that are difficult to endure after discontinuation (Kanayama et
al. 2009).

Persons who struggle to stop using AAS may restart use to relieve symptoms of
androgen deficiency, or they may try to avoid or treat the symptoms with non-pre-
scribed ‘Post Cycle Therapy’ (PCT) to restore endogenous testosterone production
(Griffiths et al. 2017). Making use of what Bilgrei (2017) terms ‘broscience’? is al-
ways an option — either by seeking personal advice from perceived knowledgeable
and trustworthy person(s) in the gym environment (Christiansen, Vinther, and Li-

1 When using many fimes higher amounts of AAS than the testosterone produced in the body, a neg-
ative feedback mechanism will reduce or stop endogenous testosterone production. Therefore, when
AAS use is ceased, within a few weeks' time the user may enter a state with low levels of or absent
endogenous testosterone, and may experience symptoms of hypogonadism such as depression,
anxiety, sleep disorder, fatigue and sexual dysfunction. This state may last from months up to years, or
permanently (Rahnema et al. 2014; Rasmussen et al. 2016).

2' . .personally grounded drug experiences form the basis of experiential learning, sometimes referred

fo as “broscience”, a portmanteau of “brother” and “science”, which concerns the user-generated
knowledge that is maintained, contested and passed on through online communication’ (Bilgrei 2017)
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okaftos 2017; Zahnow et al. 2018), or by using querying online forums on how to
avoid and handle side effects following AAS use and cessation. Such communities
create online trust (Bilgrei 2017) and tend to base information about the harms
associated with AAS use and how to avoid these harms on personal experiences
and selected scientific literature supporting their opinions. However, when forum
members lack information of harms related to AAS, they ‘recommend seeking
information from medical professionals’ (Tighe et al. 2017). Few studies have ex-
plored experiences of AAS dependence, but Griffiths (2017) describes how AAS
users used PCT to minimize health harms when coming off cycle. The partici-
pants explained that it was more difficult to access PCT than anabolic steroids,
and they understood that cessation gave rise to mental health symptoms. There-
fore, a lack of access to PC'T could result in long-term or permanent AAS use.

There is a gap in the literature about barriers to seeking SUD treatment among
AAS users. The main reason is likely that very few countries have implemented
treatment of AAS-related health problems in the SUD treatment system. It is im-
portant to note that few users seek any health services (Pope, Khalsa, and Bhasin
2017; Zahnow et al. 2017), despite being concerned for their health (Zahnow et al.
2017). Barriers include fear of stigmatization (Dunn, Henshaw and Mc Kay 2016;
Yu, Hildebrandt, and Lanzieri 2015), unknowledgeable staft (Jorstad, Skogheim,
and Bergsund 2018; Pope et al. 2004), sanctions (Havnes, Jorstad and Wisleff
2019), belief that the treatment provider cannot/will not help, or belief that the
health problem is not serious enough (Zahnow et al. 2017). Yet, among a sample
of Norwegian AAS users where mental health problems were the most common
motivation for AAS cessation and treatment seeking, three out of four desired
SUD treatment after receiving information tailored to AAS users about side ef-
fects, treatment options and potential outcomes (Havnes, Jorstad and Wislofl).
Furthermore, a qualitative study from a Swedish addiction treatment facility stated
that ‘AAS users often experience a range of highly desirable effects from the drugs
and only seek treatment as an alternative when the negative effects outweigh the
positive effects’ (Skarberg, Nyberg, and Engstrom 2008). The negative effects de-
scribed as motivation to seeking SUD treatment were mental health problems re-
lated to AAS use: depression, excess jealousy, aggression, body dysmorphia, and
concurrent use of psychoactive drugs. In the UK, experienced AAS users advised
younger users to attend harm reduction services to reduce harms related to AAS
use (Kimergard and McVeigh 2014).

Norway’s context is particular, as use and possession of AAS and other doping
agents became illegal when the Norwegian Drug Act was amended in 2013, and
AAS and other doping agents were included in the politics and treatment of sub-
stance use in 2012. Persons with previous or current AAS use and AAS-related
health problems have the right to outpatient SUD treatment and National SUD
treatment guidelines states that examination of mental health symptoms during
withdrawal, access to psychotherapy and treatment of mental health and other
symptoms should be provided. SUD treatment in Norway is publicly funded,
widely available, and individuals with SUDs have treatment rights as patients
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(Nesvaag and Lie, 2010). Nevertheless, relatively few AAS users with health prob-
lems seek SUD treatment. Therefore, this article aims to explore understandings
of AAS dependence, barriers to seeking, and experiences of entering SUD treat-
ment among a sample of men with AAS-related health problems struggling to
cease their AAS use.

Methods

This article forms part of an exploratory qualitative study focusing on experiences
with AAS use, health problems, and health services, and in particular SUD treat-
ment. A subset of data from this study has been published in a mixed methods
paper (Havnes, Jorstad and Wisleft' 2019) describing how use of an information
service may facilitate SUD treatment-seeking:

Sampling and Recruitment

Inclusion criteria in the current study were that participants were above legal age,
had used AAS and had experienced health problems with or without seeking
health services. The participants were recruited through social media adverts,
posters, snowball sampling, e-mails to managers and treatment providers in vari-
ous SUD treatment clinics in southeastern Norway, and through information to
participants in ongoing research projects in our research groups. Seventeen men
were included; one participant was interviewed twice, whereas the others were in-
terviewed once, making the total of 18 individual interviews. Ages ranged from 22
to 51 years of age at the time of the interview, ages at AAS initiation varied from
15 to 32 years, and length of AAS use ranged from two to 27 years. Most of the
participants were working and had ceased AAS use at time of the interview.

Interview Guide and Data Collection

The interview guide was developed together with a panel of five individuals who
all had previous experiences with AAS use and AAS-related health problems. Sev-
eral also had experience with SUD treatment for health problems related to AAS
use, and for psychoactive substances. Among the topics in the interview guide were
the positive and negative experiences of AAS use, health problems with or without
treatment experiences, reasons for not seeking help, methods to avoid or handle
side effects, views on health services, what a desired treatment system would be
like, and understandings of legal matters related to AAS use. The semi-structured
interviews that lasted approximately one hour were audio-recorded and tran-
scribed verbatim. Thea Steen Skogheim conducted the majority of the interviews.

Analysis

A biopsychosocial model that elaborates on neuroscience, environmental and so-
cial factors of addiction of drugs and behaviors forms the theoretical framework
for the study (Griffiths 2005). An inductive form of thematic analysis was an ongo-
ing process that started during the data collection. This made it possible to include
some findings from previous interviews in the interview guide. This flexible design
opened up for inter-subjective comparison of experiences. During the analytical
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process, both authors read and reread the transcripts to get an overview of the
data. The transcripts were handled in NVIVO 10 and Thea Steen Skogheim con-
ducted the initial coding. The initial codes were regularly discussed by both au-
thors and a third researcher, regrouped in themes, and compared to ensure that
there was little overlap of the themes. The authors regularly discussed emerging
themes. The findings presented in this article underwent the final two steps of
thematic analysis: reviewing themes and producing the report with representative
quotes. The data set was reread again to ensure the validity of the themes in each
interview as a whole by Ingrid Amalia Havnes (Braun and Clarke 2006, Pope,
Ziebland, and Mays 2000). The concept of trust between the participants and po-
tential and actual SUD treatment providers, as seen from the view of the partici-
pants, became a central emerging theme in this study. Therefore, we let the work
by the philosopher Grimen (2009) inspire the last stage of the analysis of what
trust may be in a potential patient/treatment provider relationship: if a person
with a health problem trusts a health professional, the person expects that the
treatment provider a) will not do something that harms the person’s interests, b) is
competent, and c) has the necessary means to take appropriate care of the health
problem.

Terms and Words:

Addiction, Dependence and Substance Use Disorder

This article subscribes to the neurobiological model of addiction, which defines
addiction as a chronic, relapsing brain disease with development of a physical and
psychological dependence on substances or a behavior (Volkow et al, 2016). The
fifth version of the Diagnostic and Statistical Manual of Mental Disorders (DSM-
V) released by the American Psychiatric Association (2013) replaced the term ad-
diction with substance use disorder (SUD). In the fourth version of the manual,
the word ‘abuse’ was used as a mild form of addiction, and ‘dependence’ was used
for moderate or severe forms of addiction. Although the standard DSM-IV sub-
stance dependence criteria were projected for intoxicating substances, the term
AAS dependence was adapted to the DSM-IV version (Pope et al 2010) and ac-
cepted in DSM-V (Piacento et al 2015). The term AAS-dependence is therefore
used throughout the paper. Also, the 11t edition of the International Classifica-
tion of Diseases (World Health Organization 2019) uses the term substance de-
pendence as a ‘disorder of regulation of use of a specified substance arising from
repeated or continuous use of the specified substance.’Both the words ‘depen-
dence’ and ‘addiction’ can be translated into the Norwegian word avhengighet that
was used by the participants for explaining physical and/or psychological needs to
use AAS and their struggles to quit using. The word avhengighet 1s translated into
‘dependence’ in the Findings section.

The participants used the word rus (getting high or intoxicated) about use of illicit
psychoactive substances. The word rus is included in the name of most Norwegian
treatment units: rus og avhengighetsbehandling that means a unit/department provid-
ing treatment for intoxicating substances and addictive disorders. However, the
official translation treatment in Norway is: SUD treatment, and this 1s used
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throughout the paper for the Norwegian context. It should however be noted that
including rus in the name of treatment centers was found alienating in itself for
most of the participants.

Ethics

The study was assessed by the Regional Committee for Medical and Health Re-
search Ethics (2016/1480) as not requiring ethical approval from the Committee.
As some of the participants were recruited from SUD treatment at Oslo Universi-
ty Hospital (OUH) and the project is organized at OUH, the data protection ofhi-
cer at OUH assessed and approved the study (2016/12244). All participants pro-
vided voluntary and written informed consent. In addition to the formal require-
ments, emphasis was placed on ensuring anonymity throughout the publication
process. All participants were offered informal meeting with health professionals
and referral to treatment if they desired to seek treatment.

Findings

This exploratory study generated rich empirical material on phenomena related to
use of anabolic-androgenic steroids. In this article, we focus on the participants’
experiences and understandings of AAS dependence or why it is difficult to stop
using AAS, and the ways to cease AAS use, while placing treatment of AAS-relat-
ed health problems within the addiction/SUD treatment field.

Understandings and experiences of AAS dependence

Almost all participants perceived dependence of AAS and psychoactive substances
as two different forms of dependence, even though continuation of use, despite
wanting to cease, was central for both. They explained the differences and how
psychoactive substances give an immediate ‘high’ and fast withdrawal symptoms,
whereas AAS give a longer lasting sense of wellbeing. The withdrawal symptoms
were mostly reported to be linked to symptoms of androgen deficiency some
weeks after cessation. Restarting AAS use was most often motivated by a desire to
alleviate these withdrawal symptoms, but also to maintain this sense of wellbeing
and muscle volume.

Some participants explained that they found it difficult to stop using AAS due to
the desired effects of the substance: a strong sense of wellbeing and a desire to
have big muscles and feel strong. Fredrik said clearly that he felt dependent on us-
ing AAS. When he was asked what effect the steroids had on him that made it dif-
ficult to cease use, he responded:

For my part, I think it had to do with me becoming myself. I felt
I became myself. I felt I became how I wanted to be in a way: I
was simply extroverted and much happier, so I think that was the
reason to continue using it. For me, even if I have stopped using
steroids, I will always be eager to be big and strong and have
muscles. I will always want that, I think.
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He managed to quit after nearly ten years of continuous AAS use. To him, it was
mostly the strong sense of wellbeing that gave him a new identity and the social
behavior that he missed when not using AAS. Another participant, Emil, ex-
plained that the desire to be strong was replaced with a positive, long-lasting and
almost euphoric effect of AAS use, which he compared to using central stimulants:

In the beginning I wanted to become big and strong, like the
older guys were. You know what I mean. Then it changed, I
don’t know what happened, but I started to feel great, mentally,

. and strong. It was just like taking cocaine, kind of. You are
kind of Superman constantly, for months, but cocaine only last a
night.

Another example showing various motivations behind AAS use is presented by
Tobias, who had been a victim of violence in several contexts. His main motiva-
tion for starting to use AAS was to protect himself. To him, being dependent on
being big and strong had another meaning than having a nice appearance; it
meant that he was able to protect himself physically. When asked whether he felt
dependent on AAS, he explained:

No, I didn’t really feel...yes, I felt it in a way because to work out
without [AAS] was not an option. And it wasn’t nice to think
about it [ceasing AAS], because then I would become small and
a wimp again.

Harald initiated AAS use as a teenager. After some years, he started to use AAS
continuously and also competed in bodybuilding. He explained how vital the mus-
cle volume was to him and that the psychological desire to be so big was the form
of dependence he experienced:

You get completely obsessed; you never get satisfied. You needed
even more muscles, [to be] even more defined. If I didn’t get
serious health problems, I probably would have continued. Be-
cause you get so dependent on that stuff!

Ways to Cease AAS Use

Despite health problems, some participants did not want to quit using AAS, as
they found the positive effects to outweigh the negative ones. Several were ambiva-
lent and had not yet decided whether they wanted to cease use or not. Bill pro-
vides an example of the latter. He had been offered AAS at the gym for many
years, but first started using it a few years prior to the interview when he had expe-
rienced stagnation in his training. He sought advice about how and what to use to
get the desired effects, and how to avoid unwanted effects. He mainly used the ad-
vice he got from trusted and experienced friends at the gym, as they had used AAS
for up to two decades. In addition, they were also in touch with medical profes-
sionals who could give advice when they themselves did not have all the answers to
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his questions. Furthermore, as a harm reduction initiative, he paid for blood tests
at a private laboratory and had the results sent to his home. He also participated
in a somatic research project exploring cardiovascular status among long term
users of AAS and an examination concluded that he had an enlarged heart as well
as other pathological findings. He explained how this finding made him feel like a
failure, as he believed he had done everything correctly, and followed all sug-
gestions from the people at the gym, whom he trusted, and thought were knowl-
edgeable:

Now I have experimented enough with [AAS] and gotten my
heart harmed, so I kind of only want to cry over it all, as I've put
so much effort into this by working out, healthy exercise and
healthy eating and getting to bed at the right time every day.
When I got the test results I thought: “‘Shit, what have I been do-
ing?” In addition — early brain aging is something I never
thought about [..] there’s speculation that steroids can give
Alzheimer’s diagnose, so I've gotten scared, it’s as easy as that.
[...] This was such a feeling of failure when you think you’ve
done a good job... and you’ve taken moderate amounts and had
the breaks you should have, and kind of thought it was OK, but
it wasn’t OK.

Nevertheless, he admitted that he has about 3000 euros’ worth of AAS and other
substances at home; enough for the next one to two years. He knows that he will
not be able to sell the substances, so all the money will be lost if he ceases AAS.
He explains that he would rather use AAS himself than throw it away, and refrain
from buying more when his stockpile runs out, and perhaps cease use at that point
in time. In addition, he fears getting caught by the police, which may lead to seri-
ous problems at his workplace. Altogether, he 1s considering obtaining a referral to
SUD treatment to be able to quit AAS but has not yet decided what to do.

The participants offered several descriptions of how to quit AAS use: abruptly,
tapering, and not starting again after a planned break between cycles. Erik had
used AAS for a decade and felt good about it until he began having legal and em-
ployment problems. But it was an incident with family members when he felt de-
pressed and vulnerable that made him want to quit, or not start using anything
after a break between cycles:

...when I decided [to quit], I was already on an off-cycle. So, I
struggled with [health] problems, and I always stopped the off-
cycles quite fast. I did. Or I guess, I self- medicated myself in
between cycles, everything from using small doses of steroids,
what you call micro-doses, although way higher than the en-
dogenous production, but still called micro-doses. To things like
happy pills [antidepressants] that I could get from a friend, so 1
could take it [problems during the off-cycle], kind of. To potency
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pills and everything that in a way could help you [testosterone
production] get started again.

Harald had used steroids for nearly ten years when he noticed signs of serious
cardiovascular problems. He saw this as a ‘first warning’ but blamed it on stress
and continued to use AAS and other image and performance enhancing drugs in
high doses. Some years later, he experienced several cardiovascular episodes and
his first heart attack was severe and undoubtedly linked to AAS use. He then de-
cided to quit AAS abruptly:

It had to be sudden! If not, then I wouldn’t be here today. There
were so many clogged vessels so...I was in and out of the hospi-
tal, several heart attacks. They blocked my arteries and...cardiac
arrest. [..]...But when I had been oft [AAS] for one, two, three
years, and my body kind of changed, so...so that was no fun!
But luckily then I had started to focus on my health.

It took some time before his body became less muscular and gained more fat.
Harald found it difficult to cope with this psychologically. To him, being able to
focus on his health was an ongoing process that took several years after he ceased

AAS.

Kristoftfer had used AAS for almost two decades, and in the second decade, used
continuously in very high doses. He had experienced mental health problems re-
lated to his use, before he entered outpatient SUD treatment and ceased use.
When asked whether he tapered or quit abruptly, he responded:

I tapered. I had never managed to quit abruptly, even if I want-
ed to. I'm a person who, if I decide to do something — it’s like
[clapping]: ‘bang — bang’! So, when I came and met the treatment
provider, I said I wanted to stop using steroids and cannabis,
right away. And then he said no. ‘Huh, what are you talking
about?’ I said [laughing]. “You need to taper,” he said. ‘Yes, that’s
OK;’ I said.

He realized that his impulsive wish to quit everything, both cannabis and steroids
at the same time, could be difficult. The treatment provider advised tapering as he
had used very high doses of both AAS and cannabis. Kristoffer had to buy illicit
steroids to follow the advice from his treatment provider. He managed to quit with
strong support from family and the treatment provider, in addition to psychoactive
medications during the withdrawal phase. Alexander had used AAS for a year, but
he did not succeed in quitting as he experienced severe depression and fatigue and
restarted use to alleviate these withdrawal symptoms. He repeatedly asked his gen-
eral practitioner (GP) for help but was told to stop using AAS and simply wait un-
til the endogenous testosterone normalized. He explained how he had tried to quit
many times and never got the help he needed when struggling with mental health
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problems, in particular depression, suicidal ideation and a suicide attempt. He
contacted the GP despite knowing that the GP did not have the knowledge or the
means to help him. He did this because he felt he had no other options, as he had
experienced that ‘broscience’ was of no use in this situation. Therefore, his rela-
tionship with his GP can be seen as a form of ‘“forced’ trust. However, a new GP
was informed about treatment options in the SUD outpatient clinic, and Alexan-
der was offered an anonymous information session about such treatment. After an
information session, he decided to seek SUD treatment.

Experiences of Seeking SUD Treatment
Alexander was then referred to an outpatient clinic and reflects on his first meet-

ing:

I ended up in a drug clinic. I never used drugs. So, I didn’t un-
derstand why I should sit and wait in the same room as all these
addicts. I was three, four times their size; I lived a ‘healthy
life’ [making air-quotes]. Then these guys who just destroy
themselves come and get help through a ‘glass-box’ [methadone
and buprenorphine dispensing], medication, injections and
things like that. When I came, I didn’t get any injection or pills
to help me. I got conversations. That’s the difference. Where is
my medical treatment? Where is my tapering paid by the gov-
ernment? I had to buy it on the street, illegally, and hope that I
didn’t get caught — while I was in treatment. I didn’t get caught,
but it 1s kind of the only way to do it, if you were to get any in-
jections, because the government doesn’t dispense it. So that’s
what’s wrong.

To him, being referred to SUD treatment contradicted his healthy identity and
made him feel alienated at the clinic. Initially, he did not experience that the SUD
treatment field had the necessary means to help him. He felt that he needed legal
tapering of testosterone and/or post-cycle therapy with endocrine treatment to
restart the endogenous testosterone production in order to avoid the severe depres-
sive symptoms that he experienced every time he attempted to cease use of AAS.
However, he trusted the level of knowledge of his treatment provider and valued
their frequent sessions during the withdrawal phase. He questioned the practice of
giving clinical advice of tapering, without endocrine medication. He found it un-
ethical to advice patients to buy illicit testosterone during treatment, a criminal act
with legal consequences if caught. He called for treatment guidelines on how to
examine and provide legal pharmacological treatment for persons who struggle to
cease AAS use, as he has experienced this as the main weakness of the SUD
treatment system and other parts of the specialist health service.

About half of the participants had experience with illicit psychoactive substances.
Martin had been dependent on psychoactive substances and been in SUD treat-
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ment. He was ambivalent about how the treatment of AAS-related health prob-
lems is organized within the SUD treatment system. He made a point out of the
fact that there are different pathways into dependence of psychoactive substances
and AAS, and treatment providers’ knowledge and experiences of psychoactive
substances cannot simply be transferred to AAS:

No, I don’t think that’s OK, but it is better than nothing. Be-
cause before there was nothing at all...but placing it [AAS-
treatment] there [in outpatient SUD treatment] — I would never
do it, because it has to do with two different things [...] And they
[treatment providers] have been working way too long with peo-
ple who've used completely different things that have nothing to
do with steroids. And then suddenly this expertise is supposed be
used for the others [persons who struggle to cease AAS], and it’s
not the same. Because it has nothing — unfortunately it’s called
dope and doping, but it sure as hell has nothing to do with each
other.

Rune had also been in outpatient treatment for psychoactive substance use and
tended to switch between various illicit substances and AAS use. To him, organiz-
ing AAS treatment within SUD treatment clinics was unproblematic, but he was
unsure how this may be experienced for those who use only AAS:

It didn’t have to be placed there, maybe, so maybe it’s the slight-
ly wrong department, but I don’t know. It’s hard; no, I don’t
know, for me it doesn’t matter, more or less, but for others who
are not using drugs maybe it matters that it sounds a bit more
[like the wrong place], but I don’t know.

Kristoffer, on the other hand, was clear that the SUD treatment clinic is the right
place for those struggling to cease AAS use:

Because to me, it is both a physical and mental disturbance, be-
ing dependent on something, whatever it is. Yes, steroids give
you a high; those denying it are idiots. If it didn’t [give you a
high], they would quit.

Erik was desperate after the incident with his family and decided to seek treat-
ment. He had made use of ‘broscience’ ever since he started using AAS, but now
asked for help within the health services for the first time and experienced that
health professionals were not knowledgeable about AAS use or treatment:

I didn’t know what to do, but I contacted my parents and asked
for help and we went together to the emergency ward, and they
helped me, but it was a blurry diagnose. I don’t remember what
they called it, mixed substance abuse or something like that was
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what they called it. My primary problem was the anabolic
steroids, and some drug use, but I wasn’t dependent on it
[drugs]. I used it more like self-medication... I was referred to
rusbehandling [SUD treatment]. [..]...experienced their level of
knowledge about steroids to be low [at the emergency ward],
what it 1s, what it does. Definitely. There were no follow-up ques-
tions regarding anything really.

Erik participated in the present study several years after he had been in outpatient
SUD treatment. He was clear that long-term AAS use is a form of dependence,
but that his view changed during the course of treatment:

I who’ve been in SUD treatment see it [long-term AAS use] as a
form of dependence. I see that it has to do with many of the
mechanisms you find in all kinds of dependencies, including
[psychoactive| substance use. So, to me, it [placing the treatment
in the SUD clinics] is the most natural thing in the whole world,
but it isn’t as clear for a steroid user who is in the middle of it all
to see it like that. They feel like — ‘I'm not dependent.’

Discussion

In this study, men with AAS-related health problems and previous or current diffi-
culties with ceasing AAS use found seeking treatment within the SUD treatment
services alienating because of their healthy identity and perception of a healthy
lifestyle. In addition, they understood their chronic use of and struggle to stop us-
ing AAS as a different form of dependence than that of psychoactive substances,
for several reasons: AAS use does not give an immediate high, it has a prolonged
effect on muscle volume, and there is a delayed withdrawal syndrome based on
disturbance of the sex hormone system. On note, several participants had vulner-
able and/or abusive background and linked their struggle to stop using AAS to
secondary effects of AAS use; a psychological need to have a muscular body to
enable physical self-protection, to get a new identity, and achieve a desired, more
extroverted social behavior.

However, AAS users diagnosed with AAS dependence are found to have structural
brain characteristics similar to other dependencies (Hauger et al 2019), and, rely-
ing on the neurobiological model, this may imply a shared vulnerability for de-
pendencies. Chronic use of AAS increases the risk for ‘adverse effects on physical,
psychosocial, or occupational functioning’ (Kanayama et al. 2009) as well as use of
psychoactive substances (Kanayama et al. 2003; Molero, Bakshi and Gripenberg
2017; Schwingel, Zoppi, and Cotrim 2014). Co-occurring AAS and substance use
is found to be a motivation for seeking SUD treatment (Skarberg, Nyberg and En-
gstrom 2008). Although potential SUD treatment users may fulfil the diagnostic
criteria for AAS dependence (Pope et al. 2010) and be at risk for further health
problems and illicit substance use, the participants’ understandings and experi-
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ences of AAS dependence and why it is so difficult to cease use, points to the im-
portance of exploring motivations for initiation of AAS use, continued use, want-
ed and unwanted effects, as well as the motivation for cessation, if present. This
approach may be experienced as more meaningful and less alienating for potential
service users who do not necessarily consider themselves as dependent when enter-
ing treatment. However, it should be noted that participants who entered treat-
ment found SUD treatment to be useful and necessary to be able to cease AAS use
and improve social relations and function without use of AAS. In addition, in the
course of treatment, several found their use of AAS to be a form of dependence
similar to that of psychoactive substances. This may not be surprising given the
explanation model within SUD treatment.

The participants in this study were reluctant to seek SUD treatment due to lack of
trust in treatment providers and the treatment system. The concept of trust can be
understood using the trust model described by Grimen (2009) for a relationship
between a patient and a physician/treatment provider. Grimen stated that if a
person A with a health problem trusts a physician/treatment provider B, then A
will leave the health problem in B’s custody and transfer discretionary powers to B
for a period of time. In addition, the patient expects that the health professional
will not do something that harms his/her interests, is competent and has the nec-
essary means to take care of the health problem. The participants did not trust
that health professionals could care for their AAS-related health problems, partic-
ularly because these professionals would not or could not3 use endocrine therapy
to address hormonal disturbances following cessation of AAS. Some were also ad-
vised by their treatment providers to taper AAS or testosterone although this im-
plied buying and using illegal substances that is a criminal act according to the
Norwegian law and could lead to a criminal case with a criminal record. Partici-
pants who entered treatment and received clinical advice to continue AAS-related
illegal behavior experienced this as a potential harmful and unethical clinical ad-
vice resulting in lack of trust in both the treatment provider and the treatment sys-
tem. Therefore, legal endocrine therapy was desired by some participants to ad-
dress their health problems during AAS cessation. Furthermore, it was viewed that
treatment providers’ knowledge and experiences of psychoactive substances can-
not simply be transferred to treatment of individuals who struggled to cease AAS
use.

AAS has many beneficial/desired effects, and many individuals will continue using
AAS, balancing desired effects and health risks (Christiansen, Vinther and Li-
okaftos 2017; Zahnow et al. 2018). Most users of AAS with or without health
problems who desire to cease use, are likely to do so without seeking health ser-
vices (Jorstad, Skogheim, and Bergsund 2018; Zahnow et al. 2017). They may in-
stead seek help in the gym environment (Christiansen, Vinther, and Liokaftos

3 Physicians are reluctant to prescribe hormone therapy during AAS cessation as there is a lack of re-
search exploring whether testosterone tapering and/or use of endocrine therapy reduce withdrawal
symptoms among individuals with long term AAS use.
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2017) and online communities on how to avoid or treat unwanted effects during
use and cessation (Griffiths et al. 2017; Rahnema et al. 2014; Sagoe et al. 2015). In
the present study, several participants had made use of ‘broscience’, in particular
PCT, but also non-prescribed antidepressants to avoid and/or self-medicate health
problems without success and sought help in the SUD treatment system as a last
resort.

It 1s expected that an increasing number will seek treatment for adverse health
consequences, in particular cardiovascular diseases (Pope, Khalsa and Bhasin
2017). AAS use 1s associated with increased morbidity, mortality and suicide (Pope
et al 2013, Petersson et al 2006, Lindquist et al, 2014) and is considered by many
to be a public health concern (Dunn, McKay and Iversen 2014; Pope, Khalsa,
and Bhasin 2017; Tighe et al. 2017) in need of available treatment options. In-
deed, some of the participants in the present study had experienced severe somat-
ic health problems as motivation to cease AAS use and/or seek SUD treatment.

Both in Europe and worldwide, there are few publicly available specialist health
services designed to meet the health challenges of AAS users, and the existing
ones have both strengths and weaknesses. The Swedish centralized model 1is
placed in an addiction clinic at Orebro University Hospital, where an experienced
and skilled multidisciplinary team examines AAS use along with psychoactive sub-
stance use, socioeconomic, mental and physical health status. Treatment needs are
explored together with the person in question and documented in a final report
(Orebro University Hospital 2016) to be followed by local treatment units, with a
risk of meeting unexperienced treatment providers. The Dutch model started as a
local initiative at Spaarne Gasthuis in Haarlem and became a centralized outpa-
tient clinic of the Department of Endocrinology, providing physical examination
and endocrine treatment when indicated for individuals with current or previous
AAS use. Still, psychosocial therapy of AAS-dependence and mental health prob-
lems are not provided (Smit and de Ronde 2018).

The Norwegian decentralized SUD treatment model has some clinics with broad
experience, whereas others have few or no patients in treatment for primarily
AAS-related health problems, and every clinic needs to cooperate with their local
medical departments who also have various degrees of experience with the patient
group. To increase knowledge about health risks related to AAS use and treatment
options, among health professions and users, a national project was established.
Health professionals provide tailored individual information sessions covering
AAS-related health problems, SUD treatment and potential treatment outcome
for anonymous AAS users, either as personal or phone meetings. In a mixed
methods study, it was found that anonymity and a flexible, easily accessible service
with experienced clinicians, who provided information based on individual user
needs facilitated SUD treatment seeking. Service users emphasized that being in-
formed about what SUD treatment is or may be was useful. In addition, receiving
help to initiate the treatment entry process through information about treatment
rights, the referral process and establishing contact with SUD treatment providers
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who have experience with treatment of the patient group, was important (Havnes,
Jorstad, and Wisleft 2019).

Strengths and Limitations

A strength of this study 1s the novel information about barriers to seeking SUD
treatment in Norway, where there was a recent legal change and a political deci-
sion to include AAS in the politics and treatment of substance use. In addition, the
participants are a heterogeneous sample with different backgrounds, ages, AAS
histories, and severity of health problems. Some study limitations should be rec-
ognized. The sample was selected on the basis of gender and having AAS-related
health problems and the findings cannot be generalized to all users of AAS. The
findings should instead be seen as a contribution to a more nuanced understand-
ing of some male users of AAS, their experiences of AAS-related health problems,
and their views on meeting their health issues within the SUD treatment system,
and the potential clinical implications. The interviews were conducted by re-
searchers with education and work experience within the health services (medi-
cine, psychology, addiction and psychiatry), and addressed sensitive topics such as
health problems and actions defined by the law as illegal — all of which may have
influenced the participants’ retrospective reflections and their decisions to share
particular experiences.

Clinical Implications and Further Research

To increase trust in treatment providers and facilitate treatment seeking among
potential health service users with AAS-related health problems, treatment
providers need to increase their skills and level of knowledge about AAS, desired
and unwanted effects, and treatment. Further research on ways to cease AAS use
and whether endocrine treatment reduces AAS withdrawal symptoms may enable
clinicians to give advice on and initiate endocrine treatment, if indicated. To de-
sign a treatment service that meets the needs of AAS users who struggle to cease
their use, user experiences among service users in different treatment contexts and
treatment models should be analyzed. This, and experienced barriers towards
secking SUD treatment should be taken into account when planning, organizing
and implementing health services for individuals with AAS-related health prob-
lems.
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Abstract

The use of psychedelic substances has been described as an ‘unspeakable primary experi-
ence,” one that is personal and ultimately indescribable. The ineffable quality of such an
experience, however, does not prohibit or invalidate attempts to explain it. The struggle to
narrate one’s experience is instead an important endeavor. But, how does narration work
if’ the psychedelic experience is truly unspeakable? What kind of narratives are possible?
What kinds of narrative work do psychedelics foreclose? This article addresses these ques-
tions by analyzing narratives generated about the use of psychedelics for drug treatment.
Drawing on 16 months of ethnographic research at drug treatment centers in Baja Cali-
fornia, Mexico, this article examines what narration looks like in the context of a psy-
chedelic-based drug treatment modality. It pays particular attention to how people in
treatment retell — or struggle to retell — their experiences with psychedelics to make sense
of them and then articulate them for the researcher. I argue that psychedelic experiences
pose a unique challenge for the anthropological study of these substances, particularly
their therapeutic use. I show how these experiences resist narrativization in multiple ways,
presenting both ethnographic and epistemological obstacles to the production of anthro-
pological knowledge.
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addiction, drug treatment, narrative, psychedelics, Mexico

Introduction

Ethnobotanist and psychedelic advocate Terence McKenna describes the use of
psychedelic substances as an ‘unspeakable primary experience,” one that is ‘pri-
vate, personal ... and ultimately unspeakable’ (McKenna 1991, 257). According to
McKenna, the inexpressible quality of such an experience, however, does not fully
prohibit nor invalidate attempts to explain it. The struggle to narrate one’s experi-
ence 1s instead a necessary endeavor: “T'he more you know the quieter you get.
The explanation is another matter and can be attempted. In fact, it must be
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told’ (McKenna 1991, 257). But, how does narration work if the psychedelic expe-
rience is truly unspeakable? What kind of narratives are possible? What kinds of
narrative work do psychedelics foreclose?

This article addresses these questions by analyzing the narratives generated about
a particular kind of psychedelic use: therapeutic use for drug treatment. Drawing
on ethnographic research in Mexico, I examine what narration looks like in the
context of a psychedelic-based drug treatment modality. I pay specific attention to
the ways in which people in treatment retell — or struggle to retell — their psy-
chedelic experiences in an effort to make sense of them. In other words, the psy-
chedelic experience is re-created narratively for potentially therapeutic ends. In
the ethnographic moment, this narrative process is also an attempt to articulate
the experience for the listening researcher.

This kind of narrative work has long been a central part of ethnographic re-
search. Narrative is ‘a mode of thinking, a way of making sense of
experience’ (Garro and Mattingly 2000, 23). Medical anthropologists, for instance,
have analyzed ‘illness narratives’ (Frank 1995; Good 1994; Kleinman 1988) in or-
der to understand how people make sense of their experiences with illness, rang-
ing from HIV/AIDS (Ezzy 2000) and anorexia (Shohet 2007) to psychosis
(Thornill, Clare, and May 2004). However, anthropologists have also drawn atten-
tion to the ways in which the production of narrative can prove difficult. Gay
Becker (1997, 26) argues that ‘narrative is our primary means of accessing the
world of bodily experience and is essential to our understanding of that experi-
ence.” But, this may not always the case, as illustrated by the work of gender
scholar Jenni Millbank (2017, 97), which illustrates how women struggle to express
their relationship to their stored in vitro fertilization embryos; they are ‘something
of-the-body but not within the body, neither self nor other, person nor thing,’ This
relationship, she argues, is inevitably ineffable. Moreover, the production of narra-
tive and the experiences they are meant to convey can also be confounding for the
ethnographer. E. Valentine Daniels (1996), for instance, poignantly discusses the
difficulty of writing ethnographically about the violence he encountered in Sri
Lanka during the country’s civil war in the 1980s. He writes of the ‘enormous dif-
ficulty entailed in mediating or communicating [an experience of violence] ... and
the impotency one feels in trying to do so’ (Daniels 1996, 4).

Drawing on this research and the problems that narrative analysis can entail, I ar-
gue that psychedelic experiences pose a unique challenge for the anthropological
study of these substances, particularly the analysis of their therapeutic uses. I show
how the ‘unspeakable’ quality of the psychedelic experience resists narrativization
in multiple ways, presenting both ethnographic and epistemological obstacles to
the production of anthropological knowledge. Consequently, this article urges us
to consider whether the ineffability of psychedelic experiences limits our ability to
ethnographically study these substances, particularly in therapeutic contexts, or if
it simply creates new research opportunities that deserve consideration and explo-
ration.
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Methods

This article is based on 16 months of ethnographic fieldwork at ibogaine centers
in Baja California, Mexico, between 2015 and 2019. I conducted fieldwork in
Mexico because the U.S. Food and Drug Administration criminalized ibogaine by
classifying it as a Schedule I drug in 1967 (Alper and Lotsof 2007). This sched-
uling means that the U.S. government considers ibogaine to be unsafe, and to have
a high potential for abuse and no recognized therapeutic use. The prohibition of
ibogaine in the U.S. has not obstructed its use for drug treatment in neighboring
countries; in fact, it has been a main driver. Centers offering ibogaine have been
established, particularly in Mexico, where it is an unregulated substance. These
centers have proliferated across Mexico over the last decade and capitalize on
their close proximity to the U.S. in order to attract a primarily American clientele
that wants to undergo drug treatment with ibogaine legally. As a result, my field-
sites are 1bogaine centers that cater primarily to Americans along the Gold Coast
of Baja California, an area of Mexico known for its cross-border healthcare indus-

try (Guendelman and Jasis 1992; Oberle and Arreola 2004).

I collected data using several methods. First, I carried out extensive participant
observation at two ibogaine centers in Baja California, which included observing
treatment sessions, spending time with clients! and providers of pre- and post-
treatment, accompanying clients and staff’ to and from the U.S.-Mexico border,
and assisting staff’ with everyday tasks at the treatment centers. These centers were
small; one treated up to four clients at a time while the other treated up to six. The
smaller center was located in a house in a residential neighborhood about one
hour south of the border. It was owned and operated by self-proclaimed ‘hippies,’
one of whom used ibogaine in the past to treat their own heroin addiction and
used a combination of biomedical and ‘alternative’ healing modalities to offer
treatment. The larger center had two facilities, a medical detox clinic in Tijuana
where clients receive treatment and a recovery house in a residential area about
one hour south where clients stayed pre- and post-treatment to recuperate. Owned
by a doctor living in the U.S. and operated by a team of American and Mexican
staff members, the center could be described as a more biomedical facility than its
smaller counterpart.

Second, I conducted 30 interviews with people receiving or providing psychedelics
for drug treatment. Interviews with clients focused on their drug use history, expe-
riences with mainstream drug treatments, knowledge of and experiences with the
psychedelics they traveled to Mexico to receive, and their post-treatment experi-
ences. Interviews with providers focused on their experiences offering drug treat-
ment as well as their views on the psychedelic substances they administer and their
therapeutic value. This research received Institutional Review Board approval pri-
or to initiation.

1 The providers and staff at my fieldsites use ‘clients’ or ‘guests’ — as opposed to ‘patients’ — to refer to
the people who receive treatment at their cenfers. In this article, | have opted to follow this linguistic
choice by using ‘client.’
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I analyzed verbatim interview transcripts and fieldnotes from participant observa-
tion for key themes using open coding. This inductive data analysis process in-
volved ‘breaking data apart and delineating concepts to stand for blocks of raw
data’ (Corbin and Anselm 2008, 195). Using this coding system, I further refined
the data by identifying sub-themes and patterns (DeWalt and DeWalt 2011; Fet-
terman 2010). This coding strategy helped establish the structural and theoretical
framework for the analysis discussed in this article. As discussed below, one prom-
inent theme that emerged was that ineffability appeared to be central feature of
most of my participants’ experiences with psychedelics during the course of their
drug treatment.

Treating Addiction with Psychedelics

The therapeutic use of psychedelic substances is not a new phenomenon. In the
global north, researchers and ‘psychonauts’ — those who use psychedelics as a
means to explore the psyche — have explored the therapeutic potential of such
substances, such as lysergic acid diethylamide (LSD) and mescaline, since at least
the early 20th century (Dyck 2008; Grof 1975; Unger 1963). The use of psyche-
delics, of course, has a much longer history, with many indigenous and spiritual
groups working with them for millennia (Dobkin de Rios 1984; Furst 1972; Labate
and Cavnar 2016). Numerous legal and institutional restrictions hindered the
study of psychedelics in the global north for over 50 years. However, some restric-
tions have eased somewhat in the U.S. as well as other countries, leading to new
and renewed interest in psychedelics within academic, scientific, medical, and oth-
er healing circles. For instance, recent work has examined the role of psilocybin
mushrooms in treating cancer-related anxiety and depression (Ross et al. 2016) as
well as the use of MDMA to treat post-traumatic stress disorder (Mithoefer et al.
2013). This ‘psychedelic renaissance’ (Sessa 2012) has contributed to the increased
study and utilization of these substances for specific therapeutic ends. The use of
psychedelics for drug treatment — the focus of this article — is one notable exam-
ple. Various psychedelics2, such as ayahuasca, peyote, and psilocybin, are increas-
ingly employed to treat addiction3 in ceremonial or clinical settings (Halpern
2007; Johnson, Garcia-Romeu, and Griffiths 2017; Labate et al. 2010; Webb
2011; Winkelman 2014). The most prevalent of these is ibogaine, a naturally oc-
curring psychoactive substance found in various plants, including the Tabernanthe
iboga plant native to Central Africa. Those who ingest it experience a dream state

2 There are different opinions regarding the term used for these substances. Depending on their con-
text of use and how is using them, they may be referred to as psychedelics, sacred medicines, plant
teachers, or sacraments.

3 'Addiction’ is not a straightforward or self-explanatory ferm. There is a growing literature that demon-
strates the concept’s multiplicity and variability across and within fields (Fraser, Moore, and Keane
2014; Keane 2002; Raikhel and Garriott 2013). Anthropologists and critical drug scholars have shown
that the term ‘addiction’ is increasingly applied to a wide array of substances and conditions (Camp-
bell 2007; Glasser 2012; Schull 2014) and variously identified as either a disease, moral failing, lack of
free will, or a result of political-economic forces (Garcia 2010; Raikhel 2015; Reith 2004; Vrecko 2010).
Although contested, | have nonetheless chosen to use ‘addiction’ in this arficle because it is the word
my participants employ to discuss the issues that they are addressing through drug treatment.
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while awake and often have visions that can last up to 24 hours (Popik, Layer, and
Skolnick 1993). In Gabon and Cameroon, practitioners of the Bwiti religion use
preparations containing ibogaine for ritual and healing purposes (Fernandez
1982). Scientists and health practitioners have also worked with ibogaine to exam-
ine its potential for drug treatment (Schenberg et al. 2014; Mash et al. 1998; Popik
et al. 1995). This work, including observational studies (Brown and Alper 2018;
Noller et al. 2018) and case studies (Alper et al. 1999; Lotsof and Alexander 2001;
Sheppard 1994), note ibogaine’s capacity as a so-called ‘addiction interrupter’ be-
cause of its potential to reduce physical cravings for and withdrawal symptoms
from opiates and other drugs after one dose. Research also suggests that ibogaine
can be used as a tool for introspection that allows for self-reflection about one’s
addiction and path out of it (Cloutier-Gill et al. 2016; Frenken 2001). Thus, ibo-
gaine purportedly works by addressing both the physical and ‘psycho-spiritual’
dimensions of addiction, treating both its sources and its symptoms.

Ibogaine is sometimes offered in conjunction with other psychedelics as part of the
drug treatment protocol. One such substance is 5-methoxy-N,N-dimethyltrypa-
time (5-meO-DMT), which is found in high concentrations in the venom pro-
duced by the Sonoran Desert Toad or Colorado River Toad (Bufo alvarius) native to
northern Mexico and the southwestern U.S. Some work suggests that this sub-
stance, known colloquially as ‘toad’ or ‘toad medicine,” may have historically been
used by indigenous groups native to the region (Weil and Davis 1994). Current
research, however, claims that its widespread use is a more recent development,
especially within the drug treatment community (Cortina 2018). Toad is a potent
and fast-acting psychedelic; it takes effect within 10 seconds of inhalation and lasts
approximately 20 minutes. Toad is often administered in order to elevate mood,
alleviate residual physical or emotional discomfort, and help with insomnia a few
days after receiving ibogaine.

Both of my fieldsites in Mexico utilized both ibogaine and toad in their drug
treatment program. As discussed below, the effects of these substances contrast
greatly according my research participants; one called them ‘different animals
from different kingdoms.” Nevertheless, providers couple ibogaine with the toad
because they see them as complementary medicines that are both effective in
treating addiction.

Partial Accounts

When asked about their experiences with ibogaine or toad, all of my participants
provided some sort of narrative description. Some people vividly recounted what
they felt and saw, but most offered vague depictions, as some did not remember
much or had difficulty relaying their experiences. Still people attempted to de-
scribe their accounts with these psychedelics when asked about them, no matter
how partial.
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A common narrative trend among my participants’ accounts with ibogaine was
the unpleasantness of the experience. First, almost all of them mentioned either
physical or emotional discomfort after swallowing the ibogaine capsules. They de-
scribed nausea, motion sickness, and ataxia, common physiological responses to
high doses of ibogaine like those administered at the treatment centers where I
conducted my fieldwork. As a woman who had an intense physical reaction ex-
plained, ‘Oh my god, it was rough! It was really rough. It was hard, it was really
hard. I vomited a lot. I wasn’t prepared for it to be that harsh.” Many of my par-
ticipants also recalled dark imagery or emotions, using such words as ‘creepy,’
‘bad,” and ‘scary’ to convey the effect. One client, for example, described the ‘real-
ly eerie, haunting feeling’ she experienced while on ibogaine:

It just got really creepy really fast ... For me it was less visual, it
was more of a feeling. It just was very gloomy and dark. I felt
like I was kind sinking down underneath the ground into some-
thing kind of like hell, you know like walls and darkness, kind of
like spirits flying around in all directions ... It’s very like dun-
geon like. I had a feeling that it was like hell realms.

Another woman described her disquieting ibogaine experience in the following
way:

At one point I just felt like just immense grief and like sadness
and I, I just started crying. I couldn’t stop crying and I had some
pretty scary visuals too, you know? One was like I was running
through grass and the grass was razor blades cutting up my body
piece by piece and I could feel everything, like I felt it, my body
felt it. Each slice going through my body and just like blood
everywhere.

Sometimes the visuals that clients remember were troubling because they involved
friends or family members. For one client, this meant fictional but distressing im-
ages. He said, ‘I didn’t expect for it to be that disturbing for me. It was really, really
bad...I would just see like fire and burning and be like ... I don’t know. It was just
really, really messed up. And I would see like my mom’s funeral, like my mom cry-
ing over like my addiction, like just really, really bad stuff.’

Many clients’ narratives also included memories, some of which were unpleasant
or depressing. One client recalled a lot from his past during his time on ibogaine:

You know how they say people say that they watch life stories
and things in their life happen? To the T that happened. That
happened on a bunch of occasions. I mean, I went through my
whole life at different times ... I just remember different times
and different things and different people I was close with, and
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different friends and different things I wanted to do with differ-
ent friends.

Some of these memories, though, were upsetting, including when he and his
friends had an altercation that led to someone’s death. He continued by admitting,
‘I relived that murder. I relived that, I mean, to the exact of it happening. The
whole scenario.” Another man also described a sad childhood memory he relived
during his ibogaine experience. He explained, ‘Dad got pulled over one time when
I was a little kid. I was probably like 4 years old, and he had a bunch of guns in
the car and I remember standing on the side of the road and I was crying like,
“Please don’t take my dad to jail.””

Figure 1. 5-meO-DMT treatment session, photo by Shana Harris (author), 2019, Baja Califor-
nia, Mexico.

The way my participants spoke of their experiences with ibogaine contrasted with
the manner in which they described those with toad. They often spoke of love,
radiance, and unity, all of which are frequently reported characteristics of smok-
ing toad (Davis et al. 2018). When asked about her experience, a client simply
said, ‘Just light and hope and just a lot of light.” Another client likewise was very
brief in his description: ‘It was very, I don’t know, it was blissful.” One man just
called it ‘an explosion of joy.’
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Some clients were able to offer more detailed accounts, which included similar de-
scriptions, but also discussed a level of intensity while on toad. For instance, one
client called her toad experience ‘super intense’:

It was like a very, very vibrant like mandalas and spirals and
fractals, very colorful, expanding, and contracting. And it felt I
had a feeling that that was like a glimpse of where you wanna go
when you die, like bliss realm like nirvana like heaven connect-
ing with everything like being one.

Another client highlighted the intensity of his experience as such:

I felt like this tingling coming all over my body and I started to
see just lights. It was like not too intense, it was like orange and
yellow light and it became super intense, super intense. It became
so intense I thought I was dying. Like there’s no way I'm going
to make it through this; it’s hard to breathe. I keep telling myself,
slow down your breathing. So, I'm trying to breathe through it,
and I was thinking, ‘I hope this doesn’t last too long.” It’s unex-
plainable.

Physical and emotional release was also a common feature of many accounts. Af-
ter smoking toad, for example, a client recalled:

I remember writhing, literally writhing on the ground, moaning;,
half-screaming. And there was this visceral mass that was just
trying to contain me. You know, I wasn’t trying. It was just trying
to contain me. It was an internal mass, um, just below my rib
cage above my belly button maybe. And I was just writhing, It
was just making me convulse on the ground. And then after do-
ing that for about five or ten minutes, I just remember, you know,
my mom saying, ‘Let go. Just let go. Just let go. You’re holding
stuff in. Just let go, like, surrender.” So, I laid back ... It was, I
don’t know, just unreal. They’re all just saying, ‘Let go and just
feel the energy, feel the love, and don’t think, you know, don’t
think. Just feel it.’

Another client provided a similar description:

I was shot into another dimension, and I was terrified. Here
wasn’t here anymore. I was surprised I was here. But then I felt a
peace, love feeling. Just let go. Everything is OK. You’re loved. 1
felt connection. I wanted to cry. I never felt like that before.
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The emotional side of the toad experience was also discussed by a different client.
She explained, ‘T had tears ... I'd seen my old self and my new self and then I
kind of talked with my old self and my new self about who I wanted to be, being
positive and do new things ... Just letting it go, just getting it out.’

As evidenced by these excerpts, there are some similar components of my partici-
pants’ narratives about undergoing treatment with ibogaine and toad. Some recall
or share more details than others, yet everyone’s experiences are different and
wholly their own. However, one observable commonality was the difficulty of ar-
ticulating their experiences. They were unable to fully convey in narrative form
what it was like to use these substances that had powerful effects of them in vari-
ous ways.

The Limits of Language

One of the biggest challenges of understanding my participants’ psychedelic expe-
riences 18 linguistic in nature. For most people who have psychedelic experiences,
they cannot easily or fully be put those experiences into words. As one client clear-
ly explained, ‘It’s hard to really put words to something that is un-describable.’
Another confirmed this point, stating, ‘It was weird. I don’t even know how to de-
scribe it.” These admissions relate to the ‘unspeakable’ character of psychedelic
experiences. If the ‘unspeakable’ is, as McKenna (1994) claims, ‘that which lies
beyond the domain of language,” then the language in which we use to describe
psychedelic experiences is likely highly flawed. An ibogaine provider spoke of this
when he explained, ‘We don’t have a vocabulary to articulate the experience ...
Language is a symbolic representation of a felt sense of perception, so words don’t
accurately or adequately describe what you experience.” You cannot, therefore, do
justice to your experience by describing it in words.

Various researchers have discussed this linguistic limitation in relation to mystical
states of consciousness. Over a century ago, psychologist William James claimed
that ineffability is one key component of mystical experience. He writes that such
experience ‘defies expression...no adequate report of its contents can be given in
words... [I]t cannot be imparted or transferred to others’ (James 1902, 830). He
goes on to claim that direct experience is the only way to truly understand anoth-
er’s mystical encounter: ‘No one can make clear to another who has never had a
certain feeling, in what the quality or worth of it consists. One must have musical
ears to know the value of a symphony; one must have been in love one’s self to
understand a lover’s state of mind’ (James 1902, 830). Mystical experiences pro-
duced specifically by psychedelics have also been described in such a way. Psychia-
trist Walter Pahnke (1969, 151) argues that a part of mystical psychedelic experi-
ence is alleged ineftability: ‘[TThe experience is felt to be beyond words, nonverbal,
and impossible to describe.” He and his colleague, psychologist William Richards,
elaborate more on this inexpressible quality of the psychedelic-induced ‘mystical
consciousness’:
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When a subject attempts to communicate mystical consciousness
verbally to another person, he usually claims that the available
linguistic symbols — if not the structure of language itself — are
inadequate to contain or even accurately reflect such experience.
Perhaps the reason such experience is felt to be beyond words 1is
to be found 1n a frustration with language, which, in turn, arises
out of the paradoxical nature of the essential phenomenon and

the incomparable uniqueness of the experience itself. [Pahnke
and Richards 1966, 181-182]

While this inadequacy of language to convey mystical states — whether induced by
psychedelics or not — is widely acknowledged, research shows that they can be de-
scribed in meaningful ways (Doyle 2011; Pollan 2018; Sells 1994). For instance,
David B. Yaden et al. (2016) find that people who provide detailed descriptions of
their mystical experiences often do so in ordered ways. Using quantitative linguis-
tic analyses of written accounts of mystical experiences, they identify possible un-
derlying linguistic features of these supposedly unspeakable experiences. Under-
standing these features, they argue, can ‘make headway into “effing” the
ineffable’ (Yaden et al. 2016, 250).

I would be remiss if I did not acknowledge as well that some researchers have ef-
fectively collected and analyzed narratives related specifically to ibogaine-induced
experiences. In his classic ethnography of Bwiti religious practices among the
Fang in Gabon, anthropologist James Fernandez (1982) includes elaborate descrip-
tions of visions and spiritual experiences that were the result of Bwiti practitioners
ingesting the sacrament of iboga, a plant whose root bark contains ibogaine. The
frequent expression and detailed nature of these descriptions are arguably a result
of the ritual structure and culture in which Bwiti practitioners operate. As Fer-
nandez shows, both their experiences with 1boga and their subsequent narratives
are shaped and bounded by cultural and ceremonial expectations that leave little
room for variation. In other words, it is not difficult for them to describe what they
underwent. More recent research on ibogaine has also gathered narrative data
about the experience of using the psychedelics for drug treatment (Camlin et al.
2018; Schenberg et al. 2017). Thomas Kingsley Brown, Goeft’ Noller, and Julie
Denenberg (2019), for example, examine how 1bogaine’s psychotropic effects are
described by those who used it to treat opioid use disorder. Notably, their research
participants spoke of visual and auditory phenomena, feelings of remorse and re-
gret, and spiritual transformation in some detail.# Psychiatrist James Rodger
(2018) likewise was able to gather the testimonies of ‘addicts’ who used ibogaine
through interviews, surveys, and online forums and message boards. His extensive
analysis outlines the cultural formation and interpretations of their ‘visionary ex-

4 1t is worth noting that only 20 of their 44 participants generated enough written material to be in-
cluded in their textual analysis. Of the 24 who were excluded, 11 provided drawings, 11 provided
nothing, and two provided limited text (Brown, Noller, and Denenberg 2019, 157). Although not dis-
cussed in the article, it is possible that many of their participants — like mine — found it difficult to put
their psychedelic experiences into narrative form.
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periences’ with the psychedelic to demonstrate what considers its healing potential
(Rodger 2018, 105).

Such research demonstrates that it is possible to convey a mystical or psychedelic
experience. Nonetheless, many of my participants admittedly struggled when
asked about their experiences with ibogaine and toad. I can only speculate as to
why they grappled more than others with narration. Many of my participants had
a history of trauma — be it physical, familial, sexual, or structural — and perhaps
the effects of trauma made narration even more complicated (Kirmayer 1996).
Or, as I discuss briefly below, there may have been factors related to the treatment
context that affected my participants’ narrative abilities. But, rather than venture
too much about possible reasons or potential causes, what is evident is that the lin-
guistic tools available to my participants inhibited them in part from fully articulat-
ing what they went through with these psychedelics.

Another factor that can contribute to my participants’ inability to speak of their
experiences 13 ego death. Ego death — the loss or distortion of one’s self, or ‘ego’ —
1s considered a common feature of many individuals’ experiences with various
psychedelics (Grof 1975; Leary, Metzner, and Alpert 1964; Lebedev et al. 2015;
Savage 1955). Ego death is characterized by the dissolution of one’s self and unifi-
cation with one’s surroundings. Several of my participants mentioned feeling their
ego dissolve, particularly while taking toad. One person explained:

Mentally I was dying. And once I let go of myself, of dying — 1
was kind of fighting it in the beginning because I didn’t want to
die, right” I was kneeling. I was shaking, fighting until [the
provider] came and he was holding me back and laying me
down and that’s when I had, like, I let myself go. I was able to,
like, I felt my skin, my entire body became one with the dirt. I
was becoming the circle of life.

Struggling for words, another client said, ‘It’s unexplainable. It’s like it had control
of my body and just locked everything up. At the tip of that intensity is when I
started to release. I started to yell uncontrollably. It’s like demon sounds, and I felt
like I was releasing my ego.’

Author Michael Pollan (2018) reflects on his own ego death when writing about
his experience with LSD. He states:

‘I’ now turned into a sheaf of little papers, no bigger than Post-
its, and they were being scattered to the wind. But the ‘T’ taking
in this seeming catastrophe has no desire to chase after the slips
and pile my old self back together. No desires of any kind, in
fact. Whoever I now was was fine with whatever happened. No
more ego? [Pollan 2018, 263].
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The phenomenon of ego death poses an interesting linguistic challenge for my
participants: How does one talk about oneself and the effect of a psychedelic ex-
perience when the ‘self” dissolves? Pollan (2018, 263-264) himself asks a similar
question: ‘[W]ho was this “I” that was able to take in the scene of its own dissolu-
tion? Good question. It wasn’t me, exactly...In order to completely make sense of
the divide that had opened up in my perspective, I would need a whole new first-
person pronoun.’ Once again, as Pollan points out, the very words available to use
to speak of such a diffusive experience may not do that experience justice. Perhaps
then the psychedelic experience is fundamentally beyond our grasp in terms of
communication, posing rhetorical challenges to the client as well as the ethnogra-
pher.

The Therapeutic Value of Narrative

If the ‘unspeakable’ character of psychedelic experiences also refers to, as
McKenna (1994) claims, ‘things that we would rather not speak about,” then there
1s likely an emotional element to these experiences that may inhibit talking about
them. This point makes sense having worked with people seeking to overcome ad-
diction. As mentioned above, their descriptions of their ibogaine experiences are
usually characterized by dark or negative images or memories, whether its
demons, hellscapes, the death of a loved one, or even their own funeral. Relaying
these difficult, frightening, or even shameful visions and feelings — freshly faced or
relived — can also contribute to the difficulty in communicating what they experi-
enced. These may be encounters that they are not willing or eager to share.

For self-described ‘addicts,” the possible difficulty and even inability to talk in-
depth about their experiences with ibogaine and toad contrasts — sometimes stark-
ly — with their past encounters with mainstream drug treatment modalities. It is
important to note that nearly all of the clients at my fieldsites have tried to ‘get
clean’ with mainstream treatments — such as medication-assisted treatment like
methadone or buprenorphine and 12-step programs — at least once before coming
to Mexico. With treatment modalities like 12-step or outpatient or residential pro-
grams, there is a narrative imperative to ‘tell your story’ (Carr 2010). Usually these
personalized narratives follow a particular sequence involving trauma, ‘hitting
rock bottom,” and the like in order to disclose one’s past shortcomings. As sociolo-
gist Allison McKim (2017, 117) explains, this ritual of telling’s one’s story — this
narrative of ‘inevitable decline’ — is a central technique to producing the ‘addict
identity.” Many researchers also discuss the importance of narrative in the process
of addiction recovery (Hanninen and Koski-Jannes 1999; Larkin and Griffiths
2002; MclIntosh and McKegany 2000; Rafalovich 1999) and point to the thera-
peutic value that narrative can play in drug treatment and beyond.5 For those un-
dertaking ibogaine treatment, unlike with some mainstream modalities, such nar-

5 The therapeutic importance of processing experiences through narrative is by no means exclusive to
addiction recovery. In the field of psychology, for example, narration plays an important role in many
approaches, such as psychoanalysis (Schafer 1980) and various trauma therapies (Kirmayer 1996).

127



Shana Harris — Narrating the Unspeakable

ratives are not offered in order to access services or as a way to evaluate someone’s
progression in treatment. They are certainly told by clients as reasons for why they
traveled to Mexico to try this alternative treatment; for many, it is their last resort.
Yet this narrative form — especially a linear one — breaks down once they take the

psychedelics.

I noticed during my fieldwork that clients spoke about their experiences with ibo-
gaine and toad primarily as a means to process those experiences. It is one of the
multiple ways to make meaning out of what they endured physically, emotionally,
and often times spiritually. I argue that this process of meaning making through
the attempted re-creation of the experiences is part of the therapeutic value of
these psychedelics.

According to James (1902), mystical experiences have a ‘noetic quality,” the ability
to reveal hidden knowledge or insights otherwise inaccessible. He asserts that mys-
tical states are ‘states of insight into depths of truth unplumbed by the discursive
intellect. They are illuminations, revelations, full of significance and importance,
all inarticulate though they remain; and as a rule they carry with them a curious
sense of authority for after-time’ (James 1902, 380-381). Psychedelic experiences
can also possess this noetic quality; they can evoke ‘truth’ and meaning for those
who go through them. Clients’ experiences with ibogaine and toad certainly speak
to this point. What these substances reveal or illustrate to each client — and even
what going that experience can teach them — can be incredibly powerful. For sev-
eral clients, this came in the form of a warning or wake-up call. One client, for
example, said:

It just really made me see what’s at stake, what I have to lose.
You know, other places can tell you that, but if you don’t wipe
your brain clean, I feel like you’re just gonna go back to your old
way of thinking, you know? And now like, it’s like I have like, it
was like a very heavy trip so I have like a little fear barrier. But,
it’s a good fear barrier...It made me know where I stand at life
and why I can’t fuck up. And, you know, just like I said, I just... I
always knew what was at stake and people always told me what I
could lose, but it never really sunk in.

Another client spoke of a similar message she received:

I think it was a real eye opener without a doubt, like this is a re-
ality, like this 1s what’s going to happen. This 1s what’s going to
happen if you’re like a bad person, if you continue in your ad-
diction. I'm an alcoholic. And then it was a glimpse of like, you
know, I have something really to strive for, that there’s like per-
fect, like bliss and peace out there.
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The knowledge acquired from these kinds of experiences is part of what makes
people promote these psychedelics as a form of drug treatment. A common claim
of many providers I worked with is that ibogaine in particular helps ‘break the cy-
cle of addiction’ in ways that other treatments cannot. I heard more than one
provider assert, ‘It’s like 20 years of psychotherapy in one night.” This is a source
of ibogaine’s reputation as an ‘addiction interrupter.” Supporting this position, one
client called it a tool to ‘get to the root of why you’re in pain.” After his treatment,
he believed the power of these substances was the self-awareness they enabled. He
explained:

Just to have the awareness of things that have happened, and a
lot of people didn’t even realize the things that they saw had any
serious meaning until they were seeing it in the context, in the
way 1bogaine showed it. And then again, just as a way of making
you feel a certain way and then you understand. Even if you
don’t necessarily agree, you just understand it and so ... It’s pret-
ty crazy on how many levels the treatment can benefit some-
body’s life.

Gaining such insights can be significant and therapeutic, and this is arguably pos-
sible through the narrative process. At the ibogaine centers where I conducted my
research, providers encouraged their clients to talk about what they saw, heard,
and felt while on ibogaine and toad. Whether speaking to another person or writ-
ing in a private journal, narrative can help derive meaning from an experience
and to engage in self-reflection, a step the providers deemed important in address-
ing the ‘psycho-spiritual’ dimensions of addiction based on their psychedelic expe-
riences. The way in which they can engage in such introspection, however, is
complicated by several factors.

In addition to linguistic barriers, the treatment environment itself may have limit-
ed how narration could occur at these centers. First, clients were urged but not
required to re-tell their experiences with the psychedelics. There was no conse-
quence if a client engaged minimally, shared information selectively, or remained
silent. It was ultimately up to each individual client to determine how much effort
they wished to exert post-treatment. Second, the centers provided opportunities,
including space and time, for clients to participate in the narrative process,
whether verbally or written. But, staffing issues at both centers made the availabili-
ty of therapists and counselors with whom clients could work inconsistent. This
lack of personnel, therefore, may have inhibited some clients from processing their
psychedelic experiences through a more structured and therapeutic narrative ex-
change. Lastly, the centers offered a 7-day drug treatment program, which meant
that clients had only just begun to process their experiences before leaving the cen-
ter. Given their programs’ short duration, providers and staff members at either
center did not expect clients to narrate their experiences for therapeutic integra-
tion, the practice of translating experiences that occur during a psychedelic expe-
rience into actual changes in one’s life, during a 7-day program. In fact, both cen-
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ters referred their clients to coaching services or ‘aftercare’ facilities specializing in
addiction recovery and psychedelic integration precisely because they were unable
to provide these long-term services after their clients left Mexico.

These complications do not necessarily diminish my participants’ attempts to ar-
ticulate and re-create their psychedelic experiences nor do they obviate the thera-
peutic value of that narrative process. What they do provide is more food for
thought.

Epistemological and Ethnographic Challenges

Given such high therapeutic potential, it seems necessary for ethnographers to try
to overcome the various narrative limitations of speaking about experiences with
psychedelics. This is particularly so given the fact that ethnographers traffic pri-
marily in narratives. The challenge then is how to reconcile the ineffability of psy-
chedelic experiences with the practical necessity of re-creating such experiences in
the form of narratives for analysis and then dissemination.

There may be multiple ways to confront such a challenge. One potential starting
place is to consult and analyze online forums and websites that publish so-called
‘trip reports,” what rhetorician Richard Doyle (2011, 47) describes as ‘scripts for
the better or worse ingestion of psychedelic compounds and plants.” They are
‘rhetorical programs’ produced by individual users in order to re-create their psy-
chedelic experience so that others can learn from it (Doyle 2011). What these re-
ports can possibly provide for ethnographers is a way to represent — in the lan-
guage available to us — what our participants describe during fieldwork. They may
serve as models for how to write about these experiences, as windows into how one
begins to articulate them in a written, narrative form. In Doyle’s own words, ‘We
must read them as if they are less failed signs of the ineffable than symptoms of,
and subsequent frames for, psychedelic states’ (Doyle 2011, 54). Trip reports,
therefore, can possibly teach us something about what an ineffable or unspeakable
experience can look like when translated into narrative prose by using the users’
own narrative construction as a point of departure.

Another method that psychedelic researchers have long engaged in is self-experi-
mentation. Historians Laura Stark and Nancy Campbell (2018) examine how
mind-body researchers in the mid-20th century used multiple methods to under-
stand another person’s ineffable, interior experiences. One technique, which they
call ‘methods of ingression,” was a means to ‘know another consciousness by
climbing inside that experience’ (Stark and Campbell 2018, 791). Self-experimen-
tation with psychedelic substances was one such method to create ‘in the re-
searcher’s own body and mind the experience of another person’ in a drug-in-
duced altered state of consciousness (Stark and Campbell 2018, 791). Psychedelic
researcher Kenneth Tupper and anthropologist Beatriz Labate (2014, 77) also dis-
cuss how self-experimentation was ‘self-evidently and uncontroversially standard
practice’ to gain knowledge about psychedelics. Quoting well-known researchers
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who engage in self-experimentation, they argue that it is important to have first-
hand experiences with the substances one 1s studying. They claim this offers signif-
icant ‘epistemic insights’ and ask, ‘[W]ho is in a more advantageous epistemic po-
sition: the astronomer who looks through a telescope, or the one who does
not’ (Tupper and Labate 2014, 77)?

In principle, I agree that self-experimentation can provide substantial insight into
the effects of psychedelic substances. However, I am less convinced that doing so is
a required part of ethnographic research. Stark and Campbell (2018) correctly as-
sert that ethnographers use their own methods of ingression in the form of partic-
ipant observation. Learning through experience, ethnographers ‘actively deploy
[techniques] to access the interior experience of other beings through their own
interiority’ (Stark and Campbell 2018, 810). However, participant observation and
the texts produced as a result of it are understood as inherently partial, ‘commit-
ted and incomplete’ (Clifford 1986, 7). Thus, if an individual’s psychedelic experi-
ences are subjective, personal, and non-generalizable, is self-experimentation nec-
essary for working with people whose own experiences and motivations for using
psychedelics are wholly different from the ethnographer? Would having your own
psychedelic experience provide a level of ethnographic understanding unachiev-
able through other means? The questions provide fodder for future debate. But I
contend that first-hand experience does not eliminate the narrative challenges
posed by psychedelics.

As an ethnographer, I am tasked with not just collecting data from my partici-
pants, but also the narrative re-creation of their very intimate, personal experi-
ences for anthropological audiences. As Garro and Mattingly (2000, 22) attest,
‘Narratives never simply mirror lived experience or an ideational cosmos, nor is a
story a clear window through which the world, or some chunk of it, may be seen.
Telling a story, enacting one, or listening to one is a constructive process.” Thus,
this 1s a project of representation, which presents its own challenges around not
misrepresenting or speaking for the ‘Other’ from a position of authority, ethnocen-
trism, or judgment. As such, the focus must remain on the descriptive and phe-
nomenological, nof on truth-claims made by the ethnographer. Rather, it is impor-
tant to stay true to the perplexing character of psychedelic experiences and in-
stead focus attention on what those experiences mean for those that use psyche-
delics therapeutically, and, in case of the research I present in this article, what
they mean for drug recovery.

Conclusion

During the course of my research, my interactions with ibogaine clients and
providers forced me to ask myself how much I can understand and then represent
psychedelic experiences ethnographically. The questions and issues I have raised
in this article with respect to these concerns are important to the study of psyche-
delics in general, but more specifically psychedelic-based drug treatment. I also
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believe that they are becoming increasingly consequential given the growing inter-
est in many fields in the therapeutic potential of psychedelics.

The psychedelic renaissance in which we currently find ourselves has occurred in
anthropology and is gaining steam (Doyle 2012; Fotiou 2012; Langlitz 2012;
Letcher 2007). Ethnographic studies are making important contributions to our
understanding of policies, practices, socialities, knowledges, and experiences asso-
ciated with the contemporary use of psychedelics, recreationally, religiously, and
therapeutically around the world. I believe this is crucial to the amassing and pro-
duction of knowledge about these substances. The knowledge created by clinical
trials and quantitative surveys, while incredibly important, is not enough to appre-
ciate the full effects that psychedelics have on people’s lives or — in the case of my
research — drug recovery. Ethnographic research offers something that other
methods do not, namely a way of examining the lived experiences and meanings
associated with the use of psychedelics, not just what someone experiences but
what they make of that experience. This involves engaging with narrative in some
form and thus the challenges presented by narration. This is a worthy endeavor,
but one that will take work and likely some creativity to overcome if we mean to
seriously engage in knowledge production in this psychedelic renaissance.

The conclusions I draw in this article are not definitive; they are part of an ongo-
ing search for tools and techniques for engaging in the anthropological study of
psychedelics. What this article offers is a foundation for thinking about how we
may need novel ways to conduct ethnographic research when the experiences we
are attempting to understand, document, and analyze resist narrativization.
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Essay

Patient Is the New Black
Treatmentality and Resistance Toward Patientization

Aleksandra Bartoszko
VID Specialized Unwversity

Two promises prompt Norwegians addicted to heroin to join opioid substitution
treatment (OST): the pharmaceutical promise of normality and the promise of
social de-marginalization. The power of both promises has been strengthened by
the liberating narrative of the Substance Treatment Reform of 2004. This reform
transferred responsibility for treatment of addiction from social services to special-
ized health care and afforded patient rights to those diagnosed with opioid depen-
dence. In addition to organizational, administrative, and financial changes, the
reform bore significant moral undertones. In a testimony regarding the reform
proposal, the Standing Committee on Labor and Social Affairs strongly encour-
aged the government to grant ‘addicts’ patient status as this would ‘liberate [per-
sons with substance “addiction”] from the degrading and stigmatizing [social]
client stamp they have had’ (Sosialkomiteen 2003). The social stigma of addiction
became politicized in new, more explicit terms.

Health advocates, user activists, politicians, and researchers have adopted and re-
peatedly used the expression ‘from client to patient’ in various iterations ever since
the reform was planned and came into force (Enghaug 2002; Skretting 2005;
Stugu, Eilertsen, and Nordrik 2008). Drug users have applied this narrative of
transformation not only to their rights, as informed of them, but also to their ex-
pectations of how professionals and the public should perceive people with drug
related problems. This narrative, then, broadened their perceived space for creat-
ing new selves.

This redefinition of ‘addicts’ from clients to patients and of substance addiction
and dependence from a solely social problem to a medical or quasi-medical issue 1s
a deliberate political strategy (May 2001). The committee’s recommendations ex-
pressed an explicit desire to construct a new identity, a patient identity. This redef-
inition, I argue, also reflects a desire to govern identities. What 1s at stake here is
the logic of liberating ‘them’ by ‘us.” “‘We,” the policy makers and society, are re-
placing the label (social clients) that we previously gave to drug users with a new,
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liberating label—patients to be treated. The key question is: What does this political
desire tell us about our understanding of addiction and drug use?

In this essay, I challenge the ways in which global drug policy initiatives call for
more humane drug policy and decriminalization. Although these initiatives pro-
mote human dignity and agency, they also encourage a particular approach to
drug use and addiction. Embracing patientism in their liberating narratives of
‘treatment, not punishment,’ these voices take for granted the advantages of their
proposed approach (Mol 2008). Drawing on my experiences with Norwegian
OST, I illustrate patients’ engagement and resistance towards the politically hyped
social categories and ask how we can understand this socio-political desire for a
narrative transformation.

‘I'm not a Patient’

Anne, Brit, Sofie, and I were having lunch, taking a break from a meeting. Anne
and Sofie were OST patients, and Brit’s son was in OST. They had met to help
Brit file a complaint to the County Medical Officer on behalf of her son. During
earlier discussions, I had noticed that Sofie constantly used the term ‘OST
client’ (LAR-klient), a clear contrast to the post-reform narrative which focuses on
patientization of drug users and the language used to describe and address them.
Sofie’s use of the word ‘client’ caught my attention because in many other in-
stances my other interlocutors had stressed that they were ‘not clients anymore’
and had reiterated their patient status, which was emphasized throughout OST
arenas: clinical, legal, and political. The image and experience of the ‘stigmatizing
client stamp’ thus ran deeply both among the users and the professional actors
around them.

Well into the conversation, Anne responded to one of the consultation stories
Sofie shared: ‘Yeah, because you are a patient, just like anyone else.” Sofie re-
sponded quickly, ‘I'm not a patient!’, adding proudly, ‘I am a client.” I could not
help but ask her about this. I admitted that I had been long pondering her linguis-
tic choices because most people I had spoken to were not eager to refer to them-
selves as ‘clients’. When I shared my thoughts, Anne retorted:

Anne: No, no. I am not any client. I am a patient, with patients’
rights. I have a job and I am not a social [service] client.

Sofie: But I am not sick. I receive a service from the OST. If 1
break a leg, I go to the hospital, and then I am a patient. Now I
am perfectly fine. I am a service receiver. A client. They will not
make me be sick.

Anne: OK, but a client ... I do not want to be called a ‘client.” It
sounds ... you know ... ‘oh, these social clients.’
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Sofie: Maybe it is because I have never been a social client, so it
doesn’t sound like that to me.

Both Anne and Sofie referred to the circulating social meanings of roles and la-
bels: clients, patients, service receivers, and customers. I acknowledged that Sofie
made an important point here. Not only did she describe herself as a ‘client’, but
she also did so proudly — an unusual combination among my interlocutors. She
used the term client in the context of ‘customer/consumer’, which emphasized
her independence, even as she distanced herself from the ‘needy’ drug dependent
users often associated with ‘social clients’. On the other hand, she drew a distinc-
tion between a sick patient and a person with opiate dependence. Fraser and
Valentine studied the associative relationship between drug dependencies and de-
pendency on the welfare state, highlighting the representation of OST patients as
‘dependent, passive and otherwise problematic’ (Fraser and Valentine 2008, 1)5).
Their work relates to Australia, but as they have suggested, their remarks are rele-
vant to other liberal democracies characterized by:

a marked upswing in the rhetorical and political organization of
certain kinds of people as ‘dependent’. [Methadone mainten-
ance treatment] clients are recipients of health services and, as
such, very much affected by changes to health policy and the
provision of public services. They are also classified, by defini-
tion, as ‘dependent’ and so occupy an invidious relationship to
the normative ‘participating’ worker citizen and proper liberal
subject. Treatment clients often spend some time out of the
formal labour force and so their status as dependent is multiple:
both welfare dependent and drug dependent, they are doubly
excluded from the imaginary communities of the ‘reformed’
welfare state (Fraser and Valentine 2008, 13).

The conversation between Anne and Sofie mirrors these associations and the
women’s idiosyncratic experiences with them. We understand that names and so-
cial categories matter, but they mean different things to different people. High-
lighting these differences gives us a better understanding of the processes of iden-
tity formation as well as of responses to the policies aimed at governing identities.
For Anne, becoming a patient was a kind of social upgrade with the possibility of
participating in the broader community of normal sick citizens. She needed that
status in order to break with the role of a social client, and it gave her new narra-
tive resources to speak of herself and engage in social relations. She internalized
the liberating narrative, and she was not a client anymore. Sofie, on the other hand,
resisted the patient identity. As she had never experienced the stigma of being
(called) a social client, she did not need the new label. Sofie came from a wealthy
family, and after joining the OS] she developed a network of friends and family
outside the illicit drug scene. She continued her relatively wealthy, mainstream life,
and only the weekly pickups of methadone at the pharmacy kept her ‘out of the
loop’. She did not see patientization as the way to social normalization, to the con-
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trary. For Sofie, being regarded as a chronic patient interfered with her idea of
normality, a narrative she experienced as disabling.

Normal Deviants

These examples show that people have different reasons to accept or resist the
transformation narratives that policy makers, user advocates, and professionals
may offer. Those interlocutors who welcomed patientization perceived being a pa-
tient as a social norm and a way to be included and to normalize their lives. The
increasing medicalization and pathologization of human behavior facilitate this
logic (Parsons 1951; Freidson 1970; Zola 1972; Conrad and Schneider 1992).
From that perspective, being sick is regarded as within the range of social normali-
ty. While ‘addicts’ represent a social deviance, ‘patients’ represent a standard. The
redefinition of addiction/dependence—and people with those conditions—in
medical patient terms produces the expectation of being a ‘normal deviant’ or
representing a culturally accepted deviance. For my interlocutors who previously
had felt excluded from the narrative benefits of patients, this socio-political rela-
beling functioned as a welcome mechanism of ‘de-othering’.

Figure 1. Drug Users Day 2012 (Stofforukerdagen 2012), Oslo. ©Daniel Ginlemoen.

Annemarie Mol, ethnographer and philosopher, introduced the idea of patientism
as a common human condition (Mol 2008). The concept of patientism suggests
that patients living with disease can constitute a standard rather than a divergence
from a standard. The concept ‘does not seek equality between “patients” and
“healthy people,” but tries to establish living with a disease, rather than “normali-
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ty” as the standard. It stresses that it is our common condition that from dust we
come and to dust we shall return’ (Mol 2008, 31). Drawing on feminism, Mol
points to narratives of emancipation that follow patientism. To be allowed to be
like other patients was the greatest wish of my interlocutors. Many of them said or
wrote: ‘we should be treated like other patients,” ‘we are patients like any other
patient,” and ‘we are patients like anyone else’ (Bartoszko 2018). According to
Mol, ‘citizenship is a way of celebrating autonomy, [while] patientism is about ex-
ploring ways of shaping a good life’ and ‘exploring how a good life may be lived is,
just like diabetes, chronic” (Mol 2008, 41). I agree with Mol to some extent. As I
have shown, patientism in the field of substance addiction has much to do with
celebrating autonomy by breaking with the old roles and lauding the logic of
choice and patients’ rights. But patientism among people with drug addiction is
also a consequence of treatmentality. Let me explain.

Treatmentality

In contrast to empirical examples indicating that not everybody wants or needs to
become (or be called) a patient (see also Frank 2017), patientization is taken for
granted in the liberating, homogenizing narrative of the Substance Treatment Re-
form. Besides the ‘from client to patient,” another mantra of the reform was ‘from
Plata to Rikshospitalet’, with Plata being an open drug scene near Oslo’s main
train station frequently visited by law enforcement agents and Rikshospitalet a na-
tional hospital. The transformation narrative is mirrored in that geographical
metaphor. This logic of liberation through patientization is even more vivid in the
current Norwegian drug policy, influenced by recent global calls to change the
paradigms and approaches to drug use and addiction. In 2016, the Norwegian
government introduced a nationwide judge-led program in which the courts may
sentence convicts with addiction to treatment programs instead of imprisonment.
Politicians were quick to describe the program in positive terms, reinvigorating the
reform’s official narrative. In reference to people with addiction and non-problem-
atic illicit drug use, ‘sick’ became the new buzzword in the daily press and in polit-
ical debates. Hadia Tajik, chair of the Standing Committee of Justice and mem-
ber of Parliament for the Labor Party, said with her party colleagues that: ‘We
have to understand that people with strong drug addiction are patients, not crimi-
nals’ (Tajik et al. 2016). The Minister of Health and Care Services (the Conserva-
tive Party) Bent Hole broadened the medical approach to encompass al/ users of
illicit drugs: ‘Follow-up of those taken for use of narcotics should be moved from
the juridical system to health care [...]. The use of narcotics is first and foremost a
health problem’ (Hoie 2016). Being a patient and regarded as sick is presented as
an alternatiwe to being a criminal — as if it were natural and good to be a patient.
This illustrates how deeply treatmentality has penetrated the cultural models for
understanding substance use and addiction.

In his theorizing about treatment for drug users, the anthropologist Steffen Joh-
ncke asked:
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Which is the better way to handle the users of illegal drugs in
civilized society—to regard them as criminals and punish them
for their misbehaviour and the ills they cause to themselves and
to the rest of society, or to regard them as patients suffering from
a [sic] uncontrollable habit or urge, and addiction to mind-alter-
ing drugs for which they need to be treated? (Johncke 2009, 14).

He concluded that given this choice, ‘most people who consider themselves knowl-
edgeable in these matters ... would opt for the latter alternative: treatment’ (Johncke
2009: 13). Precisely this choice is at the core of the increasing global acceptance
of the medical approach to drug use that produces narratives of ‘the good of
treatment’ and ‘the evil of punishment.’

This is the polarized landscape in which the patients I met found themselves and
that they were trying to navigate. The treatment, pharmaceutical or not, had be-
come an assumption, taken for granted as the culturally and morally preferred so-
lution to drug use and addiction. Jéhncke’s main point is that ‘the idea and prac-
tice of treatment govern what it 1s possible for all of us to think and say about
drug use ... Treatment is such a brilliant idea and such an attractive promise that
we no longer imagine the world without it’ (Johncke 2009, 15). He called this gov-
erning function treatmentality. Inspired by the Foucauldian concept of govern-
mentality (Foucault 1991), the term refers to ‘the sheer obviousness of drug use
treatment as a cultural and social institution that is placed beyond our questioning
and that, therefore defines in important ways the limits of our understanding of
drug use as a social phenomenon’ (Johncke 2009, 17). Johncke considered addic-
tion treatment as ‘an institution in the more general, cultural sense—1.e., as a par-
ticular and relatively stable ideological formation in our conception of the
world’ (Johncke 2009, 16). In this sense, what treatment does is a secondary phe-
nomenon, because as Johncke asks, “‘What else would you do?’ I ask: What other
forms of inclusion can we imagine for people with addiction other than making
them patients?

(No) Place for New Labels

This limited conceptual form of managing both drug use and drug users shaped
the way my interlocutors related to the status of being patients. The policy change,
which aimed at facilitating new identities or ‘making up new people’, in Hacking’s
words (Hacking 1985), was a reaction to the established management of drug ad-
diction and the stigma surrounding social clients and criminals. The socio-histori-
cal context of the Substance Treatment Reform and patients’ rights appeared to
be significant in the OST patients’ self-definition and understanding, and patient
status had no value 1in itself. To understand the variation in internalization of the
patient discourse and, thus, the power of policy to influence or produce new iden-
tities, it is crucial that we look at other alternatives people have or do not have. My
interlocutors engaged with patient status in the context of these alternatives. For
them, becoming a patient was much more than health, sickness, and the restora-
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tion narrative. The desire for de-clientization, de-stigmatization, and pharmaceu-
tical and social de-othering was as significant as becoming ‘healthy’. As Thomas, a
40-year-old OST patient, said regarding the challenges with OST: ‘You just have
to accept it, otherwise the alternatives are bad.’

At the same time, resistance towards patientization reveals, not for the first time,
that socio-political innovations disregard the lifeworlds and subjectivities of people
they address. Policy makers, activists, and scholars tend to replace one label with
another in the hope of changing social reality. In the process, they often end up
fetishizing the inventions while neglecting the continuities of structural logics and
social control. The political desire to regulate drug use and drug users by patienti-
zation and treatmentalization highlights this. As such, the ambition of designing
new identities—the patients—fails in its attempt of liberating the ‘addicts’ as it
does not consider why, and if, the ‘addicts’ desire for such liberation or specific de-
fined social inclusion in the first place.
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Essay

Recovery in the US ‘Opioid Cirisis’

Allison V. Schlosser

Case Western Reserve Unwersity

Dave, a Euro-American man in his early 30s and a newly admitted resident at
Sunrise! drug treatment center, could not escape thoughts of death as we sat in a
cold, dim group therapy room in the winter of 2014. ‘If T use, I will die, because I
OD’d seven times. If I don’t quit, I will die,” he told me. ‘I wanna live a little
longer,” he continued, ‘I just gotta do it right. It’s not an option.” Dave entered
treatment devastated by the recent heroin overdose death of his mother. The loss
intensified his conviction to save his own life by making the ‘right’ treatment
choices. Yet treatment at Sunrise was far from straightforward; it was filled with
contradictions and ambivalence intensified by the recent rise in opioid use and
overdose death.

Addiction and its treatment are now central concerns in the United States. In the
last decade, public concern has mounted with the highly publicized opioid over-
dose deaths of socially privileged individuals. The spectacles of suburban White
prom queens in recovery, parents overdosing in cars with children present, and
‘mobile morgues’ used to manage the overwhelming number of dead bodies have
escalated moral panic surrounding what is now commonly referred to as the ‘opi-
oid crisis.” In 2017, the Natiwonal Academies of Sciences, Engineering, and Medicine re-
leased a report on opioid use, stating:

Not since HIV/AIDS epidemic has the United States faced as
devastating and lethal a health problem as the current crisis of
opioid misuse and overdose ... Current national trends indicate
that each year more people die of overdoses—the majority of
which involved opioid drugs—than died in the entirety of the
Vietnam War, the Korean War, or any armed conflict since the
end of World War II. (NAS 2017, 187).

! The center and all resident and staff names are pseudonyms to protect participant
confidentiality. This research protocol was approved by the Case Western Reserve University
Institutional Review Board.
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The magnitude of the problem is reflected in stark figures. From 2000 to 2014, the
opioid-related overdose death rate increased by 200 percent (Rudd et al. 2016).

Carr, in a commentary in this special issue, challenges us to critically examine
what is produced when we frame opioids in the language of ‘crisis.” Crisis, she
writes, demands a certain temporality—an urgency—in which there is, ‘No time
for deliberation,” we must, ‘do now, think later. This or that. Right or wrong. Yes
or no’ (Carr 2019, 2). What, she asks, is foreclosed and inspired by thinking of
opioids through the lens of crisis?

In this essay, I draw on in-depth ethnographic research conducted in and around
Sunrise, a treatment center located in a US state that has been characterized as
the ‘overdose capital of America’ (Soboroff 2017), from 2014 to 2015. Inspired by
Carr’s call to question the work of ‘crisis,” I explore the meanings, experiences,
and stakes of recovery for Sunrise residents in the context of the ‘crisis.” The ur-
gency to intervene in the ‘opioid crisis,” I will argue, intensifies the stakes and
dilemmas of treatment for individuals like Dave, who are attempting to recover
the ‘right’ way under the threat of death. This urgency exacerbates tensions be-
tween co-existing, and often contradictory, biomedical and 12 Step models of re-
covery rooted in disparate ways of framing the role of medications and relapse in
recovery.

Recovery is often an unquestioned good, yet it is an inconsistent construct. Ques-
tioning recovery presents a unique opportunity to examine lived experiences that
are occluded by interventions undertaken under the urgency of a ‘crisis.” In cri-
tiquing the very concept of recovery and illuminating lived experiences of it, I
hope to create space to imagine alternative models.

What Is Recovery? Biomedical and 12 Step Models

Under the impetus to intervene in response to the ‘opioid crisis,” a so-called ‘gen-
tler approach’ to the War on Drugs has emerged. This approach emphasizes a
biomedical model of addiction as a ‘chronic, relapsing brain disease’ (McClellan
2002). It draws on a definition of addiction as a disease of dysfunctional neurolog-
ical circuits responsible for reward, motivation, and memory (ASAM 2011) and
promotes the use of Medication Assisted Treatment (MAT) that is purportedly
blameless and designed for the promotion of public health and social integration
versus surveillance and punishment (Hansen 2017; Netherland and Hansen 2016).

Yet this ‘gentler’ approach exists uneasily alongside the 12 Step model of recovery
that has been the foundation of treatment in the US since the mid-20» century
(Valverde 1998). In the 12 Step model, addiction is understood as a ‘spiritual dis-
ease.” The goal of recovery is abstinence from all ‘mind altering substances’
achieved through adopting a primary identity as an ‘addict,” accepting powerless-
ness over alcohol and other drugs, and progressing through a series of spiritual
and pragmatic steps of self-transformation with the support of peers. Twelve Step
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meetings, the central platform of this mode of recovery, are organized around so-
cial acceptance and mutual exchange of personal experiences. In meetings, partic-
ipants share their most stigmatized experiences of drug use and its costs, as well as
everyday struggles, in a community of peers who are expected to provide non-
judgmental support. The use of MAT medications, such as methadone and
buprenorphine, however, has traditionally been considered continued drug use in
the 12 Step recovery community, and individuals who take these medications risk
stigmatization as they may be seen as ‘dirty,” ‘active users.’

As opioid use and overdose has intensified, policymakers, scholars, and activists
have advocated for the use of MAT, with increasing urgency (Volkow et al. 2014;
NAS 2019). With this shift, biomedical and 12 Step interventions increasingly co-
exist in the same therapeutic landscapes, presenting individuals in treatment with
double-binds: How does one recover when its very meaning is contested? By ac-
cepting MAT and faithfully taking one’s medications? By eschewing pharmaceuti-
cal treatment for a life free of ‘all mind-altering substances,’ focusing on self-trans-
formation through 12 Steps practices? How does one navigate these contrasting
models in social settings steeped in death, where no less than one’s life is at stake?

Recovery in the Shadow of Death

Each day at Sunrise, residents? attended group sessions including lectures and dis-
cussions on the neurological, psychological, and social dynamics of addiction.
While multiple models of addiction were presented, the 12 Step model had long
been the program’s foundation. Twelve Step is particularly significant at Sunrise
because it 1s located near the birthplace of Alcoholics Anonymous (AA), not far
from where the first meetings took place. There is strong local pride in ‘the pro-
gram.’ All residents were required to participate in several onsite 12 Step meetings
daily, and offsite meetings several evenings a week.

Twelve Step offered participants much sought-after social inclusion. Many resi-
dents became intensely involved in 12 Step recovery, finding social connection that
seemed out-of-reach as they felt judged by and excluded from mainstream society,
and socially 1solated by the loss of friends, family members, and peers to overdose.
At 12 Step meetings, residents often remarked that they recognized themselves in
the ‘war stories’ of alcohol/drug use told by their peers (Singer et al. 2001). They
admired 12 Step group members who had been ‘clean and sober’ for 20-, 30-, 40-
years. They were comforted by often-repeated mantras: “There is a solution,” ‘One
day at a time,” and ‘I just need to not put one [alcoholic drink/drug] in me.” At the
best meetings, they felt emotional warmth, elusive love, and social acceptance.

Knowledge derived from direct experience among members of the 12 Step com-
munity garnered precious social status elusive to ‘addicts.” Experience generated

2 While most administrators encouraged use of the term ‘patient’ to promote the biomedical
addiction model, the majority of freatment staff and individuals in treatment used the term
‘resident.’ In this essay, | adopt the most commonly used term ‘resident.’
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authority that competed, and largely outweighed, biomedical authority on matters
of recovery. Residents often saw the ‘experience, strength, and hope’ (a common
12 Step mantra) of 12 Step members as more convincing evidence that a life
worth living is attainable compared to biomedical explanations. This significantly
challenged biomedical explanations of recovery delivered by treatment profession-
als, focused on individual brains and behavior change, and MAT adherence. MAT
remained controversial in treatment, as it was viewed by staff, peers, and 12 Step
recovery fellows as continued problematic drug use. Yet many residents were on
MATS?, often at the urging of judges and parole officers. They were often ambiva-
lent about their medication use due to concerns that they would be stigmatized as
being ‘dirty’ and using MAT as a ‘crutch.’

Risk, Relapse, and Certain Death

Death loomed over this tense therapeutic setting. As opioid-related overdose death
rose sharply in the region, reporting the number of overdoses residents survived
became common practice when introducing oneself to the therapy group: ‘once,
and never again,’ (Tina), ‘five times,” (Aaron), ‘seven,” (Dave), ‘I've lost count’ (Lin-
da). In formal and informal group discussions, residents recounted near death by
overdose, overdose deaths of intimate others, and fears of relapse (i.e., returning
to alcohol/drug use), which was increasingly framed by residents, treatment staff,
and members of the local 12 Step recovery community as inevitable death. In
Dave’s words: ‘If I don’t quit, I will die.” Residents came to understand themselves
as perpetually at risk of death.

How do individuals understand their risk of relapse—and by extension, overdose
death—in the urgency of the ‘opioid crisis” when contrasting biomedical and 12
Step models of recovery co-exist? Rose asks scholars to think diagnostically about
risk: “To ask where risk thinking has emerged (in which problem field?); how it has
emerged (in relation to what knowledge and expertise?); and with what conse-
quences (under new technologies of power and relations of authority, what new
ethical dilemmas are generated?)’ (Rose 2002, 214). How can we think diagnosti-
cally of risk in relation to recovery and its contradictions intensified by the ‘opioid
crisis’?

In the biomedical model, relapse is understood as rooted in biological craving,
with the addicted brain hypersensitive to drug-related stimuli (Vrecko 2016). Re-
lapse is a chronic risk to be expected; an accepted, if unfortunate, part of a chron-
ic disease process that is managed pharmaceutically. In the 12 Step recovery mod-
el, relapse is also understood as an ongoing threat, but one that is to be avoided
through 12 Step recovery processes of self-transformation. Relapse is explained as
failure to ‘work a good [12 Step] program’; if one follows the dictates of the pro-
gram, they will avoid relapse. As members of the 12 Step community say, ‘the

3 MAT was dosed at an off-site clinic administered by the same organization that operates
Sunrise.
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program 1s perfect’ (Christensen 2017). Residents who adopted the 12 Step recov-
ery model often repeated the phrase, ‘relapse is not a part of my recovery,” chal-
lenging the biomedical model of recovery and positioning themselves in opposi-
tion to it.

Rally for Recovery at the Ohio Statehouse on September 29, 2017, Columbus, Ohio. Image
credit: Karen Kasler, Statehouse News Bureau, Ohio Public Radio and TV.

Treatment staff’ also challenged biomedical framings of recovery, adding to resi-
dents’ ambivalence toward it. As we discussed the recent rise in people seeking
services related to opioid use, Derrick (African American man, 40s), a case man-
ager, clearly described his belief that relapse is a _failure to recover:

Derrick: I think the treatment needs to be precise and definite.
Needs to be corrective. It has to be immediately corrective. It
can’t be, ‘Okay. We’re gonna play this out. We’re gonna play this
out. We’re gonna play this out.” You play it out, play it out, play
it out, because then you have a constant stream of individuals
who utilize [services].

Allison: What do you mean by that?

4 While many Sunrise case managers identify as ‘in recovery’ following the 12 Step model,
Derrick did not.
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Derrick: You can play it out because you don’t have to be—
maybe it doesn’t get corrected this time. It gets corrected on the
fourth time. Ain’t really a sense of urgency. Again, it’s based on
the individual. If it’s serious to you, it’s gonna happen. I don’t
believe that relapse is part of the recovery process, personally.

Allison: You don’t?

Derrick: No [firm tone]. It’s the relapse process. It’s a failure to
recover.

Derrick’s comments reflect a stance toward relapse common among treatment
staff, many of whom critique the acceptance of it in the chronic brain disease
model. Recovery, in their view, should not include relapse. If you are ‘serious,” you
will not return to drug use.

In discussions among residents and staff’ at Sunrise, in 12 Step meetings, at the
MAT clinic, and in everyday social life outside of treatment, relapse became a
lightning rod for the politics of recovery. Residents carefully negotiated their alle-
giance to 12 Step and biomedical models to position themselves socially. These
negotiations were framed by tensions between how the two models regard the role
of medications and relapse in recovery.

Navigating Competing Models of Recovery

Residents attempted to negotiate 12 Step and biomedical models in this high-
stakes and morally-charged therapeutic context, yet their engagement with these
models was ambivalent. Many sought MAT as treatment staff and peers framed
medications as the most effective way to manage cravings and prevent relapse.
Other peers and staff’ adherent to the 12 Step model, however, challenged relapse
as a part of recovery. To manage cravings, they promoted stronger adherence to
the 12 Steps instead of medications.

Rather than choose either 12 Step or biomedical models of recovery, most resi-
dents attempted to engage both. Dave, who was sure he would die if he did not
‘do it [recovery] right,” became a vocal proponent of 12 Step recovery and also
went on MAT (methadone). By the time he entered Sunrise, he had lost all but
one family member to drug-related deaths. He was court-mandated to treatment,
and his parole officer (PO) strongly suggested he go on MAT. Dave described ‘in-
tense cravings’ in his early days in treatment: vivid dreams in which he injected
heroin and repetitive thoughts and sensations of injecting that were constant re-
minders of his risk of relapse. They further influenced him to begin MAT, which
he saw as ‘life-saving.’

Yet Dave was also highly critical of MAT, especially at doses he believed induce
euphoria associated will illicit drug use. He suspected other residents were ‘drug
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seeking’: attempting to use MAT to ‘get high.” Dave was careful to distinguish
himself from these individuals who were socially marginalized in treatment as they
visibly struggled to remain awake in groups due to sedation attributed by residents
and staff to MAT (Schlosser 2018). Instead of viewing methadone as a ‘drug,’
Dave re-framed it as a ‘medication’ taken to avoid any chance of return to illicit
drug use. In this way, he constructed his MAT use as consistent with the 12 Step
belief that recovery excludes relapse. For Dave, both the 12 Steps and medications
were necessary. ‘I’'m gonna use every tool in my toolkit,” he told me, ‘but I'm not
going to be on it [methadone] forever.’” He often made this assertion in group ses-
sions and research interviews, reflecting his ambivalence about the treatment and

fear that he would be tethered to the MAT clinic for life.

Dave also took an active role in the 12 Step recovery community. He attended
both AA and Narcotics Anonymous (NA) groups, but quickly focused his partici-
pation on AA as these groups had a reputation for being comprised of individuals
of higher socioeconomic status with longer periods of abstinence from alcohol,
and other drug use. “They have what I want,” he explained. In the absence of kin,
Dave relied on what he called his ‘AA family’ to weather the stresses of treatment
and life after leaving the center. He grew up in a working-class family that tipped
into poverty with the loss of local manufacturing jobs, and his lack of higher edu-
cation and felony record limited his ability to access formal work. His AA sponsor
gave him under-the-table construction work he desperately needed to pay transi-
tional housing fees and bus fare to the MAT clinic post-treatment. Other AA
members took Dave fishing to ease his anxiety from days filled with trips to the
MAT clinic, appointments with his PO, and anxiety-inducing empty time.

Yet his acceptance in this community that he relied on for social, emotional, and
instrumental support was tenuous due to his use of MAT. Dave carefully navigated
his engagement with biomedical and 12 Step recovery models to access the sup-
port offered by 12 Step participation, and the medication he viewed as lifesaving.
He negotiated a fine line in his mind, and within the Sunrise and broader 12 Step
communities, between MAT as relapse preventive and MAT as illicit drug use.

This tenuous position led Dave to hide his MAT use from his 12 Step recovery
network, fearing judgment. While he was able to re-frame his methadone as ‘med-
ication’ in his own mind, he did not attempt to do this within the social world of
12 Step recovery. He does not lie about it, he explained, but does not discuss it ei-
ther. This comes at a psychic cost because by withholding this information Dave is
breaching the central AA decree to be fully ‘honest’ in recovery. “The secrets keep
you sick,” is often said in 12 Step recovery circles. But Dave tells me he will do
‘anything that keeps me off the needle.’

How Does One Recover? Imagining Alternative Models
In the moral panic swelling with the rise in opioid-related overdose death, and the
language of ‘crisis’ framing the problem, biomedical intervention is promoted with
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ever-greater urgency. Yet biomedicine is no all-powerful monolith. It takes shape
in particular socio-historical moments, in local communities, and in lives with
unique histories and stakes. It intersects with extant and longstanding models for
understanding the meanings ‘addiction” and ‘recovery.” It is delivered through a
fractured treatment system and broader cultural context that continues to divide
individuals along moral lines of ‘clean’ or ‘dirty,” and place substances in contested
categories of ‘drug’ or ‘medicine.’

What is uncovered by examining this urgent response from the ground up, contex-
tualizing it in the everyday lives of individuals who must live in and through the
‘crisis” at hand? Experiences of Dave illustrate how individuals subject to distinct
and contradictory recovery discourses engage multiple models at once within a
system that inconsistently promotes and discourages them. Residents were posi-
tioned, and positioned themselves, in relation to these models in ways that shaped
their standing within the communities that matter most to them—{families, friends,
and peers—as well as in relation to powerful institutions with power to grant them
freedom from incarceration and access to essential resources. Residents like Dave
initiated MAT to live in the wake of the deaths of loved ones, easing fear that they
would meet the same end, yet largely hid their treatment from 12 Step recovery
communities to maintain longed-for belonging in these social worlds in which they
could find rare social acceptance. All the while, they struggled under the affective
burden of the largescale panic of the ‘opioid crisis,” and an uncertain path to re-
covery.

These experiences provide a window into the ways in which various models of re-
covery are entwined with everyday politics. They reflect the fluid and fraught dis-
tinction between ‘bad’ drugs and ‘good’ medicines, which scholars have long cri-
tiqued as socially-mediated categories defined in particular social, cultural, and
political-economic contexts (Montagne 1996; Singer 2008). The dynamics the
body of ethnographic research highlighting how lived experiences of (il)legal drug
use defies the social categorization of these substances (Bourgois 2000; Fraser and
Valentine 2008; Luhrmann 2010; Schlosser and Hoffer 2012). This knowledge 1is
critical and is enabled by time for deliberation and careful consideration that ‘cri-
sis’ may preclude.

I have attempted to suspend an understand of opioids as ‘crisis’ to delve deeper
into the meanings and local articulations of recovery, the moral good of which is
often taken-for-granted. By ethnographically tracing the cracks in recovery in local
treatment landscapes, anthropologists have the opportunity to resist the ways in
which this concept may obscure the voices and subjectivities of individuals most
affected by the problem. I hope to have contributed to this work by throwing the
meaning of recovery into question and contextualizing its expression in a commu-
nity where opioid use and overdose death weighs heavily.

Questioning recovery lays essential groundwork for imagining alternatives ob-
scured in the urgency to respond to the ‘crisis.” Perhaps intervention in the context
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of recovery is not the answer. Perhaps there are alternative spaces more suited to
supporting the social inclusion and moral recognition desired by individuals la-
belled ‘addicts.” Can we, as anthropologists of the extreme, resist the moral panic
of the ‘opioid crisis’ to find and foster such alternative spaces?
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Commentary

The Work of ‘Crisis’ in the ‘Opioid Cirisis’

E. Summerson Carr
Unwersity of Chicago

This commentary s an edited version of discussant comments to the Executive Session panel An-
thropological Interventions in the US Opioid Crisis’ organized by Jenmifer Carroll at the 117th
Annual Meeting of the American Anthropological Association, San Diego, CA, November
14-18, 2018. The program can be accessed here.

With some trepidation, I want to propose a thought experiment—an experiment
that has no intention of circumventing the injustices, suffering, and degradations
that anthropologists of opioids work to document. It is an experiment that instead
means to bore down into the very terms we use to critically engage U.S. opioids,
inviting us to wonder together what lines of analysis, what modes of representa-
tion these terms constrain as well as enliven. The enlivening is obvious, as the pa-
pers in this panel shed light on how people who ingest, distribute, and witness the
effects of opioids: from those who live and sometimes die by them, to those who
comment upon those lives and deaths, sometimes with a shocking lack of nuance,
sympathy, and humanity.

Even with all this important work in mind, I confess from the start that there is one
term in particular that concerns me, makes me uneasy; a term adopted by many
anthropologists studying opioids; a term that so often serves as the primary, some-
times even wdispensable, qualifier in the public discourse about U.S. opioids that it
seems impossible to speak responsibly without it. Like so many others—as anthro-
pologists drawn together by concerns about opioids—we have collectively declared
that a ¢ruses 1s at hand.

Crisis: a largely unquestioned way of naming and seeing opioids and the people,
places, and things that they serve, soothe, and so often ravage. Opioid crisis: de-
void of poetic value, it still almost rolls off the tongue. From countless headlines, to
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articles in medical journals, to Presidential Commissions we find this semantic
ease, this fluency of drug-plus-alarming qualifier. It may be one of the surprisingly
few things that ‘the crack epidemic’ of the late 20» century and ‘the opioid ¢risis™ of
the early 21+« have in common as folk and expert analytics, a point to which I will
later return, with Helena Hansen’s excellent research specifically in mind.

National Opioid Crisis Community Summit, Aberdeen Proving Ground, MD, December 11,

2018. US Army Photos by Sean Kief. QOriginal image can be accessed here.

Now certainly, given the ethnographic work of the authors gathered here and the
equally gruesome story that public statistics tell about the rising death toll due to
overdose, ‘crisis’ seems a very appropriate moniker. After all, a ¢riszs—colloquial-
ly—is much more than a problem. A crisis requires more action, if not also more
thought and attention, from those who engage it. I want to propose that ¢risis also
requires that our thought and action be faster; more immediate. Indeed, crisis—in its
current usage in Anglophone US—seems to have hung onto its Greek origins: Ar-
sis, to decide. No time for deliberation, crisis tells us. Though totally disorienting,
as 1f it comes out of nowhere, crisis nevertheless demands: do now, think later.
This or that. Right or wrong. Yes or no.

Crisis 1s a not just a way of naming some phenomenon, but a way of assigning a
kind of temporality to that phenomenon. And while there is much to say about
the way that crisis manages time and historicity, here I want to underscore my
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sense that crisis projects urgency, which is precisely why I hesitated to offer a
thought experiment today in the first place, fearing it would strike some as irre-
sponsibly tentative and irresolute. In this sense, crisis guards against experiment. It
tells us that even if there are no good answers at the ready, something must be
done here and now, there is no time to waste. And, in imposing a sense of urgency,
crisis eagerly exploits the stubborn antinomy of theory and action, making the
former seem even more ‘out of touch’ than ever.

To be sure, c¢risis 1s also way of naming a problem which suggests that established
conceptual apparatus is ill-equipped to make sense of what is going on and offer
adequate answers and solutions. And precisely because it exposes the limits of in-
telligibility, crisis has been taken as the starting point of so many philosophical
projects, which arguably have the luxury of ignoring the urgency crisis demands
on the ground, and which take crisis as the ground of critique. But, as Janet Roit-
man brilliantly argues, crisis has become ontologized in the meantime. We have too
often forgotten, to quote Roitman, that ‘crisis is not a condition to be observed, it
1s an observation that produces meaning’ (Roitman 2013, 39).

Once we recognize crisis as a way of seeing rather than a self-evident state of af-
fairs, we are set to begin our experiment, asking: when we think of opioids in
terms of crisis, what do we foreclose and inspire? What does ‘crisis’ do to our at-
tempts to ethnographically represent the widespread if patterned use of opioids?
And what other terms might we experiment with?

What if we used the term ‘opioid problem,” an idea I floated before, with the
caveat that it just doesn’t seem a strong enough qualifier. A ‘problem,” however,
effectively begs work toward solution, and in ways that allow for deliberation, de-
bate, exploration, experimentation. ‘Crisis’ cleaves just this kind of reengagement
of theory and practice in its insistence to decide and to do it now. How about ‘the
opioid symptom’? This might allow us to more effectively direct attention to the
fraught politics of pharmaceuticals, the dense fields of human suffering, the moral
paradoxes, divisions and failures, and infrastructural collapse that the anthropolo-
gists gathered here clearly believe opioids index.

As I understand it, Roitman 1is, just like her book’s title, anti-crisis in large part be-
cause she believes that crisis functions as a ‘non-place’ that obviates anthropologi-
cal attempts to ethnographically siuate what we study. She worries, in other words,
that ‘crisis’ staves off precisely the kind of critical engagements we are best
equipped to undertake. This begs the question what other term might reverse the
idea that the opioid phenomenon has no identifiable locus, no traceable trajecto-

ry?

How about terms that have been coupled with drugs in our recent past? What
about epidemic? Recall that in the 1980s and 90s, we did not speak of a ‘crack cri-
sis’ in the United States. Instead, the public worried over a ‘crack epidemic’—with
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a particularly revealing focus on the supposed ravages of one particular form of
cocaine (the one affordable and attainable by black urbanites) on fetal and child-
hood development, claims that have been largely debunked (Chavkin 2001). This
change in nomenclature from epidemic to crisis to describe opioids should give us
some pause, especially given the medical connotations of epidemic, which are ar-
guably far more relevant to the typical travels of opioids through pharmaceutical
companies and doctors’ offices than to a drug that is generally produced on
household stoves.

So why do we find ourselves in a crisis rather than an epidemic when it comes to
opioids? Helena Hansen’s panel paper gives us some very good guidance here, in
their exploration of how opiates have been whitened, whitewashed, and therefore
deracialized in the stubborn cultural insistence that white is not a race, but a stan-
dard that should never be violated (see also Netherland and Hansen 2016, 2017).
Let us add to this whitening project the choice of the term ‘crisis’ rather than the
arguably more proximate ‘epidemic.” Epidemic—is from the Greek epidemios—
meaning: upon the people. Epidemic 1s a way of figuring a problem relative to popula-
tion rather than historical situation. And as we all surely remember when it came
to crack cocaine, we were repeatedly told that the problem was with a kind of per-
son, and not the kind that sits comfortably in diners with American flags waving,
after taking in baseball games (ibid.). Whereas the portraiture of opioids common-
ly features an innocent white heartland disrupted by crisis that seems to come
from nowhere, the representational economy of crack implicated a population
that was already publicly imagined to be plague/plagued by any number of
pathologies and social problems.

Indeed, if crisis lodges itself in time, epidemic points to and ensnares a people.
Accordingly, the solutions epidemic tends to suggest include quarantine, steriliza-
tion, mass incarceration, immigration restrictions, and other forms of population
control—types of solutions Americans sadly tolerate when it comes to black and
brown people, but ones almost inconceivable when it comes to white ones.

And so, we might wonder together what would lines of inquiry might we gain by
reviving the term epidemic and applying it, with adequate care and without the
necessary suggestion of the solutions I just mentioned, to US opioids. Could this
be a chance to racialize whiteness—to make whiteness visible as Hansen puts it—a
project that could have a myriad of positive effects, well beyond the distribution
and use of opioids? And might ‘opioid epidemic’—with its indexical insistence on
categories of people—revive a class analysis, so stubbornly missing from the Ameri-
can imagination of social problems?

I don’t have an answer, but I want us to experiment; I think it is worth it. And
while we are at it, why not experiment with what we are qualifying
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Why 1s this an opid crisis and not something else? If we insist on crisis, why not: A
prescription crisis? A pharma crisis? A poverty crisis? A white crisis? At the very
least, we should remember the ways that particular drugs at specific historical
junctures—in what we often retrospectively cast as drug panics—have been as-
signed agency, as if they simply trample the wills of users. This tends to focus at-
tention on regulation or elimination of drugs, while obscuring their social life and
ecologies which we as anthropologists are so well equipped to document.

In conclusion, I want to underscore what I hope is already obvious: this is not
simply a semantic exercise. As I often tell my masters students, who are training to
become clinicians, social service administrators, and policy makers: how we frame
a problem—or some kind of phenomenon as a particular kind of problem—is of
fundamental importance to how that problem is going to be understood, worked
upon and treated in the world. To be a good practitioner is to be a sophisticated
rhetorician, to know the history and anticipate the effects of the terminology one
uses.

These students also come to understand that to be effective interventionists is to
experiment, in the pragmatist sense of the word. Just like anthropologists, who
have learned to ask what lines of analysis are opened and foreclosed by particular
analytical terms, the various professionals who interact with opioids and their
users need to keep questions alive and open, so that they may figure out what to
do next based on what just happened as the result of their previous acts.

This, I dare say, suggests that we may have to forgo the urgency, the demand to
decide and to act immediately, that comes with crisis, even when a definitive solu-
tion 1s so far from hand. Devoted to ongoing reflection and action, experiments
such as those I have in mind abandon the fantasy of definite solutions—a hard
thing to do when faced with so much decline and social suffering (see also, Carr
2015). But I fear there is no naloxone for the social life of opioids, or an antidote
that—if delivered fast enough—will wipe away the myriad tragedies to which
these papers point.

And so, those of us who care must continue to experiment. For anthropologists,
this means continuing to experiment with research strategies and modes of repre-
sentation, to track the effects of what we write and what we say, the terms of our
analysis.
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Interview with Laurent de Sutter, author of Nar-
cocapitalism

Tracy Brannstrom
Unwersity of Chicago

TB: Can you tell us about your background, and the way that this
work fits within, say, ideas and bodies of literature that you have
been exploring over the years, and your own body of work?

LdS: T am a survivor of law school, having been trained in classic civil law, but also
legal theory and legal sociology. In 2000, I did my PhD on the constitutional prin-
ciple of representation and how it was challenged by the then-new institutional
experimentations in popular participation to political decision-making. This was
part of a bigger research project involving several universities in France and Bel-
gium, which gave me the unique opportunity to work closely with Bruno Latour
and Isabelle Stengers, who have contributed immensely in shaping my intellectual
world. At that time, I was also into Jean Baudrillard, Jacques Derrida, Jacques La-
can, Roland Barthes, Giorgio Agamben, Slavoj Zizek, Jacques Ranciére, Alain
Badiou and film critics like Serge Daney and Louis Skorecki.

Rather than attaching myself to one or two personalities, or to accept being the
representative of any discipline, I have always taken great care in building what I
could call ‘ad hoc knowledge’ — that 1s, a type of knowledge driven by the objects
and problems that I encounter on my journey, and not by the requisites of any in-
tellectual program or worldview. This is why my own body of work, counting al-
most twenty books written over a ten-year period, appears so disconcerting to
many: since it is the object that always decides where I go, and since I don’t have a
preconception about what counts as an object, I will take the opportunity to think
through anything that arises. Here, I have written a book born out of encounters
with images, texts, persons, bodies, pills, institutions, rules, fictitious characters,
and so on. Whereas theory does everything it can to secure the solidity of its posi-
tion of making knowledge, my own position consists in giving up theory (and

167



Tracy Brannstrom — Interview with Laurent de Sutter

judgment) through a post-critical gesture that nullifies the subject and puts the ob-
ject up-front.

Laurent de Sutter © Géraldine Jacques._

As a reader, it's intriguing to find these seemingly disconnected
‘encounters,” as you put it, within the same story. How did they
come to fit together for you? What was the process?

My first intuition was that the description of the world that critical theory is de-
fending is utterly wrong. If you read the way that social life of individuals is dealt
with in critical circles, you can’t help but notice how grim the portrayal is: human
beings are manipulated, humiliated, made sick or depressed by abstract social
powers wanting something from them. In particular, I was surprised by the insis-
tence of ideas of mobilization, acceleration, excitability, and distraction, that lead
to sketching a vision of human beings as laboratory rats whose conscience was
prevented by the very processes keeping them too busy or too distracted to think. I
then thought: what if the defining dimension of contemporary life is not excita-
tion, but depression? What if what we lack 1s this ‘excitation’ that everybody is de-
nouncing as alienating, pressuring, as a burden rendering our lives impossible? So,
I decided to go down this road, and soon realized that there had been a specific
moment in time when the idea arose in intellectual and public discourse.
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This moment took place roughly around 1870 and saw the burgeoning disciplines
of sociology and criminology walk hand-in-hand with the first experiments in psy-
choanalysis and the development of contemporary chemistry and surgery. From
the invention of the first anesthetics to the fear of the masses, from female hysteria
to the discovery of the power of drugs like cocaine, this moment seemed to me
like a crossroads bringing together some of the most dramatic economic, political
and technological changes in Western — but not only Western — history, with a se-
ries of devices, mostly chemical, aimed at fighting ‘excitation’ in every form. So, I
decided to offer a very small, fast mapping of this moment and its consequences,
gathering together a series of vignettes, hopefully helping the reader to see how
this suspicion of excitation was used.

What kind of history, or counter-history, is one of narcocapitalism? In
thinking about the histories that have been told about pharmacolo-
gy, sedation, and political-economy, what is unique here?

To be fair, the original French title of the book is The Age of Anesthesia. Polity want-
ed me to change it into something more ‘conceptual’, and as I use this neologism
in the text, I said, “‘Why not?” But I have decided to write about ‘narcocapitalism’
because I didn’t want to speak about capitalism. I am a bit fed up with the laziness
with which critical theory tends to designate enemies so abstract that they can put
almost everything to their credit: capitalism, colonialism, patriarchy, and the like. I
think that these concepts render us blind to the actual agencies of logistics, tech-
nique, chemistry, etc., that define the frame within which we evolve. I wanted to
speak of ‘narcocapitalism’ not as the enemy that we should fight, but as the defini-
tion of a moment when the functioning of the world was deemed to require the
taming of ‘excitation.” Why is it ‘capitalism’, then? Simply because this appeared
at a moment when the true issue behind the fear of excitation was that things
wouldn’t work — individuals would become dysfunctional, masses would go crazy,
the work of surgeons would be made impossible, and so on.

Now, is it unique? I wouldn’t know. I believe that what is interesting, new or
unique in a book is never the book itself, but how it allows those who encounter it
to develop their own path, ideas, and practices. As a book, it only formulates a
proposal, not a program, but I don’t ask that it be applied, followed, believed, or
trusted — but, to be useful as a tool in the toolbox of those who find it interesting.
Some readers have compared my book to the work of Foucault, but it makes me
cringe, as I don’t like Foucault, who has always seemed to me a paradigmatic fig-
ure of the thinker who knows — who put himself in such a position that everything
seems small compared to his almighty, all-encompassing gaze. If my book is Fou-
cauldian, then it is a failure. I haven’t tried to provide the ultimate explanation for
a given phenomenon, or the key to finally understand a specific time period, but a
hint at the possibility that we take so much for granted.
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How can we think about your use of narco in this text? At times, you
seem to be drawing on both drugs and sleep. Is there a double
meaning here?

Yes, there 1s. As you know, ‘narcosis’ describes the result of the anesthesia of a per-
son, as a state. The fact is that most drugs belong to the realm of anesthetics. As I
explain it in the book, cocaine, the alkaloid of coca leaves, was first commercial-
ized as a local anesthetic allowing for the performance of small surgical operations
on patients that had to be kept awake. It is the paradox of a drug like cocaine that
it puts you in a state of frenzy while being an anesthetic, and, taking cocaine
doesn’t affect your capacity to work the following day. Sigmund Freud, when he
was young, experimented with cocaine with this specific purpose in mind, praising
it for its remarkable efficacy. Well, my idea is that ¢fficacy is precisely another name
for anesthesia, because it 1s always in the name of eflicacy that anesthesia has been
promoted — first as an aid in surgery, then as an aid in keeping psychically ill pa-
tients quiet in hospitals, up to the proverbial broker relying on ‘cocaine and hook-
ers, my friend,” as Matthew McConaughey says in The Wolf of Wall Street, in order
to produce wealth.

The idea behind the history of anesthesia, as it materialized in a whole series of
products, 1s that a good subject is a sleeping subject — playing its role, staying in its
place on the surgeon’s table, in the psychiatric unit, at work, as a woman, etc. For
me, the most important character in this story is none other than the inventor, in
1899, of the nosographical category of the ubiquitous category ‘manic-depressive
psychosis’ — Emil Kraepelin. In his then world-famous Manual of Clinical Psychuatry,
he describes what should be done in cases of ‘excitation’ (frresein, in German) in a
manic-depressive psychosis, which he thought should be avoided at all costs. The
solution was a powerful sedative, chloral hydrate, used until the 1950s despites its
terrible side effects. For Kraepelin, it was crucial that patients would not wander
outside of the frontiers of their being, and this is what ‘excitatio’ means: ex-citare,
in Latin, being ‘called out’, taken out of the reassuring limits of your home or
your inside.

You argue that a certain version of selfhood is enforced within capi-
talist ideology and practice. Do you see this work as contributing to
a lineage of ideas about subjectivity, in addition to politics?

I suppose it does, yes. You know, I started my theoretical endeavor in a context
where the critique of subjectivity was an integral part of what was considered
cool, because those who wanted to defend the primacy of the subject seemed so
boring and paternalistic, pushing many in the other direction. Althusser’s anti-
humanism, Barthes’ death of the author, Lacan’s divided subject, even Foucault’s
death of man, are all part of my default setting. I continue to think that our insis-
tence on trying to ‘be’ something is the source of many of our conceptual mis-
takes, and of the failures of the societies in which we live. Thinking of oneself as a
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consistent entity whose core would remain ‘me’ is not only a metaphysical aberra-
tion, but it also is a complete denial of the fact that everything that allows ‘us’ to
‘be’ comes from the outside.

Much of contemporary leftist politics tend to forget about these lessons and has
put identity at the forefront of the agenda. In the self-help sections of bookstores,
you will notice that the very first suggestion is to ‘be yourself” — to stop getting lost.
In the Leftist world, this is translated as: be a woman, a queer, a black, a transgen-
der, claim your ‘self’ in front of all those who are denying its expression and
recognition. To me, this is a terrifying nightmare because there is nothing to rec-
ognize. I am not myself, but I'm already differing from myself, becoming. Well, it is
my wager that the true political struggle has to take place not in the useless defense
of what we would supposedly be, but where we can go.

In the end, you write that the unstable state of excitation, which is
reduced under capitalist order, is ‘the only thing that can give us
hope.’ Is this a comment on what you see as public indifference
and disengagement - a kind of sedation - with politics today? And
if so, what would a return to states of excitation look like in the polit-
ical realm?

What we need is not more integration, organization or rationalization, but rather
the opposite: disintegration, disorganization and irrationalization. What we need
1s to take human beings seriously for a change. I would never accept a claim such
as the one stating that people are indifferent or disengaged with politics today. If
politics 1s a matter of affection, then it is everywhere, and the issue is to find a way to
transform our intellectual tools of perception in order to put us in a position
where we could listen to it, or see it, or smell it, etc. Shifting towards ‘excitation’ is
a mere suggestion — a way to put forth one possible tool of that kind. If we look at
the world through the lens of a possible reconciliation with excitation, more things
become imaginable than not: we can imagine a way out of being, a way out of
work, a way out of organization, and a way out of theory as ‘the practice of those
who know.’

In my book, I give some examples of people having embraced excitation, in get-
ting rid of the self in order to experiment with what it means to move beyond our
limits: the drug experiments by Timothy Leary and his friends (which eventually
ended up badly, but that is another story) and the xenofeminist hacking of hor-
monal programming through DIY pills. When xenofeminists say that we don’t
need less alienation but more alienation, I can’t help but agree: we need to equip
ourselves with all the means at our disposal to open up ourselves to our own alien-
ation, our becoming-alien — allowing our lives to become experimentation rather
than an attempt at building up a fortress within which we would, at last, be safe.
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The book is written in short, non-linear acts. Why did you choose to
write the book in this style?

My goal is to ignite your mind as fast as I can, by taking you on a short ride in a
fast machine, to quote John Adams, and to force you to stay alert during the whole
journey. Like Jorge Luis Borges, I don’t see the point in producing thick books just
for the sake of it. I you can say what you have to say (or, rather, what your object
1s telling you to say) in a couple of pages, stick to it. Today, there is no justification
for seeing yourself as so fascinating and interesting that you could monopolize the
attention of your readers. I find it utterly rude, and still relying upon an under-
standing of knowledge that goes back to the 19« century. Plus, I live in a culture
(the French-speaking one) where knowledge still is a public issue, meaning that
theory, philosophy and concepts are still part of the public debate, and are echoed
in media. When I write, I don’t write for academics alone, but for every person, be
it an artist, a retired public servant, a high-school teacher on holidays, an archi-
tect, and whoever feels the tickle of curiosity about the world they inhabit. In a
culture like the Anglo-American one, where knowledge and theory are debated in
rarefied circles of professionals sharing the same Aabitus, things are different. But it
is not the one I find myself at ease with, so I'll stick to my weird little paragraphs.
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Hansen, Helena. 2018. Addicted to Christ: Remak-
ing Men in Puerto Rican Pentecostal Drug Min-
istries. Berkeley, CA: University of California Press.

Jennifer J. Carroll
Elon Unwersity

As a PhD-holding anthropologist and a double-board
certified physician specializing in general as well as
addiction psychiatry, Helena Hansen is an analytical
force-to-be-reckoned-with. 1 first became familiar
with her work while still a graduate student at the
University of Washington, where she came to deliver
grand rounds on the intersection of pharmaceutical
marketing and Whiteness in the treatment of opioid
use disorder. Since then, I have hungrily devoured
anything she has had her hands on. Hansen has con-
sistently impressed me with her keen eye for symbolic
work and her ability to present holistic descriptions
of the human experience that simultaneously sur-
prise me with new insight and resonate with my own
experiential knowledge, with things I have long
known to be true but never singled out and bracketed as such. From one ethnog-
rapher to another, I can honestly think of no higher praise.

I have come to expect strong work from Hansen, and, in this regard, Addicted to
Chrnist did not disappoint. It is an occasionally surprising, frequently touching,
deeply honest ethnography about substance use and selthood in evangelical com-
munities of Puerto Rico. Hansen’s rich ethnographic prose introduces readers to
an evangelical street ministry called Victory Academy, which, like the many other
street ministries in and around the city of Ponce on the southern coast of Puerto
Rico, 1s a residential center as well as an active faith community with social and
economic ties across the city. Through an intriguing series of political events, in
which Puerto Rico’s leaders undertook major healthcare reforms yet declined to

173



Jennifer 7. Carroll — Book Review of Addicted to Christ” by Helena Hansen

professionalize ‘addiction’ treatment by mandating minimum standards of care
(detailed in Chapter 3), street ministries like Victory Academy developed a de fac-
to monopoly on the management of chemically dependent bodies, accepting new
residents in need of recovery from desperate families, underfund jails, and punitive
court systems alike.

Early in her analysis, Hansen observes that the dominant biomedical paradigm of
‘addiction’ treatment, which largely consists of pharmaceutical intervention de-
signed to ‘disrupt the chemical reactions at neuroreceptors that consolidate mem-
ories and facilitate learning of new cues’ (p. 38), fails to account for ‘the ways in
which human subjects shape their own external and internal environments to create
new cues’ (p. 38, emphasis mine). In other words, how are individuals on the receiv-
ing end of treatment and recovery efforts empowered to create their own narra-
tives of transformation, and how do specific understandings of what ‘addiction’
really is open up or close off different possibilities for their future worldviews and
their future selves?

The ministry staff’ at Victory Academy are wholeheartedly dedicated to minister-
ing to ‘addicts’ and assisting them with their recovery and ultimate re-birth as spir-
itually-strong Christians. Through the course of her study, however, Hansen finds
that the content of these ‘addiction’ treatment programs (like so many—if not all?
—treatment programs) are driven by everything but the ‘addiction’ itself. At Vic-
tory Academy, ‘addiction’ is not a disease. To borrow a phrase from George Can-
guilhem, it is an anomaly—one that arises out of frayed ties in the social fabric
and wreaks havoc on those afflicted as well as the surrounding community. Thus,
when the leaders of the ministry act in ways that intervene on an individual’s ‘ad-
diction,” they also aim to intervene on the way in which society relates to itself, in
which wholeness and personhood and dignity are created from within (or from
God), in which ‘the remaking of relatedness, authority, and identity’ (p. 134) open
the doors for a new, stronger Puerto Rico forged by its new, stronger, Christian
Puerto Ricans. ‘Addiction,’ then, is taken up by Victory Academy and other street
ministries as an impetus for social transformation: for gender work, for boundary
work, for the construction of identities and worldviews commensurate with evan-
gelical ideology. The goal of recovery is not simply recovery; the goal is the forma-
tion of an entirely new habitus custom made for a world re-enchanted.

The Christian conversion process and the ‘addiction’ recovery process are, as a
consequence, one and the same. New arrivals to the ministry go immediately to a
semi-closed ward where they are expected to endure detoxification with no med-
ication assistance or palliative care. In the eyes of the ministry, the pain of with-
drawing from chemical dependency ‘cold turkey’ is a key step in the recovery
process; pain allegedly makes one stronger by increasing the capacity to be patient
and delay pleasure or relief. Detoxification is, therefore, a liminal state of conver-
sion: these residents have come to the ministry, and thus are no longer of the
world; yet they are not yet ‘clean’ and are not yet part of the daily life of the min-
istry. Experiencing withdrawal is celebrated as a ‘voluntary’ tribulation that bonds
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the converts together through shared experience and practice. In an odd twist on
Weber’s notion of the protestant ethic (what Hansen in Chapter 2 smartly calls a
re-enchantment of the protestant ethic), withdrawal is part of the healing process
in a place where ‘being healed’ means willingly embracing physical and material
poverty to enable spiritual gain.

According to Hansen’s observations at Victory Academy, this re-enchantment of
the protestant ethic can be a powerful and intoxicating discourse for contempo-
rary residents of Puerto Rico. Addicts’ at the ministry experience extreme social
marginalization in a U.S. protectorate already burdened by economic, political,
and democratic isolation on a national as well as inter-national scale. The ministry
deprecates of the kind of material wealth and mobility that this marginalization
denies in favor of a spiritual livelihood that privileges direct and personal interac-
tion with the sacred. It thus presents new converts with a world-wide imagined
community of Pentecostals that is able to transcend the oppression and exclusion
that defines Puerto Rico’s neo-colonial, post-industrial, economically fragile
present. The ministry creates ties, distributes resources, and generates meaningful
opportunities for redemption, respect, and social mobility for members who were
denied these things outside of the church.

And vyet the successes of the ‘ex-addict’ converts at Victory Academy always
seemed somehow fleeting. The first half of the book, a zealous crescendo of story-
telling that invites readers to embrace with hope the full potential of these street
ministries to transform social lives and redeem personhoods through a locally-gen-
erated praxis, is followed by a more sober examination of how the most seemingly
successful converts at Victory Academy have fared in the afterlives of their recov-
ery. Women struggled to gain authority in the ministry, as its philosophies were
egalitarian in name but patriarchal in content. Men were challenged by the ab-
sence of close family ties outside of Victory Academy, quickly faltering in their
ability to uphold Christian ideals. Poverty, stigma, and obligations to provide for
those they left behind brought many ‘ex-addicts’ back into proximity with the nar-
cotics-fuelled black-market economy they had tried to separate themselves from in
the first place. Conversion, Helena observes, is always ‘an uncertain
negotiation’ (p. 134).

Addicted to Christ closes by bringing the reader full circle back into the biomedical
psychiatric service where Hansen has worked as a physician in New York. Having
traded her long skirts for a white jacket, the fierce southern sun for chillier climes,
Hansen nevertheless sees echoes of the self-transformation her Puerto Rican in-
formants sought at Victory Academy in the patients whose opioid use disorder she
was helping to treat in the U.S. Were their stories really so different? “Their
metaphors and methods diverged, but ultimately both drew from Occidental mys-
ticism and attempted to stem the effects of post-industrial social disintegration and
displacement’ (p. 155). The moral of the story, at least as I read it, is that discours-
es on ‘addiction’ (personal, spiritual, biomedical, or otherwise) so rarely have any-
thing to do with ‘addiction.” Though the underlying biological realities of chemi-
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cal dependency are real, the ways in which we respond to ‘addiction’ are often lit-
tle more than re-manifestations of the power structures that maintain the inequali-
ties all around us. The ‘illness’ and the ‘treatment’ share a common cause and
bracketing both as an individual pursuit closes off our ability to see the very literal
forest of global neoliberal capitalism for the individual trees.

This book is well written and easy to follow. Readers will move easily from cover to
cover, taking delight in the richness of Hansen’s ethnographic voice and the in-
sightfulness she brings to her grapples with anthropological theories and the com-
plexity of human experience. The text is extremely well-balanced between exposi-
tion and rigorous analysis, making it ideal for both graduate and undergraduate
classrooms. Hansen also grounds her ethnographic data in the historical context
of Puerto Rico with such aplomb that this book should be used as an example of
best practice in ethnographic writing courses. This is a must read for medical an-
thropologists working within or adjacent to the subject of substance use but may
be an even more valuable contribution to those interested in religion, spirituality,
and enchantment as technologies of the self as well as responses to global capital-
ism. I understand that Hansen is currently working on a second book-length man-
uscript, and I genuinely cannot wait to see it.

Contacting reviewer: Jcarroll1 6(@elon.edu
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I happened to be browsing old advertisements of
pharmaceutical drugs — yes, a typical hobby for a
student of medical anthropology — when the es-
sence of Narcocapitalism became clear: in order
to produce a kind of subject that may be gov-
erned without much difficulty, many of the drugs
that permeate our lives work to render us lifeless,
to move us away from unmanageable states of
irrationality and ‘excitation.” We must not deviate
from a neatly cohering inner world, like the sub-
ject of an ad for the antipsychotic Zyprexa — a
woman who lives as an incomplete jigsaw puzzle
and whose family is told, ‘you’re trying to piece
her life together. She won’t swallow it.” Her frag-
mented self is forbidden, but the impetus to ‘put
the pieces back together’ is not just about improv-
ing her quality of life, bringing her to a state of
normalcy, or initiating a cure. In Narcocapital-

ism, de Sutter suggests that in the ‘age of anesthesia,” it is the calculated sedation
of the individual and the collectivity that works for the logics and labor forces of

capitalism.

The book is a playful mosaic of events, actors, drugs and other phenomena — a
short text that considers bits and pieces of many objects’ histories. De Sutter, a
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scholar of legal theory at Vrije Universiteit Brussel, traces the concept of ‘excita-
tion,” beginning in the 19» century and linking it to the present moment. He shows
that these objects — anesthetics, antidepressants and oral contraceptives, for exam-
ple — are not simply about reducing pain, curing disease, or halting reproduction.
Through the techniques of modern chemistry, they transform us into a particular
kind of self — namely one that serves capitalist interests through the control of our
bodies and psyches. “Io become the subject of an operation,’ he writes in relation
to the first chemical anesthetics, ‘is to becomes, therefore, more or less organized
matter, a material mass of organs and flesh available for fixing, repair, amputation,
observation and so on’ (109).

Chapter one, Welcome to Prozacland, is most clearly linked to de Sutter’s overall the-
sis on the relationship between politics and metaphysics. He takes readers through
the 19» century development and use of the anesthetic chloral hydrate. Those who
sought to overhaul psychiatry with materialist notions of disease used the chemical
to treat manic-depressive psychosis (what may now be called bipolar disorder) by
inhibiting manic states that were seen as ‘being flung out beyond the limits of
one’s being,” (13) and ultimately, a ‘rupture in the world order’ (9). Even if all en-
joyment was eradicated in a patient and a state of depression is what remained,
the medical establishments’ fear of the manic, unpredictable subject was too great
to refrain from sedating them.

To return to the image of the puzzle, the following chapters explore many seem-
ingly disparate pieces: the development of cocaine products; the use of chloral
hydrate to combat insomnia; the way that public street lighting systems were in-
stalled a means to police what goes on at night; the reinvention of sleep cycles
which opened up new markets for the proliferation of night clubs; oral contracep-
tives as a means of deactivating and de-exciting hormonal processes and sex dri-
ves; 1deas about the potential irrationality and danger of crowds, and a turn to the
term ‘masses’ as a way of rendering them as objects for more eflicient manipula-
tion. But readers need not feel disoriented, or any pressure to conjoin these pieces
with a seamless fit. The text will be a delightful, experimental device for some, and
undoubtedly a maddening, garbled mess for others. For me, it was the former, and
I see Narcocapitalism as a work that one can extract what’s useful for one’s own
projects and curiosities, and as a text to return to, again and again, in seeking to
comprehend its entirety.

In the concluding chapter, 7he Politics of Overexcitement, de Sutter’s thesis reaches its
height of clarity: in narcocapitalist states, the anesthetized, controlled subject is
key, but de Sutter is as concerned with metaphysics as he 1s with politics. The un-
excited category of being that he spends a majority of the text illustrating is the
very foundation on which the logic and enactment of capitalism can flourish. Be-
ing excited is seen by those in power as a dangerous exit from one’s self, and their
anesthetic formulas are posed as a kind of solution that would allow us to find our-
selves — a return to bemng. Ontology is the branch of metaphysics concerned with
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the nature of being, and de Sutter’s ontological project is to examine the condi-
tions in which human beings are allowed to exist within narcocapitalist societies.

I did not have a difficult time accepting de Sutter’s claim that many pharmacolog-
ical products of the past and present are working to sedate us as a means of con-
trol, or that drugless social phenomena like crowd control are part of this overall
anesthetized culture, or that endeavors to depress and deaden our bodies and
minds will continually shape our fluid subjectivities. But I wonder whether the de-
excited subject is really as productive for capitalism as he makes it out to be. What
are the limits of a labor force composed of individuals who are taken over by apa-
thy and other states of depression? I had a hard time, too, with the concept of psy-
chopolitics, which is underdeveloped and yet, appears as a central theme that would
tie everything together.

In the end, de Sutter suggests that what may provide solace in contemporary times
is a return to experiences and perceptions that animate us, and propel us beyond
ourselves — that we might ‘finally come to terms with what forms the mad founda-
tion of every human grouping — a madness which is the only thing that can give us
hope’ (107). Submitting to the madness in each of us may be a way that we can
better understand ourselves and locate new social and political possibilities. But
I'm not sure what these encounters would look like, and how they might vary
among each of us, or how we might draw the line between forms of psychic exci-
tation that are, on the one hand, creatively productive, and on the other, danger-
ously destructive. There are certainly instances in which self-exit can have harmful
outcomes, and a more nuanced discussion about what kinds of exit-facilitating
contexts are worthwhile could be of help here.

That the book raises such questions 1s enough to champion what de Sutter has put
forth. It has an open-ended philosophical spirit that I love but is born from some-
thing even more experimental than a philosophical work, which can tend toward
overly exerted arguments and a squeaky-clean fit between the thesis and the evi-
dence that supports it. This text would be of interest for those drawn to studies of
the body, mental health, subjectivity, pharmacology, and politics more generally.
And especially for those who are open to an offbeat account of how chemical
technologies have shaped, and continue to shape, who we are.
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The War on Drugs is one of the most critical
problems of our time. Its enduring effects on
the individuals it targets, the communities it
devastates, and the institutions that support it
have been the subject of considerable debate,
analysis, and critique. Anthropologists have
made important contributions to this drug war
conversation, and Jarrett Zigon in his new
book, A War on People, 1s no exception.

Based on 15 years of research, A War on Peo-
ple offers a unique window into the drug war
by emphasizing the responses to it by activists
(whom Zigon calls ‘agonists’) in three locales:
Vancouver, Copenhagen, and New York City.
Their activities in these specific milieus serve
as the book’s ethnographic material. However,
Zigon fervently argues from the outset that
these examples speak volumes to the broader

anti-drug war movement. In fact, he suggests that the drug war is best understood
as a globally dispersed situation whose extensively networked movement consisting
of diverse groups and organizations and so-called ‘junkies’ and ‘addicts’ offers an
alternative socio-political vision for the future. Its main goal is to improve the lives
of people who use drugs through political activity, such as legislation. But it is also
about creating ‘new worlds through political and ethical activities and relations’ (p.
3). This worldbuilding takes center stage in Zigon’s book as he examines how the
anti-drug movement enacts a world that could be, how it invents a possible future
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and way of being that not only counters the drug war but shows it for what it real-
ly is: a war on people.

To follow this political vision, Zigon engages in an anthropology of potentiality.
He sees this kind of project as ‘disclosing, tracing, and describing the contours of
the not-yet’ (p. 135), one that he argues does not easily lend itself to classic Geertz-
1an ‘thick description.” Zigon instead carries out an ‘assemblic ethnography’ to
study the widely diffused phenomena and relations in which anti-drug war ago-
nists are entangled across different scales. This is the book’s methodological inter-
vention. It is not an ethnography of a social movement, but one that follows vari-
ous relations of the drug war as they become situated in certain locales. Moreover,
it focuses not on overt political activity, but on ‘onto-ethical-political activity’ as a
way to show how agonists create the type of change that is not possible through
legislation alone.

The book begins with a discussion of the primary narrative of protection that un-
dergirds and sustains the drug war. Populations need to be protected from drugs,
so the story goes. However, it is not about protecting people at all. This is one of
the book’s critical anchors, as Zigon shows that the war produces two, distinct
populations that are subject to differential forms of treatment. The war enacts
several forms of violence against the first population — people who use drugs —
through multiple physical, structural, and discursive mechanisms of marginaliza-
tion. These same mechanisms create a second population that must be ‘defended’
against the scourge of drugs and those who consume them. In essence, the protec-
tion of one group stems from the exclusion of the other. What is so important
about this are the ways in which agonists use this division to undertake the world-
building that is at the heart of this book. Demonstrating the violence that comes
from this kind of partitioning allows the anti-drug movement to create new onto-
ethical forms of being and relating; this is their strategy for long-term change. As
Zigon notes, this ‘sticking and enduring is key to a politics of worldbuilding’ (p.
11). The book centers around this worldbuilding by analyzing three interrelated
‘interventions’ in which agonists are engaged.

The first intervention 1s addressing the drug war as a complex global condition, a
‘non-totalizing and widely diffused complex phenomenon that manifests tem-
porarily and locally as a situation’ (p. 22). Zigon notes that an achievement of the
anti-drug war movement is the illustration of this complexity. This ‘situation’ ma-
terializes differently around the world and intersects with other assemblages (anti-
drug legislation, infectious disease surveillance, and the prison-industrial complex,
to name just a few) that influence the site where it is temporarily localized. Zigon
convincingly argues that it is necessary to approach the drug war as a situation
and to attend to its ‘situated manifestations’ (p. 43) if it is to be politically ad-
dressed and effectively anthropologically analyzed.

An important part of Zigon’s argument is showing how this situation provides the
conditions for ways of ‘being-in-the-world’ for those entangled in the drug war.
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One condition 1s the ideology that produces an ‘Other’ against with the war must
be waged. If, as Zigon claims, war is a fundamental to biopolitical governance,
then it is fought against internal enemies. In the drug war, the internal enemy/
Other is the ‘addict’ who is the personification of addiction, the ‘evil’ that suppos-
edly threatens humanity’s existence. The ‘addict’ is in turn also rendered subhu-
man and disposable. After all, Zigon asserts, it is the evil ‘addict’ whose ‘expend-
ability grounds the biopolitical order of things’ (p. 56). The devaluation and de-
humanization of the ‘addict’ has long been a topic of concern in the social sci-
ences and humanities (cf. Singer and Page 2014). But, Zigon’s analysis uniquely
illustrates how agonists’ efforts unsettle the ‘fantasy world’” where people who use
drugs are considered less-than-human. Exposing the fiction that undergirds this
construction lets agonists address its very real consequences, such as high overdose
and incarceration rates. Such productively disruptive work paves the way for an
important task: ‘imagining new world possibilities for how to live in worlds with
drugs and drug users without the latter being that world’s exclusionary ground’ (p.
73).

The second intervention is the creation and reconceptualization of concepts relat-
ed to ethical ways of being. Zigon shows that the disruption undertaken by ago-
nists enacts conditions that are inclusionary (rather than exclusionary) that allow
for the reimagining of what the world could be like. He first examines how ago-
nists’ efforts help rethink the idea of ‘being-with’ in a community. Zigon tells us
that community making is central to the anti-drug war movement because the war
‘seems to foreclose the very possibility of community’ (p. 80). How then is a sense
of community regained for the excluded and those without a community? One
way is a shared proximity to drug-related death. Those who have survived an
overdose or who have experienced the death of a relative, friend, or even stranger
from drugs are all part of community based on ‘being-with’ death. It is not re-
stricted to certain members in a particular locale; it is a community ‘open’ to
‘everybody that walks by’ (p. 93).

The community building that Zigon thoughtfully describes in New York City,
Vancouver, and Copenhagen is also characterized by a key component of the anti-
drug war movement: freedom. However, it is a specific variety that is a ‘condition
of open potentiality’ that permits beings ‘always to be in a process of
becoming’ (p. 108). This ‘disclosive freedom’ is the openness to develop into some-
thing else. Zigon notes that those who arrive at the community fashioned by the
anti-drug war movement are able to experience disclosive freedom because of
what he calls ‘attuned care.” Theories that envision ‘care’ as only ‘caring-for’ do
not account for other ways in which care is experienced. Attuned care, rather, ac-
commodates to different modes of being-human-together. It broadens the concep-
tual scope to show that care, when based on ‘an openness that welcomes whoever
and however one arrives’ (p. 156), can provide the conditions for the possibility of
creating another world and way of existing.
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In the book’s epilogue, Zigon briefly turns to the third and final intervention:
thinking through and demonstrating the slow emergence of an ‘otherwise’
through sustained political activity. Zigon is very clear that this otherwise is not
necessarily futures that are radically new, utopian, or even ‘better’ (p. 160). He in-
stead reminds us that, when it comes to the anti-drug war movement, an otherwise
— something different — emerges when there are small not big shifts in what is
deemed possible.

A War on People is a theoretically complex book that grapples with issues of ma-
jor global concern. Amidst the book’s difficult conceptual material is ethnographic
data that seems to support Zigon’s multilayered argument. But, as an anthropolo-
gist and critical drug scholar whose research is primarily in Latin America, I am
left wondering if Zigon’s argument would look different if his research took him to
the global south. Would it change if he included the work of agonists in places
where the local ‘situation’ is heavily influenced by drug war geopolitics or other
experiences that may not be observable in the global north? Zigon does speak to a
“sharedness” of the global drug war’s general condition, but what if there are spe-
cific conditions that are more distinct or spatially situated? These questions merit
consideration in future analyses of a drug war that unfortunately still rages on.

Contacting reviewer: shana.harris@ucf.edu
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To the Roots
Me, My Brother, Heroin and Iboga

Sagit Mezamer
Bezalel Academy of Arts and Design, Jerusalem

This is the root of the Iboga plant.

And here it is in its raw state.

This is a sample I have uprooted, in order to show people.
Mallendi Nzamba, Traditional heale;, Panga, Gabon

Transcript of excerpt of the documentary ‘Ibogaine - Rite of Passage’

In July 2018 we met at the airport, my brother Haim and I. We were bound for
Portugal, where my brother was about to undergo treatment for his heroin addic-
tion. This was not the first time he’d attempted to get clean; but it was the first
time he was going to try it with Iboga.

I came from Jerusalem, Haim came on a three-hour train from Acco (Acre), a
Northern port city in Israel. Acco is our hometown, where we grew up, he and I
and another brother, three siblings born to the first-generation immigrants who
arrived to the temporary barracks for immigrants in Acco in 1949. My mother
came from Morocco via Marseilles, my father from Bulgaria. My mother never
felt at home in the Hebrew-Zionist land. She spoke Arabic fluently, she felt un-
comfortable in a country which blatantly, racistly preferred immigrants from Eu-
rope; oddly, her birth certificate was never found, and we never celebrated her
birthday. When I think of Acco, I think of an ancient beautiful port city, and of
poverty, racism and ostracization.
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My brother Haim & Me, Acco 1975; Our Mother Mazal Mezamer as a young nurse, 1964.

My mother died from a violent cancer in 2016. At the time of her death she had
known for thirty years that her eldest boy was a heroin addict.

My brother used to internalize the feelings of dislocation as a personal failure and
be only dimly aware of the adaptive function of his addiction.

Parents of addicted people may see their children’s addictions as
inexplicable habit caused by addictive drugs or by genetic pre-
dispositions or brain dysfunction because acknowledging the ad-
aptive functions that it actually serves would require facing up to
the fragmented nature of the family — of their own (Alexander
2014).

In 1982, when I was 8, both of my brothers began serving in the Lebanon war,
which began as what Israel defined as a military operation and which the
Lebanese termed an invasion. This rapidly escalated into a war which led to twen-
ty years of military Israeli presence in South Lebanon. They came home, for one
weekend a month, during which they mostly slept. Very young men, frightened
and thin. They saw men like themselves, friends, killed and maimed, and they saw
unspeakable acts committed in their name in the villages and camps of Lebanon.
An Israeli soldier’s mandatory service is three years long; my brother Haim signed
up voluntarily for three more years of service. None of us voiced the question:

Why?

Years later we found out. He described Lebanon as a promised land of hash, opi-
um (Afyun), heroin — a promised land of self-forgetfulness, and self-treatment for
the ongoing trauma of war.

Haim was sure that his time in Lebanon was at the root of his addiction.
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During the initiation... a mirror is presented. It is placed in front
of you. And your face is painted. From that moment you look at
yourself in the mirror. So you begin to see your double personal-
ity. — Mallendi Nzamba, Traditional healer, Panga, Gabon

Effects of ibogaine, the active alkaloid extract of Iboga, may be-
gin anywhere from 45 minutes up to 3 hours after you take it.
The entire experience may last approximately between 24-36
hours. During the first phase, usually people experience visual
phenomena generally consisting of rapid imagery lasting ap-
proximately 6 hours. These visions may be quite intense. Some
people have reported experiencing images or memories of their
life appearing as if in a “waking dream”. Ibogaine has been
termed an “oneirophrenic”, which essentially means a substance
that causes a dream-like experience. — Excerpt from ‘Thogaine Treat-
ment - Patient Informed Consent Form’, Portugal, 2018

I was 12 when I found a letter, one that I was not meant to read. In it, Haim’s
friend from Florida wrote about their addiction. He thanked my brother for intro-
ducing him to these life-changing drugs, heroin and cocaine. I told my mother.
She had worried for some time, but now it fell into place for her — she became the
mother of a heroin addict. The mother of Opium.

All drawings are ink and watercolor on paper (2016-2019) by Sagit Mezamer.

186



Sagit Mezamer — Io the Roots

For the following thirty years she held that role, and she did it well. At times it
seemed her starring role, her only role: to circle him, feed him, care for him and
debate if he was or wasn’t using right now. She used to rotate the carpet on our
living room floor so the burns from heroin, and Haim’s passing out with a cig-
arette in his hand, were hidden. Until there were more holes than fabric.

Carpets, Burnt synthetic Felt Carpets

When she died, the family dis-integrated. The support was gone. My brother, now
bereft of his one constant, tried, vainly, to drown his grief with heroin, cocaine,
whatever came his way.

Two years after my mother died, he called me. He had collapsed, financially and
physically. He was ready to do anything.

I asked him if he had heard of Iboga. He had. He was willing to try.

Ibogaine is a naturally occurring plant-based alkaloid, extracted
from the root bark of the plant Tabernanthe Iboga. It is espe-
cially sacred to the peoples of the Bwiti religion of Cameroon
and Gabon where they use raw Iboga as a natural healer and in
rites of passage ceremonies (Bastiaans 2004; Fernandez 1982;
Lotsof and Alexander 2001).
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In 1963, Howard Lotsof, a young man, addicted to heroin, living in the Bronx,
inadvertently tried Ibogaine. To his surprise, as the effects wore off, he discovered

he no longer craved heroin. Lostof decided to make studying Ibogaine and the
effects it had on addiction his life’s work (Taub, 2015).

Ibogaine treatment is illegal in Israel and most addicts and their families are un-
aware of this option. When I researched it for Haim, I found that most ibogaine
treatment centers provide medical, spiritual and psychological guidance. We found
a relatively new center in Portugal, the closest we could find. I skyped the center
and we began our journey. One of the first communications from the center was a
forty-page long Patient Informed Consent Form in which the risks of taking Ibo-
ga, such as adverse interactions with other drugs, allergic response, changes in
blood pressure or pulse, dehydration, heart arrhythmias and possibly death were
clearly stated.

You enter and breach the mirror, because you have yourself in
front of you. You penetrate your inner self... to discover exactly
who you are on the inside. — Mallendi Nzamba, Traditional healer,
Panga, Gabon

Phase two is evaluative — People describe it as sort of a life re-
view whereby the images they see become more personally relat-
ed, and more connected to the process of life change. It is often
a very personal experience and during this phase, people often
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stop talking and remain silent and thoughtful. — Excerpt from Tho-
gaine Treatment - Patient Informed Consent Form’, Portugal, 2018

Your heart, Mom, 2019, ink and watercolor on paper 56x76cm
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Haim had to undergo preliminary medical tests, especially heart tests, to ensure he
was physically fit enough to survive the treatment. Usually, the patient undergoes
the treatment alone. But my brother speaks no English. He needed a translator. I
went with him to the treatment center in Portugal.

When we were there, in the beautiful countryside, surrounded by professional and
devoted people, my brother was asked to sign a contract headed Your Commit-
ment to Return. The two paragraphs explain that Iboga takes you deep inside
yourself, and also outside yourself. You might meet the dead; you might receive an
invitation. But it is important to remember that you are loved and needed here,
and your departure would be very distressing for your loved ones. Commit to re-
turn.

I translated and my brother agreed. He was afraid, but he was not more afraid of
death than he was of the life he was trapped in. He could not sign his name in
English. So, I signed for him.

A Day that Lasts an Eternity — Ibogaine Treatment

The opposite of addiction is not sobriety; the opposite of addic-
tion 1s connection. (Hari, 2015).

The night before the treatment, Haim suffered from withdrawal pains. He didn’t
want to participate in the ceremony that was being held for him, an intention set-
ting ceremony. We sat without him, together with the healers and others who had
completed treatment and read the intention Haim had written on a piece of pa-
per. The healer conducting the ceremony asked for the forces of nature to be help-
ful and present during the treatment, which was to begin the next morning. I was
anxious and tense.

The morning came. We gathered round Haim, praying for him like a tiny tribe,
full of healing intention and focus. He burst into tears; then suddenly grabbed the
Ibogaine capsules and swallowed them.

He was monitored for 36 hours. I prayed silently and held his hand, let go, held it
again.

I watched the heart monitor, willing the rate not to drop. When it did, I prayed
harder.

I could witness Haim passing through the three phases that had been outlined in
the guidebook. At first, he was fitful, complaining of feeling hot, then cold, mum-
bling, incoherent. Crying, then laughing. He asked for water several times. Then,
after a few hours, he became quiet. This quiet lasted a long time. In fact, it was
only a day after the ibogaine wore off that he began to talk again. This is the third
and last phase, a period of time where the visual effects start to subside and people
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remain awake, often reviewing the experience. A return to normal consciousness
occurs over time with some remaining stimulation.

As a rule, whatever we don’t deal with in our lives, we pass on to
our children. Our unfinished emotional business becomes theirs.
Children swim in their parents’ unconscious like fish swim in the
sea (Maté 2008, 253).

Haim, the therapist and I, as his translator, met for the integrative part of the ses-
sion — understanding and reviewing what had passed; this is crucial, as Ibogaine
not only eases withdrawal symptoms and suppresses the craving for the addictive
drug, it also supplies insight into the roots of the need on which the addiction
feeds.
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Haim remembered meeting our grandmother, and our great grandmother. Then
my mother appeared, only to turn into a wolf who seemed about to devour him.
Haim always thought the roots of his terror, and the roots of his addiction, were to
be found in the war. But he had no visions of the war — he found a more primal
terror, himself as a young child; faced with an unsafe mother, afraid, looking for a
way to disappear, to dissociate. He remembered things long buried — among them
that his first use of opiates had not been in the Army, but that when he was four-
teen, he had taken Afyun, a kind of local opium, in Acco.

Iboga has been used for thousands of years to assist in profound spiritual growth
and deep introspection, and to regain connection to the tribe (Taub 2015).

‘Mother of Opium’ is the name of a new artwork that I have been working on this
past year or so.

‘I met Mom, but only for a second, because she immediately turned info a frightening
wolf.” Haim Mezamer, after the Iboga freatment, 2018, Ink and watercolor on burnt paper.

The work includes about twenty interviews with opiate addicts in Israel and the
West Bank, together with drawings, photographs and a visual research archive.
The name comes from the ancient rituals depicted in pottery of the Poppy God-
dess, found in the area of Crete, dating back to the Bronze Age (1300 BCE). The
earliest use of opiates for ritual and medicinal purposes is found here, in what 1is
today Northern Israel, Lebanon and the Middle East (Carod-Artal, 2013). The
first of my interviewees 1s Haim, my brother. In Hebrew, Haim means life.
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My brother still sits nervously at the table. His leg still vibrates with pent up ener-
gy. He still smokes and does cocaine on a more or less regular basis. But he has
gained weight. He has a job. He is no longer addicted to heroin.
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He has a new tattoo. It reads Ha’tikkun Ha’ishi- Iboga. Tikkun is often translated
as repair. But in Jewish religious tradition it has a wide range of meanings- to im-
prove, repair, set up, or even just to imbue something with special intention. The
highest meaning of the word refers to setting a thing right — especially — the soul.
To restore the soul to its proper, undamaged state. I cannot think of a word that
suffices in English.

So, my brother’s tattoo reads — The personal Tikkun-Iboga.

My brother has redefined his role — he is the one who has located, and reconnect-
ed to the roots — for himself, and for our family.

Author Bio
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