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Abstract

This study explored the process of completing a private-for-profit medically-assisted 

treatment (MAT) program which treats opioid use disorder in a semi-rural community in Alaska. 

The goal of the study was to answer two broad research questions: (a) did patients get better 

during the medically-assisted treatment program, and (b) what characterized patient experiences 

participating in the MAT program? Limited research has been conducted to understand patient 

experiences of completing medically-assisted treatment in small communities and how various 

factors may impact treatment outcomes and recovery trajectories. To achieve this goal, a mixed 

methods case study approach was conducted to evaluate changes in symptom distress and 

characterize the experience of patients who participated in the program. Three Phases were 

implemented. Phase I involved archival data analysis of a 22 patient dataset was conducted to 

assess pre-post treatment outcomes. In Phase II three participants were interviewed who initiated 

in the program to explore patient treatment themes. Phase III involved co-interpretation of 

preliminary findings MAT program providers to synthesize findings and gain insights into 

systemic factors that may have impacted participant experiences. The three-phase research study 

revealed three major findings. First, MAT patient program completers in our sample who 

utilized buprenorphine/naloxone in conjunction with counseling experienced a statistically 

significant reduction in psychological distress with a large observed effect size (Phase I). 

Second, themes that emerged from semi-structured interviews suggest motivation and treatment 

process factors play an important role in treatment success (Phase II). Finally, community 

stakeholders on the provider treatment team were consulted to more deeply understand why it is 

important to assess patient needs and co-interpret key study findings (Phase III).
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Chapter 1: Introduction

This chapter outlines the background and context for the inception and completion of a 

case study that describes a specific addiction treatment program in a semi-rural Alaskan 

community. A single case study embedded design was utilized to conceptualize the specific 

treatment program in response to administrative and recruitment barriers encountered while 

implementing an initially proposed sequential explanatory mixed methods design. The chapter 

then proceeds to frame the problem being investigated, followed by the purpose and a review of 

the specific research questions investigated. Finally, the significance of the study is covered 

along with a thesis outline.

1.1 Background

Substance abuse is a pervasive health problem in the U.S. (Ericson, 2001; McLellan,

Lewis, O'Brien, & Klebler, 2000; U.S. Department of Health and Human Services [HHS], 

2000). In particular, opioid misuse is currently deemed a national epidemic (U.S. Centers for 

Disease Control and Prevention [CDC], 2016) with overdose deaths being the current leading 

cause of injury death in the U.S. (HHS, 2016; for the purposes of this study opiates will be 

referred to under the larger family of opioids). Since 2002 national overdose death rates related 

to opioid use has risen from approximately 10 thousand cases to 49 thousand cases in 2017 

(CDC, 2018). The prevalence of opioid overdose rates in 2016 (19.8 per 100,000) has increased 

significantly, tripling the levels reported in 1999 (6.1 per 100,000; Hedegaard, Warner, & 

Minino, 2017). Illicit opioid use has greatly increased in recent years, contributing to personal, 

social, and economic problems (Substance Abuse and Mental Health Services Administration 

[SAMSHA], 2019). One treatment approach for opioid use disorder is medically-assisted 

treatment (MAT) such as buprenorphine and methadone, although MAT has not been utilized to 
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the same extent as other modalities, only attaining a two percent increase in admissions from 

2001 to 2009 (SAMHSA, 2012a).

A 2010 National Survey on Substance Use and Health estimates that 8.9 million people 

aged 12 or older use illicit drugs, including 4.9 million pain reliever abusers (SAMHSA, 2012b). 

Opioid prescription drug abuse and overdose rates are also on the rise (American Society of 

Addiction Medicine [ASAM], 2016; HHS, 2013). In concert with these findings, analysis of the 

Treatment Episode Data Set (TEDS) indicates a seven percent increase in admissions for opioid 

substance use disorder treatment for people aged 12 and older from 2001 to 2011 (SAMHSA, 

2012a). These findings indicate growth in opioid misuse over the past decade, thus, increasing 

the need for addiction treatment that has been underutilized to address this costly and complex 

problem of substance abuse for communities across America.

Drug use is an especially noteworthy problem in the state of Alaska, which consistently 

ranks among the top 10 states in terms of illicit drug dependence (SAMHSA, 2008). Recent 

reports indicate that approximately 14 percent of Alaskans aged 12 or older indicate using illicit 

drugs (Alaska Mental Health Trust Authority, 2013). Alaska has seen a rise in opioid drug 

overdoses rising approximately 77 percent between 2010 and 2017 in Alaska (Alaska 

Department of Health and Social Services [ADHSS], 2018) with heroine-associated overdose 

death rates being 50 percent higher than the national rate and the prescription opioid overdose 

death rate being twice the national rate in 2012 (ADHSS, 2017a). More recently, State data has 

demonstrated that opioid overdose rates are comparable to national trends with 12.5 deaths per 

100,000 persons locally, compared to 13.3 deaths per 100,000 persons nationally (ADHSS, 

2018). Further, Alaska data also indicate the opioid overdose death rates are the highest since 

2009, representing a quadruple increase from 2005 rates (ADHSS, 2017b). The rapidly rising 
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rates of opioid use and the harm associated with nonmedical prescription opioid use compound 

already present unmet needs of Alaskans who would benefit from behavioral health services. 

Notably, the unmet treatment needs of Alaskans with drug dependence have consistently been 

above the national average (SAMHSA, 2008).

It is widely understood that treatment is needed for those experiencing a substance use 

disorder [SUD] to reduce the consequences of use. However, there is debate regarding how best 

approach treatment. According to the National Institute of Drug Abuse (NIDA, 2016), addiction 

is complex. Although it starts with voluntarily ingesting drugs, over time an individual's ability 

to choose to abstain from taking drugs is compromised and can lead to prolonged use despite 

biopsychosocial consequences. Harm reduction approaches to limit consequences associated 

with opioid use include primary prevention, increasing access to effective treatment, and the use 

of MAT including opioid replacement therapy. Opioid replacement therapy options include 

prescribed heroin, buprenorphine, and methadone and help by targeting the same receptor sites in 

the brain. Domestically, U.S. policy has focused on the ‘War on Drugs' to eradicate drug use, 

and thus, does not generally support harm reduction approaches due to social, moral, and legal 

reasons and attitudes towards addiction (Strathdee & Vlahov, 2001). This is concerning, as harm 

reduction has been demonstrated to be cost effective and efficacious across diverse populations 

(Logan & Marlatt, 2010).

Increasingly, research supports harm reduction for opioid addiction (Bonhomme, Shim, 

Gooden, Tyus, & Rust, 2012; Gibson et al., 2008; Perry et al., 2013). Based on accumulating 

evidence demonstrating harm reduction effectiveness, individual U.S. states are funding needle 

exchange and opioid replacement therapy programs (Office of National Drug Control Policy, 

2014). In terms of harm reduction, currently there are only two methadone clinics in Alaska - one 
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in Anchorage and the other in Fairbanks (SAMHSA, 2017) and six agencies that prescribe 

buprenorphine, three in the Anchorage metropolitan area, one in the Homer area, one in Juneau, 

and one in Kodiak (SAMHSA, 2017), to serve a state with the largest U.S. geographical area 

(586,412 square miles). Notably, in comparison, the smallest U.S. state, Rhode Island (1,212 

square miles), has four methadone clinics and three agencies that prescribe buprenorphine 

(SAMHSA, 2017). The current treatment offerings in Alaska echo national trends that pose 

MAT barriers to rural patients including limited availability and access (Hart, Larson, & Lishner, 

2005). In Fairbanks, Alaska (a semi-rural town with a population of approximately 32,000), there 

is only one methadone program and no buprenorphine program available in Alaska's Interior 

region. To provide evidence regarding the need and effectiveness for MAT program access, 

more research is warranted. Particularly important is to explore MAT practices in communities 

that are rural and semi-rural, with regard to evaluating treatment outcomes to identify patients 

who would most benefit from this MAT modality, and to better understand barriers and 

facilitators to MAT treatment.

1.2 Context

This study originally consisted of a community-based provider and university partnership to 

evaluate an addiction treatment program in Fairbanks, Alaska. The university-provider 

partnership developed over the course of several months with the researcher working with the 

clinical director of an addiction treatment center that was piloting a new psychosocial treatment 

modality in collaboration with a local prescriber of buprenorphine/naloxone to treat opioid use 

disorder (OUD). The protocol for the treatment program was co-developed between the 

researcher who served as a clinical practicum student and the addiction center clinical director as 

an alternative to abstinence only programming. This study evolved from mutual objectives which 

4



included the evaluation of the treatment program to disseminate knowledge to other Alaskan 

providers and understanding patient perspectives of the modality. A mixed method multiphase 

sequential explanatory mode of inquiry was approved by university faculty supervising the study 

to examine addiction through patient experiences to gain a phenomenological understanding of 

the medically-assisted treatment (MAT) program. The MAT program incorporated a harm 

reduction approach in treating opioid use disorder and was only one of two programs of this 

category in Fairbanks at the time of the study (the other was a methadone program that had 

extremely limited enrollment limits). The goal of the study was to answer two broad research 

questions: (1) did patients get better during the MAT program, and (2) what characterized patient 

accounts of going through this MAT program? During the course of Phase I (quantitative data 

collection) several administrative decisions occurred that resulted in the closure of the MAT 

program. In lieu of the original sequential-explanatory design, modifications to the study were 

adopted to analyze the archival data from the MAT program.

To achieve this goal, a descriptive case study design with embedded units of analysis was 

adopted to describe the context and outcomes of the specific case (the Fairbanks MAT program). 

The context for this research focuses on the treatment of opioid use disorder using 

buprenorphine/naloxone as a medically-assisted treatment approach in Alaska. The case study is 

of a MAT program at Turning Point Counseling in Fairbanks, Alaska working with a prescribing 

physician at a local primary care clinic to explore psychosocial treatment outcomes and the 

experiential process of engaging in this therapeutic modality. The embedded units of analysis are 

as follows: Phase I — pre-post analyses of quantitative measures of psychosocial distress and 

motivation to change, and Phase II — analyses of themes using the American Psychiatric 

Association Cultural Formulation Interview with two-treatment completers and one non
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completer to understand patient perspectives on program components and clinical decision

making. Phase III then consisted of a triangulation process by which results were presented to 

treatment providers from Turning Point Counseling via a facilitated discussion to obtaining 

feedback to compare and contrast findings with their experiences as clinical providers and 

retrospective views about participants.

1.3 Purpose

The current study pursued previously unexplored knowledge concerning recovery 

experiences related to approaching buprenorphine and naloxone (Suboxone®) in combination 

with psychotherapy within a semi-rural Alaskan community. The purpose of the study was to 

examine group changes for treatment completers from a MAT pilot program and explore the 

experiences of individuals who initiated the program. This knowledge could help to refine and 

inform the development and evaluation of other addiction treatment programs and clinical 

implications may be useful for generating questions related to MAT engagement and completion 

in Alaskan communities by sharing the specifics of one program. More specifically, the current 

study sought to describe treatment outcomes and to better understand patient perspectives of the 

Turning Point Counseling Services MAT using a mixed methods single case study design with 

multiple units of analysis. Describing both the group functional recovery changes, predictors of 

treatment, and contextual factors associated with treatment outcomes through individual patient 

experiences will add to the literature focused on buprenorphine outpatient harm reduction 

program development in rural Alaska. It will be especially valuable to local policy makers and 

clinicians serving similar populations.

6



1.4 Turning Point MAT Program

1.4.1 Program Philosophy

The MAT program at Turning Point Counseling Services and outcome measures used by 

the program were inspired by the Recovery Equation. The Recovery Equation (see Figure 1) was 

codified to describe the importance of developing intrinsic motivation to change (reasons to 

change), relapse prevention training (method to change), and freedom to change (choice 

awareness training) to sustain change in recovery (Somov, 2008).

Figure 1. Recovery Equation Model

The Turning Point Counseling Services manual given to patients in the program 

presented the Recovery Equation as follows to explain treatment process goals and to 

contextualize the use of Suboxone®:

Freedom to change involves a deepening awareness of the consequences of addiction 

(both positive and negative) and speaks to an individual's ability to recognize they have 

choices in life and in treatment. Some people with severe dependence on opioids may not 

have the freedom to change yet, and the choice to take Suboxone® can assist them to 

achieve this freedom. Reason to change is important, as the consequences of one's 

actions may not be enough to facilitate change. Working with the client's ambivalence is 

key to bringing about change. Change talk is advanced through the use of values 

exploration and involves goal setting based on meeting clients where they are at to reduce 

consequences of use and improve health and well-being. Method to change (which 
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involves the mastery of change-specific skills such as craving control or emotional self

regulation) serves to predict the successful maintenance of change once it has been 

endeavored but only if the person remains aware of the choice to utilize the skills 

whenever necessary.

1.4.2 Program Structure

The Turning Point Counseling Services MAT program focused on four goals comprising 

education, relapse prevention, building a support system, and dealing with emotional issues. The 

education component focused on relaying the benefits and side effects of Suboxone®, including 

how it works and relapse/recovery within a biopsychosocial model of addiction. Relapse 

prevention involved developing meta-cognitive skills including craving control, thinking errors, 

and a practice component comprising self-soothing techniques, exposure, metaphor activities, 

mindfulness, discussion regarding high-risk situations, and developing a recovery roadmap. 

Building a support system involved identifying important people in the individual's life, desires, 

personal goals, and value-driven decision-making. Lastly, dealing with emotional issues entailed 

emotion regulation activities and stress management.

1.4.3 Implementation of Program

The MAT program combined the use of Suboxone® (buprenorphine-naloxone 

formulation) medication with outpatient behavioral health counseling as described above. The 

mission of the program was to reduce illicit opioid use to help facilitate functional recovery. The 

staff at Turning Point Counseling Services (clinicians and administrators) worked closely with a 

local primary care physician certified to prescribe buprenorphine per the following rules and 

process:

8



• Patients directly contacted Turning Point Counseling Services regarding the MAT 

program;

• Patients were connected with the prescribing physician as they started counseling;

• Buprenorphine treatment was initiated with standard protocols in the physician's 

outpatient clinic and typically consisted of a 4mg induction at the initial office visit 

slowly increasing to a full dosage of 8mg twice a day;

• Buprenorphine prescriptions were supplied for seven days, and refills were made each 

week by the patient's physician contingent upon treatment compliance (weekly visits to 

the physician's office, MAT program attendance, and a negative illicit opioid urinary 

analysis). Patients who failed to meet these criteria were not given buprenorphine for 

seven days. However, they were still required to attend counseling. The program 

developers considered the program to be harm reduction and not abstinence-based due to 

the replacement nature of the medication and allowed patient use of other drugs (e.g., 

marijuana) while in treatment. The prescribing physician withheld buprenorphine at his 

discretion if other opioids were detected in weekly urinary analysis due to safety and 

diversion concerns.

Individuals enrolled in the MAT program were required to commit a total of 150 minutes 

per week to counseling during the 10-week program. After completing the initial 10-week 

program, patients participated in a weekly and monthly continuing care therapy group. The 

counseling component consisted of an initial assessment followed by weekly individual therapy 

(45-60 minutes) and group therapy (approximately 105 minutes with an additional 15-minute 

break). Individual psychotherapy focused on the specific barriers to and facilitators of recovery 

experienced by each patient, while group therapy was semi-structured and focused on a pre
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determined theme each week (see Table 1 below for a list of weekly topics). Group therapy 

opened each week with a meditation, progressive relaxation, or a mindfulness intervention (15 

minutes), followed by a process group (45 minutes) and psycho education (45 minutes). The 

group therapy process and individual sessions fit the program recovery equation model by 

emphasizing the freedom to change as a primary tenant, acknowledging the role emotions play in 

addiction, and stressing that Suboxone® is a means to facilitate freedom to make healthier 

choices. Specific topics covered in group therapy are listed by week in Table 1.

Group Therapy Topics by Week

Table 1

Week Topic
1 Introduction to the program
2 The biopsychosocial model of addiction
3 Harm reduction and values exploration
4 Goal setting and recovery road map
5 Learning to cope with emotions
6 Identify triggers and relapse prevention
7 Stress management
8 Urge surfing
9 Cognitive distortions
10 Mindfulness

1.4.4 Research integrity and Reflexivity

Research integrity is a key element of any project seeking to gain knowledge through 

human subjects research. Angel R. Vasquez served as the principal investigator, completing the 

current study in partial fulfillment of dissertation requirements for the doctorate of philosophy 

degree in clinical-community psychology. Vasquez previously worked as a substance abuse 

counselor and completed doctoral level practica in addiction treatment, and has engaged in 
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substance abuse research with diverse populations. These experiences informed the investigation 

approach and the worldview by which data were interpreted. This research was also influenced 

by a pragmatic philosophical approach to mixed-methods research to resolve innate 

epistemological challenges discussed by Bishop (2015) regarding post-positivist and 

constructivist frameworks. Post-positivism is a philosophical worldview that presupposes 

humans to be biased creatures. Although the existence of one reality is acknowledged, it is 

necessary to use multiple methods to approximate a picture of truth within a context (Cooper, 

1997). Constructionism is a philosophy based on the existence of multiple truths that are 

inextricably tied to social contextual factors, such as language. As such, understanding is a 

cultural endeavor that is only understood through multiple individual perspectives (Walker, 

2015). This observational case study is seeking to understand the experiences of individuals 

seeking MAT in one program to discover contextual factors that may inform policy, as well as 

the program development and evaluation of similar programs.

The study was guided by a university dissertation committee chaired by faculty Kendra 

Campbell, Ph.D., and co-chaired by Ellen Lopez, M.P.H., Ph.D. The committee also includes 

Vivian Gonzalez, Ph.D., an expert in addiction practice and research and Valerie Gifford, Ph.D., 

an expert in the provision of behavioral health services in rural communities. The study received 

approval from the University of Alaska Institutional Review Board for human subjects research. 

All data were stored on a secured server, on password-protected computers, and behind locked 

doors. Raw data were stored electronically. Oral consent from Phase II participants was obtained 

before completing phone interviews. Participants were assigned identification numbers to 

maintain confidentiality. Interview recordings were transcribed by a professional transcription 

service. Audio files were de-identified before beginning the transcription process by editing 
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audio files to delete sections containing names and other identifying information. The following 

sections describe each Phase of the research study in terms of participant eligibility, recruitment, 

data collection procedures, and data analysis and management.

1.5 Design & Analyses

This single case study was structured to reflect multiple units of analysis to evaluate the 

MAT program multiple standpoints. This process included the generation of research questions 

for two units of analysis with subsequent sub units. Phase I research questions focused on a 

desire to understand group changes for treatment completers while Phase II focused on 

individual treatment experiences and understanding the recovery process of individuals who 

initiated treatment inclusive of treatment completers and non-completers. Phase III consisted of a 

facilitate discussion with treatment providers from the Turning Point MAT program to solicit 

their interpretations of the findings from earlier phases and help to consolidate the results 

through triangulation.

1.5.1. Phase I: Unit Analyses Exploring Treatment Completer Changes

Phase I included a group unit of analysis based on archival data from 22 patient health 

records. Motivation at treatment entry length of stay were proposed to be important predictors of 

treatment outcomes. Changes in functional recovery (psychological distress) were also examined 

over time using pre- and post-treatment measures. Research questions and hypotheses were as 

follows:

1) Did participation in the MAT program significantly reduce psychological distress from 

treatment entry to discharge?
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Hypothesis 1: Participants from the MAT program will demonstrate a statistically 

significant reduction in psychological distress from treatment entry to treatment discharge 

and a clinically reliable change reduction.

2) Are higher motivation to change scores at treatment entry associated with lower symptom 

distress at discharge?

Hypothesis 2: Greater University Rhode Island Change Assessment Scale (URICA) 

readiness scores at treatment entry will be negatively correlated with client distress as 

measured by the Outcome Questionnaire (OQ-45) measured at discharge.

3) Is greater time in treatment associated with lower symptom distress at discharge?

Hypothesis 3: A negative association will exist between total number of days in treatment 

and OQ-45 total discharge scores.

The aim of Phase I was to understand the experiences of individuals enrolled in the

Turning Point Counseling Services MAT program. These research questions aimed to describe 

motivation to change at treatment entry and psychosocial functioning changes over the course of 

treatment. In addition, changes in symptom distress, interpersonal relationships, and social role 

from treatment entry to treatment discharge were analyzed to elucidate treatment effectiveness. 

Phase I research questions were important to building a foundational understanding of factors 

affecting patient functional recovery from opioid use disorder.

1.5.2 Phase II: Unit Analyses Exploring Individual Differences

Follow-up semi-structured telephone interviews were conducted with three patients who 

participated in the MAT program to better understand their experiences in the program, to 

describe their addiction, to identify barriers and facilitators to treatment, and to provide 

suggestions for improving care. Research questions were as follows:
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1) What characterizes patients' experiences of recovery in this MAT program?

2) What are the cultural explanatory models of addiction represented by those who 

participated in the MAT program?

3) What were some barriers and facilitators in the recovery process as it related to the MAT 

program?

4) What would improve this type of harm reduction program in Alaska?

The aim sought in Phase II was to gain insight into the patients' experiential processes of 

going through the Turning Point MAT program. To understand patients' perspectives, it was 

essential to inquire about their thoughts on the causes of addiction, elements of the program that 

were most helpful, and the roadblocks they experienced to recovery. These reflections allowed 

the participants to process the role that addiction has had (and may continue to have) in their 

lives. For this reason, patient feedback was also solicited about how similar programs could 

improve to address Alaska-based needs. Phase II was conducted from a constructivist standpoint 

(Bishop, 2015), a paradigm that acknowledges multiple truths in the interpretation of knowledge.

1.5.3 Phase III: Provider Feedback

Findings from Phases I and II were shared and discussed with two providers from the 

Turning Point Counseling Services MAT program to co-interpret results. The process of 

conducting telephone interviews and soliciting feedback from providers in the Turning Point 

Counseling Services MAT program further helped elucidate the contextual factors occurring 

during treatment that may have influenced patient success and perspectives. Themes that 

emerged during Phase III (that were not captured by Phases I and II) and inconsistencies or gaps 

in information regarding Phase I and Phase II data were discussed. Synthesized results are 

presented at the end of Chapter 4 and integrated into Chapter 5 as pertinent to the discussion.
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1.6 Significance of Study

This study begins to address a gap in the substance abuse literature related to the 

development and evaluation of MAT programs that promote behavioral change and are culturally 

responsive to patient needs. This was achieved through exploring a real world case with multiple 

data points to generate increased understanding of how to improve the structure and delivery of 

clinical services, and lessons learned from the program. This study provides patient narratives 

regarding the perceived importance of various treatment elements, barriers, and facilitators, and 

offers recommendations for new and improved programing.

1.7 Research Outline

The doctoral research presented in this document unfolds within seven chapters and is 

outlined as follows. Chapter one provided an introduction to the background, context, and briefly 

summarizes the method along with the research questions pursued. Chapter two reviews relevant 

literature as a basis for conceiving this study and identifies the research gaps to be addressed. 

Chapter three contains an expanded description of the methodology and philosophical 

underpinnings driving the research as well as a review of the research Phases and data analysis 

procedures used. Chapter four presents the outcomes of the first unit of analysis involving 

evaluation of the group treatment completers and primary predictors of treatment outcomes. 

Chapter five presents the results from the second unit of analysis which are composed of 

individual experiences of those who initiated treatment in the MAT program including the 

perspectives of completers and non-completers. The focus of chapter six is a comprehensive and 

integrative synthesis of the two units of analysis addressing the research questions and subunit 

themes as co-interpreted with Phase III providers. Chapter seven summarizes the case study
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findings, contributions to the literature, reviews study strengths and limitations, as well as 

implications for clinical practice, research/evaluation, and law makers.

The subsequent chapter comprises a literature review and examines relevant knowledge 

about addiction, medically-assisted treatment, and gaps in research that are addressed by the 

current study.
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Chapter 2: Literature Review

2.1 Opioid Use Disorder

This chapter offers an overview of opioid use disorder and seminal treatment approaches. 

It provides an overview of the current literature related to substance use disorders, prevalence of 

these disorders, and the burden of illness to those who are impacted.

2.1.1 Defining Opioid Use Disorder

Drug addiction is a chronic relapsing disorder in which compulsive use of substances 

continues despite experiencing negative consequences (Koob & Volkow, 2010). Substance abuse 

and substance dependence are terms that correspond the DSM-IV diagnoses (American 

Psychiatric Association, 2000; APA). The terms have been used interchangeably in reference to 

substance addiction. Substance abuse is a diagnostic term used to describe a set of specific 

maladaptive behaviors and consequences associated with substance use (i.e., clinical impairment 

or distress within a 12-month period) while substance dependence refers to symptoms related to 

physiological dependence (i.e., increased tolerance, withdrawal, increased amounts/period than 

intended, and desire to cut-down or failed attempts to quit). Colloquially individuals who are 

actively using as well as those in recovery use these terms interchangeably with addiction and a 

variety of drug culture vernacular. This current study focused exclusively on opioid use disorder. 

The most recent version of the American Psychiatric Association Diagnostic and Statistical 

Manual (DSM-5) of Mental Disorders (2013) has re-conceptualized substance disorders into a 

single diagnosis continuum, now called substance use disorder (SUD) with diagnoses linked to 

specific drugs of abuse:

The essential feature of a substance use disorder is a cluster of cognitive, behavioral, and 

physiological symptoms indicating that the individual continues using the substance 
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despite significant substance-related problems.. .An important characteristic of substance 

use disorders is an underlying change in brain circuits that may persist beyond 

detoxification, particularly in individuals with severe disorders. The behavioral effects of 

these brain changes may be exhibited in the repeated relapses and intense drug craving 

when the individuals are exposed to drug-related stimuli (pp. 483).

More specifically, opioid use disorder is defined as developing a problematic pattern of 

opioid use that has led to impairment or distress as evidenced by at least two of the following 

symptoms within the past 12-months: increased tolerance; spending a great deal of time 

obtaining, consuming, or recovering from the substance effects; expressing a persistent desire to 

reduce use; reporting relapse or failed attempts at discontinuing use; and physical withdrawals 

that occurs with substantial reduction in use (APA, 2013).

2.1.2 Opioid Use Initiation

Initiation into opioid addiction varies by individual. Some individuals begin their 

addiction with heroin use while others acquire opioid medications illicitly. Others start by taking 

a pain reliever to manage acute or chronic pain and become addicted. In 2012, there were more 

individuals who reported initiating heroin use during the past 12 months than reported rates of 

initiation during 2002 through 2005, 2007, and 2009 (SAMHSA, 2013). Taken together, these 

trends suggest that opioid misuse is on the rise. Additionally, approximately 6.8 million people 

aged 12 or older reported being current nonmedical pain reliever users (SAMHSA, 2013).

It is important to note that opioid pain relievers are highly addictive and there have been 

systemic influencers that have prompted an opioid epidemic. Prescription opioid use has the 

potential to develop into nonmedical use and has been associated with a greater likelihood to use 

heroin (Muhuri, Gfroerer, & Davies, 2013). Many individuals initiated opioid use with 
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painkillers that were aggressively prescribed and marketed at the turn of the millennium. In 

2000, the Joint Commission on the Accreditation of Healthcare Organizations (JCAHO) released 

standards on treating pain, which prompted the aggressive use of opioids for both acute and 

chronic pain (Baker, 2017). The JCAHO contributed to the over prescription of pain medication 

and the greater opioid epidemic observed in the recent years. For example, although the amount 

of pain that Americans report has remained stable (Chang, Daubresse, Kruszewski, & Alexander, 

2014; Daubresse et al., 2013), the amount of prescription opioids sales in the U.S. have 

quadrupled in the last two decades (CDC, 2016). In addition, recent public health research has 

also suggested that there is a strong association between pharmaceutical industry marketing 

practices and opioid prescribing and mortality from overdoses (Hadland, Cerda, Li, Krieger, & 

Marshall, 2018).

Within defining opioid abuse, there remains a challenge in monitoring the scope of both 

licit and illicit use. One national survey observed that illicit prescription opioid rates had 

decreased from 59% to 41%, while heroin use rates have increased from 48% to 69% since 2011 

(American Association for the Treatment of Opioid Dependence, 2017). One possible 

explanation for the rise of heroin use is that the unintended consequences of overprescribing 

painkillers contributed to wide availability of prescription narcotics (e.g., personal prescriptions, 

obtaining from friends and family) and a backlash leading to heavier restrictions on licit sources 

of opioids, forcing some individuals to transition to illicit opioids including heroin (Cicero, Ellis, 

Surratt, & Kurtz, 2014; Jones, Mack, & Paulozzi, 2013; Lankenau et al., 2012; Muhuri et al., 

2013). Sources of opioid abuse prevalence include nonmedical pain reliever use and heroin 

consumption, admission rates for opioid SUDs treatment, and overdose deaths. For example, 

nonmedical opioid pain reliever and heroin consumption drug overdoses have increased 
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drastically over the last 35 years in the U.S. (Warner, Chen, Makuc, Anderson, & Minino, 2011). 

In 2015, 91 Americans died each day from either heroin or prescription opioid overdoses 

(Hedegaard et al., 2017). Drug overdose rates are currently the leading cause of accidental deaths 

in the U.S. (CDC, 2016). Approximately six out of 10 overdose deaths in the U.S. involve an 

opioid (Rudd, Seth, David, Scholl, 2016). As previously stated, this is in part due to more 

socially acceptable use of opioid pain relievers that can lead to heroin use when opioid 

medications are no longer available. For example, there was an observed rise in opioid drug 

overdose death rates from 30% in 1999 to approximately 60% in 2010 (CDC, 2013) accounting 

for more deaths than any other single drug category (Jones et al., 2013). Prescription 

medications, especially pain relievers (like morphine, oxycodone, fentanyl, tramadol) have 

increasingly contributed to these overdose rates (Paulozzi, Jones, Mack, & Rudd, 2011). The 

alarming rise in overdose rates presents a valuable indicator of the current, life-threatening 

problem associated with opioid misuse and of the need for treatment options for opioid misusers. 

It appears that mortality rates will continue to increase if recovery services are not accessible or 

treatment is not sought.

In addition, the Drug Abuse Warning Network (DAWN) public health surveillance 

system also captured nearly five million drug-related emergency department visits, of which 

approximately half were attributed to drug misuse or abuse (SAMHSA, 2013). Emergency room 

visits for prescription medication abuse increased 115% between 2004 and 2010 (SAMHSA, 

2013). Not all who are treated in an emergency room for drug use related episodes go on to seek 

SUDs treatment. Only an estimated quarter million patients seek detox or substance abuse 

treatment services (SAMHSA, 2011a). Based on these emergency department visits more 

services are needed for patients seeking detox from heroin (SAMHSA, 2013) and opioid 
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prescription drug abuse (Paulozzi, et al., 2011; SAMHSA, 2011b). More recent national 

surveillance data indicate that approximately 53.2%) people aged 12 or older were users of illicit 

drugs in 2018; the top two illicit drug used are marijuana (43.5 million) and prescription pain 

relievers (9.9 million; SAMHSA, 2019). More specifically, past year opioid misuse (defined as 

heroin or prescription pain reliever misuse) appears to affect 10.3 million people, of which the 

largest proportion is pain reliever misuse (SAMHSA, 2019).

Lastly, 18.9 million people in the U.S. indicated they felt they needed treatment but did 

not receive specialty substance abuse treatment (SAMHSA, 2019). Top reasons people did not 

receive the treatment they needed in the past year included ‘not ready to stop using' (38.4%) and 

no health care coverage/could not afford cost (32.5%). The reasons for not receiving treatment 

appear to be relate to perceived functional impacts of treatment and warrants further inquiry.

2.1.3 Sociocultural & Socioeconomic Consequences of Opioid Use

Nationally barriers for rural patients exist, including limited treatment availability and 

access to MAT (Hart et al., 2005; Hewell, Vasquez, & Rivkin, 2017). Keyes and colleagues has 

posited differences in sociocultural and socioeconomic factors that affect largely rural states such 

as Alaska via the following mechanisms (Keyes, Cerda, Brady, Havens, & Galea, 2014):

(1) greater opioid prescription in rural areas, creating availability from which 

illegal markets can arise;

(2) an out-migration of young adults;

(3) greater rural social and kinship network connections, which may facilitate 

drug diversion and distribution; and

(4) economic stressors that may create vulnerability to drug use more generally.
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Further of substance abuse is the deleterious sociocultural health consequences that 

significantly contributes to disease burden across the world. Drug use varies by country and 

region, however, higher rates of substance abuse has been associated with poorer health 

outcomes (e.g., unintentional injuries, HIV, and suicide) throughout the lifespan (Alcohol 

Collaborators, 2018). Substance abuse is a major public health concern and the problem not only 

encompasses an individual user's health and well-being, but consequences of use can impact 

society as a whole. Individuals who suffer from drug addiction often experience disruptions in 

physical, interpersonal, and intrapersonal well-being. This includes difficulties fulfilling social 

responsibilities and impulse control (Blanchard, Morgenstern, Morgan, Labouvie, & Bux, 2003), 

which can contribute to psychological distress.

In terms of the economic costs in the U.S., greater than $740 billion is lost every year to 

associated crime, lost work productivity, and health care related to alcohol, tobacco, and illicit 

drug use (National Institute on Drug Abuse, 2017). More specifically, the cost of illicit drugs 

use is approximately $193 billion while prescription opioids is estimated to be another $78.5 

billion (NIDA, 2017). Although substance abuse is a widespread problem and associated costs is 

great, less than two percent of federal and local government spending is devoted to substance 

abuse prevention and treatment (National Center on Addictions and Substance Abuse, 2009). 

The result is limited treatment availability and access for individuals seeking to be free from 

addiction.

2.1.4 Current Treatment Needs in Alaska

Nationally, from 2001 to 2011, a seven percent increase in admissions for opioid SUDs 

treatment (primarily abstinence-based programs) for people aged 12 and older was observed 

(SAMHSA, 2012a). Conversely, admission rates for MAT (harm reduction programs) for opioid 
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SUDs utilizing methadone or buprenorphine increased only two percent from 2001 to 2009 

(SAMHSA, 2012a). When broken down by specific opioids, heroin admission rates declined 

28% from 2001 to 2011, while other opioid treatment admission rates increased by eight percent 

(SAMHSA, 2012a). These admission rates may represent the decline in heroin use and increase 

in nonmedical pain reliever use. These trends may further illustrate the growing need for 

responsive treatments for prescription opioid misusers.

Opioid use is an especially noteworthy problem in the state of Alaska. For example, 

approximately 14% of Alaskans aged 12 or older reported using illicit drugs (Alaska Mental 

Health Trust Authority, 2013) and about 13.9 deaths per 100,000 persons have been observed to 

be associated with opioid overdoses (NIDA, 2017). The state consistently ranks among the top 

10 states in terms of illicit drug dependence (SAMHSA, 2008) resulting in a rise in opioid drug 

overdoses by approximately 55% between 1999 and 2010 (Alaska DHSS, 2018). In 2012, 

heroin-associated overdoses in Alaska were 50% greater than the national average (Alaska 

DHSS, 2016). The rapidly rising rates of opioid use, particularly heroin use, along with 

nonmedical prescription use, compounds the unmet needs of Alaskans who would benefit from 

behavioral health services given rural factors outlined by Keyes and colleagues (2014) and 

barriers to connecting those in need to a variety of services for substance abuse treatment. 

Notably, the continued unmet treatment needs of Alaskans with drug dependence which 

consistently registered above the national average (SAMHSA, 2008). One possibility is that 

providers who hold treatment beliefs or follow engrained institutional policies that do not align 

with patient goals may inhibit treatment engagement. Therefore, integrating a harm reduction 

approach with evidence-based interventions to facilitate treatment and engage individuals more 

broadly and effectively (Dutta, Wirtz, Baral, Beyrer, & Cleghorn, 2012) may be necessary.
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Moreover, treatment admission rates also serve as an indicator of a growing trend in 

opioid addiction. Currently, there are only a few inpatient or intensive outpatient options for 

opioid use disorder in Alaska and only a handful of harm reduction programs in the state exist 

(two methadone clinics and six buprenorphine prescribing agencies with limited services; 

SAMHSA, 2017). Therefore, more access to treatment is needed, especially access to MAT and 

approaches that reflect rural contextual factors.

2.2 Opioid Use Disorder Treatment Approaches

Individuals can enter treatment at any point in their addiction trajectory with varying 

needs. Due to the complexity of treating addiction there exists a continuum of care to match 

patient care with their severity treatment needs. Treatment approaches, such as abstinence-only 

or MAT, are the frameworks to selecting appropriate interventions and can impact delivery 

effectiveness. Assessment is crucial part of the process to determine placement 

recommendations. One method of determining appropriate treatment placement is the criteria 

proposed by the American Society of Addiction Medicine (ASAM) to help treatment providers 

match patients with the appropriate treatment level based on various factors including: 

intoxication/withdrawal potential, biomedical risks, psychosocial health, and readiness to 

change, relapse risk, and recovery/living environment.

The ASAM's multidimensional assessment leads to services that reflect a continuum of 

care. This range of services is meant to address severity of addiction with the least restrictive 

treatment possible. A list of ASAM service levels is provided below in Table 2 (Mee-Lee, 2012). 

For example, individuals who misuse substances but do not meet criteria for a SUD may benefit 

most from a .5 level of care. Those who need more structure and require 24-hour care with up to 

five hours of therapeutic services per week may enter at the low-intensity residential level, or 
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level 3.1. A traditional course of treatment for an individual with no acute medical needs may 

include abstinence-based outpatient services (level 1) or intensive outpatient treatment (level 2.1) 

and possible lifelong aftercare in a peer supported 12-step program of recovery (Mee-Lee, 

McLellan, & Miller, 2010). However, despite ASAM's guidance to match patients with 

appropriate care, most individuals who start treatment do not finish (SAMHSA, 2008). This is in 

part due to rigid abstinence-based program structures that may not support patient goals, such as 

minimizing consequences of use, the patient's lack of motivation to engage in these treatments, 

and provider beliefs that do not align with patient views (MacMaster, 2004).

Table 2
ASAM Continuum of Services

ASAM Level of Care Level Description
Early intervention .5 Risk assessment, education about the risks 

associated with drugs, and prevention
Outpatient services 1 Less than 9 hours/week of services for people 

meeting criteria for substance use disorder
Intensive outpatient 2.1 9 or more hours/week of services
Partial hospitalization 2.5 20 or more hours/week of service but not 

requiring 24-hour care
Low-intensity residential 3.1 24-hour care with available trained personnel 

with at least 5 hours/week of services
High-intensity residential 3.5 24-hour care with available trained personnel 

to stabilize patients (including imminent 
danger) with at least 20-35 hours/week of 
services

Medically-monitored intensive 
inpatient

3.7 24-hour nursing care with physician 
availability for significant problems. Services 
up to 16 hours per day

Medically-managed intensive 
inpatient

4 24-hour nursing care and daily physician care 
for severe, unstable problems and counseling 
available as needed to engage patient in 
treatment
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2.2.1 Addiction Model

The current study examined the experiences of individuals participating in an outpatient 

MAT harm reduction program, ASAM level 1 outpatient services, that integrated a pragmatic 

approach to reducing psychological distress and improving daily functioning. However, there are 

many schools of thought regarding effective treatment of substance abuse and specific treatment 

goals, ranging from abstinence to harm reduction toward minimizing consequences of use. In 

addition to placing individual in the most appropriate level of care, addiction treatment providers 

and programs may approach recovery based on disparate models and philosophical stances. For 

example, a basic treatment consideration such as goal setting may differ based on the 

philosophical or metamodel to treating addiction (e.g., abstinence-based versus harm reduction 

approaches). Further, treatment approaches range from viewing addiction as a moral failing to 

disease-based. For example, prior to the 1930s, the prevailing model to explain addiction was the 

moral model. The moral model hypothesizes addiction to be the result of a moral failing that 

stems from personality deficits and does not recognize biological or environmental aspects of 

addiction. In accordance with moral model philosophy, substance use is viewed as sinful with the 

primary solution being imprisonment or other penance (Marlatt & Witkiewitz, 2010). Whereas 

the disease model emphases the neuro-physiological processes that impact addiction. However, 

these models can overlap (e.g., abstinence-based disease model treatment programs or disease 

model harm reduction programs). Most programs tend to offer abstinence-based goals based on 

the conceptualization of addiction as a relapsing chronic disease, therefore moderation would be 

enabling maladaptive behaviors (Denning & Little, 2011; Leshner, 1997; National Institute on 

Drug Abuse, 2008). Previous research has indicated that treatment seekers vary on the 

prioritization of abstinence as the desired goal of recovery (Heather, Adamson, Raistrick, &
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Slegg, 2010; McKeganey, Morris, Neale, & Robertson, 2004). Therefore abstinence only 

alternative framework need to be explored, especially as it relates to goal-setting and generating 

patient driven goals which may include improving quality of life and overall functioning (e.g., 

social relationships, health, employment).

The following section reviews a few salient models of addiction and interconnected 

treatment metamodels including the abstinence-based metamodel, disease model, Minnesota 

model, relapse prevention model, and the harm reduction model in addition to the role of 

motivation, pharmacotherapies, and other factors important in addiction treatment outcomes.

2.2.2 Abstinence-Based Approach

Abstinence has been defined as an “intentional and consistent restraint from the 

pathological pursuit of reward and/or relief that involves the use of substances” (ASAM, 2013a, 

p. 2). Abstinence-based treatment philosophy focuses on total self-restraint from drug use to end 

the addiction cycle. Therefore, recovery involves “overcoming or managing one's disease(s) or 

symptoms—for example, abstaining from use of alcohol, illicit drugs, and non-prescribed 

medications if one has an addiction problem—and for everyone in recovery, making informed, 

healthy choices that support physical and emotional wellbeing” (SAMHSA, 2012c, p. 3). In the 

U.S., approximately 96% of all addiction treatments are abstinence-only programs (Lemanski, 

2001). This is indicative of the necessity for alternative modalities for individuals entering 

treatment, as this treatment model may not be compatible with all individuals seeking treatment. 

The following is a snapshot of abstinence-based recovery models; however, it is important to 

note that program philosophies vary widely and ASAM has acknowledged that MAT in 

substance abuse treatment can be consistent with both abstinence-based and harm reduction 

approaches (ASAM, 2013b).
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2.2.3 Disease Model

The disease model was developed in the 1930s and posits that addiction is a progressive 

illness that leads to death and can be controlled only through abstinence. The disease model of 

addiction places primary value on biological determinants of addiction that have broad 

applicability across treatment philosophies and is notable in both the abstinence and harm 

reduction philosophies. For example, under the harm reduction approach pharmacological 

treatments for symptom maintenance while other studies have used medications to transition 

individuals to abstinence (Mattick, Breen, Kimber, & Davoli, 2014). Research on the disease of 

addiction has explored the impact of drug use on human physiology and brain neurocircuitry 

pathways, especially pleasure-reward centers (Volkow & Li, 2005). For example, National 

Institute on Drug Abuse (NIDA) researchers Koob and Volkow (2010) describe addiction as a 

neurological disorder characterized by impulsivity and compulsiveness that emerges in three 

stages: 1) ingestion and intoxication, 2) physical withdrawal symptoms, and 3) cravings with 

reward areas of the brain (ventral tegmental area, dopaminergic system, amygdala, prefrontal 

cortex, and hippocampus) playing a substantial role. The addiction neuroscience literature has 

progressed during the last few decades with advances in imaging and medical technology leading 

to further exploration of molecular, genetic, and pharmacological causes of the addiction. The 

disease model has led some treatment providers (e.g., physicians, nurses, counselors, and other 

addiction specialists) to view addiction as a brain disease that impairs free will and compels drug 

users to continue using (Dackis & O'Brien, 2005). The disease model provides justification for 

offering SUDs treatment for all affected individuals instead of punishment for crimes (moral 

model) associated with use (Leshner, 1997).

28



One potential limitation of the disease model is that it centers responsibility for addiction 

in the brain. Substance abuse etiology research suggests that although a genetic predisposition 

exists there are additional vulnerabilities that can causes addiction including psychosocial (e.g., 

co-occurring mental health, trauma, personality traits, etc.) and contextual factors also play a 

role (NIDA, 2012). Kinderman (2014) argues that behavioral health services based on the 

disease model do a disservice to the complexity of the human experience by reducing 

explanations of behavior to neuron and synapse activity and purports that sources of distress are 

largely social and due to life circumstances. That is, the disease model has led to a focus on 

medical aspects of addiction at the expense of focusing on social issues (Dingel, Karkazis, & 

Koenig, 2011), which limits available treatment options. The disease model is often applied in 

medical settings where addiction is viewed as a chronic, progressive illness and attempts are 

made to reduce the stigma associated with addiction by highlighting the power of biology on 

behavior. For example, providers from this approach may overemphasize the role of genetics and 

neurophysiology at the expense of patient agency to change social relationships and behavior 

that is maladaptive and feeds into a relapse cycle.

2.2.3.1 Minnesota Model

One specific approach based on the disease model is the Minnesota model which 

emerged in the 1950s (Kurtz, 2002). The Minnesota model incorporates a chronic relapsing 

disease view of addiction with traditions rooted in Alcoholics Anonymous and Narcotics 

Anonymous philosophy (Boscarino, 1980; Gallon, Gabriel, & Knudsen, 2003; Libby, 2011; 

Plaut, 1967). Many traditional SUD treatment programs apply the Minnesota model (Allen & 

Litten, 1999; Boscarino, 1980; Futterman, Lorente, & Silverman, 2004; Marlatt, Blume, & Parks, 

2001; Moore, 1971; Moore & Buchanan, 1966; Peele, 1993; Plaut, 1967; White, 1998; White, 

29



Boyle, & Loveland, 2002; Yalisove, 1998) that facilitates twelve-step program participation 

(Hazelden Foundation, 2014; HF). Twelve-step organizations (e.g., Narcotics Anonymous, 

Cocaine Anonymous, Sexual Compulsives Anonymous, Workaholics Anonymous, 

Codependents Anonymous) are peer-based and promote mutual support while engaging in 12 

traditions (e.g., a personal recovery depends on unity, ultimate authority in God, and leaders 

trusted servants and do not govern) and 12 concepts (e.g., group conscience is spiritual, the 

structure of 12-step organizations are of service and never of government) that facilitate recovery 

(HF, 2014).

The Minnesota model was a paradigm shift away from the moral model of SUDs 

treatment that punished addiction (Marlatt & Witkiewitz, 2010). Based on a disease model, the 

Minnesota model theorizes that addiction is not merely a symptom of some other underlying 

disorder and should be treated as a primary condition (HF, 2014). Further, the Minnesota model 

holds that SUDs are illnesses, and as such, attempts to shame or punish individuals are not 

productive because people with SUDs suffer from a disease affecting them physically, mentally, 

and spiritually (HF, 2014). The Minnesota model was unique in that it emphasized psychosocial 

factors in describing addiction, postulating that mental and spiritual factors are as essential as 

biological causes of addiction. For example, the Minnesota model program is one of the most 

widely used 12-step inpatient models to treat addiction (Gallager, 2017) to educate patients about 

the disease model, utilizing individual and group therapy as well as peer-recovery to supplement 

treatment (Harrison & Asche, 2001). While this approach may work for many, it may alienate 

treatment seekers who are interested in moderation of substance use rather than abstinence.
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2.2.5 Relapse Prevention Model

The relapse prevention model places emphasis on psychosocial factors in treatment to 

maintain abstinence. Marlatt (1996a) first proposed a relapse prevention model for treating SUDs 

in 1981. This cognitive-behavioral approach seeks to address high-risk situations that are 

associated with the highest relapse rates, including negative emotional states, interpersonal 

conflict, and social pressure to return to substance use. For example, Marlatt's theory is 

predicated on the belief that developing an effective coping response in high-risk situations will 

decrease the probability of relapse. Similarly, learning to identify triggers and developing 

adaptive coping skills to increase effectiveness of dealing with high-risk situations over time will 

increase confidence and self-efficacy, leading to better outcomes. The relapse prevention model 

offers ongoing support and training during and after lapses (using drugs after a period of 

abstinence, marked by a return to abstinence) and while recovering from relapses (an extended 

period of substance abuse that does not immediately end with a return to abstinence) as an 

ongoing part of treatment (Marlatt, 1996a).

To summarize, abstinence-only models do work for many individuals suffering with 

addiction by sharing a common goal of eliminating drug use altogether. The abstinence 

orientation is a popular approach that is widely available for SUDs treatment; however, some 

individuals may desire treatment that allows for moderation of use.

2.2.6 Harm Reduction Model

Harm reduction has been broadly defined as policies, programs, and interventions that 

strive to reduce the consequences of use for people that actively use psychoactive drugs and are 

unable or unwilling to stop with practices that focus on prevention of harm rather than use 

(International Harm Reduction Association, 2010). Harm reduction is considered a non
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abstinence philosophy that gives credence to biological factors that influence the addiction 

process but also focuses on consequences of use and measures of health, social, and economic 

outcomes instead of eliminated drug consumption (Bellis, Hughes, & Lowey, 2002; Cheung, 

2000; Wodak, 1999). Many harm reduction programs have been evaluated and demonstrated to 

be effective for reducing substance use. For example, more than 20 years of research has 

demonstrated moderation as a treatment outcome can reduce consequences and support recovery 

from addiction (Arroyave & McKeown, 1979; Brownell, 1984; Chase, Salzberg, & Palotai, 

1984; Davies, 1962; Duckert, 1989; Goodyear, 1989; Heather & Robertson, 1981; Hersey, 2001; 

Miller, 1983; Miller & Caddy, 1977; Pertschuk, 1983; Roizen, 1987; Saladin & Santa Ana, 2004; 

Tobin, Delaney, & Doyle, 1993). Illicit drug use studies have also supported the use of 

moderation for cocaine, opioids, and cannabinoids (Erickson & Weber, 1994; Harding, 1984; 

Harrison, 1994; Heather & Robertson, 1981; Murphy, Reinarman, & Waldorf, 1989; Reinarman, 

Murphy, & Waldorf, 1994; Van Bilsen & Whitehead, 1994; Waldorf, Reinarman, & Murphy, 

1991; Zinberg, 1984). Decades of research on harm reduction for various substance use disorders 

have revealed that is a viable intervention. These bodies of research are especially important 

because they acknowledge that relapse commonly occurs (Hubbard, Craddock, & Anderson, 

2003; Zhang, Friedmann, & Gerstein, 2003), and that treatment models requiring abstinence as 

an immediate goal may be a barrier for some individuals (e.g., pretreatment abstinence and 

negative experiences with prior treatment; Redko, Rapp, & Carlson, 2007). For example, some 

individuals may choose not to get any treatment, as they are not ready to be abstinent, but may be 

willing to enter treatment if the goal were to reduce harm associated with use. Research indicates 

that many current users are not necessarily ready to accept abstinence (Larimer & Marlatt, 1990;
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Marlatt et al., 2001; McKeganey, Morris, Neale, & Robertson, 2004) and may express a desire 

for more subtle changes (e.g., reduced cravings, limited physiological withdrawal).

Harm reduction is a relatively new idea to the U.S. but has been aggressively 

implemented abroad. Before it was recognized in the U.S., harm reduction policy and practice 

was implemented by the Netherlands government in the 1970s (Marlatt & Roberts, 1998). Since 

then, Amsterdam has decriminalized cannabis and various other drugs, and needle exchange 

programs have been implemented as part of a national campaign to reduce the spread of illness 

and reduce consequences for intravenous drug users. These efforts have paid off as the 

Netherlands has the lowest rate of heroin injection in Europe (Global Commission on Drug 

Policy, 2011). In England, harm reduction drug policy enables physicians to prescribe 

methadone and heroin to patients to diminish the consequences of use (Tatarsky & Marlatt, 

2010). For example, the region of Meyerside, England, offers substance users opportunities to 

register with the Drug Dependency Service so they can access tertiary prevention services, 

including prescription heroin (Tatarsky & Marlatt, 2010). This effort has been shown to reduce 

criminal behavior associated with use and allows for greater functioning. Individuals are able to 

maintain employment, limit emergency room visits, and increase overall psychosocial 

functioning. Canada, Australia, and Switzerland have also taken steps to decriminalize drug use 

and provide opioid users with substitution medications and access to needle exchange programs 

(Tatarsky & Marlatt, 2010). Again, the effects have included decreased use and criminal activity 

(Global Commission on Drug Policy, 2011).

Harm reduction has its roots in the HIV movement of the 1980s (Berridge, 1993; 

Berridge, 1999; Hathaway, 2002; Inciardi & Harrison, 2000; Marlatt & Roberts, 1998; Riley & 

O'Hare, 2000; Tammi, 2004; Wodak, 1998) and was developed to reduce the spread of
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HIV/AIDS and other consequences related to intravenous drug use. Harm reduction is a public 

health approach to addressing substance abuse that can include MAT and non-pharmacological 

techniques (Erickson, 1995; Inciardi & Harrison, 2000; Lenton & Midford, 1996; Lenton & 

Single, 1998; Riley et al., 1999; Roche, Evans, & Stanton, 1997; Single, 1995; Strang, 1993; 

Tammi, 2004). Examples of harm reduction programs include nicotine replacement therapy 

(Stead, Perera, Bullen, Mant, & Lancaster, 2008), needle exchange programs (Davis, Burris, 

Kraut-Becher, Lynch, & Metzger, 2005), and opioid maintenance (Mattick, Breen, Kimber, & 

Davoli, 2009). Nicotine replacement as a harm reduction strategy includes a range of consumer

friendly options such as tablets, gum, lozenges, inhalers, and patches that research has 

demonstrated to approximately double cessation success in controlled placebo studies (Logan et 

al., 2010; Shiffman, 2007; Sweeney, Fant, Fagerstrom, McGovern, & Henningfield, 2001; West 

et al., 2001). Needle exchange programs have been shown to be effective in reducing use of dirty 

needles and overdose rates, and in increasing the likelihood of seeking detoxification and 

addiction treatments services (Wood, Tyndall, Zhang, Montaner, & Kerr, 2007) while also being 

cost effective (Wodak & Cooney, 2006). Similarly, multiple opioid maintenance therapies are 

available for reducing consequences of opioid addiction, including methadone and 

buprenorphine, which reduce illicit opioid use and improve psychosocial functioning (World 

Health Organization, 2004). Outreach programs also exist specifically for opioid users to connect 

with psychoeducation and various secondary and tertiary prevention programs located in 

hospitals, clinics, and jails to reduce health risks associated with drug use (Tatarsky & Marlatt, 

2010).

In the U.S., harm reduction is not only a specific set of interventions (some of which 

overlap with abstinence-based program techniques), but it is also a policy approach. A policy and 
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data analysis report conducted by the International Harm Reduction Association revealed a 

multiyear loss of funding for harm reduction programs globally (IHRA, 2014). Yet, in their 

review of 650 harm reduction studies, Ritter and Cameron (2006) demonstrated the effectiveness 

of harm reduction interventions for illicit drug use and provided evidence to support harm 

reduction as an overarching policy approach. The report discussed the public limited support for 

and controversy surrounding harm reduction interventions for tobacco and alcohol use; however, 

there also is sufficient evidence to support the effectiveness of harm reduction for illicit drug use. 

The report concluded that there is a need for further research to evaluate harm reduction for illicit 

drug use and current funding that impacts the availability of and barriers to adopting harm 

reduction programs (Ritter & Cameron, 2006).

The harm reduction approach is more flexible than abstinence-only treatment as barriers 

are reduced to improve quality of life allow patients to develop goals may not include reduced 

illicit use or abstinence and still improve treatment outcomes (Collins, Malone et al., 2012; 

Marlatt & Witkiewitz, 2010; Vallance et al., 2016). One possible avenue is to utilize the harm 

reduction approach to educate clients about the consequences of using and offer alternative 

choices related to lifestyle and personal values (Logan et al., 2010). Harm reduction treatment 

approaches do not necessitate abstinence as the ultimate treatment goal (Logan et al., 2010; 

Marlatt & Tapert, 1993). Harm reduction can incorporate abstinence as an aspirational goal as an 

option for patients who desire it. Harm reduction also encourages incremental changes over time 

that foster larger changes in lifestyle (such as needle exchange programs), which runs counter to 

abstinence-only approaches that encourage immediate and drastic changes (Logan et al., 2010). 

Harm reduction centers on a set of philosophical principles and practices, which include 

decreasing high-risk behaviors associated with use, focusing on moderation techniques, and 
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reducing consequences of use (Riley & O'Hare, 2000; Riley et al., 1999; Roche et al., 1997; 

Tammi, 2004; Wodak, 1998).

2.2.7 Motivation Approach

The role of motivation is an important component of the recovery process, and there is 

extensive literature supporting readiness and stages of change models in addiction treatment 

(DiClemente, Schlundt, & Gemmell, 2004). Research demonstrates that treatment retention 

remains a problem across most healthcare regimens. This is especially true for SUDs treatment 

(Baekeland & Lundwall, 1975; U.S. Surgeon General, 2016), where individuals who suffer from 

SUDs have particularly low treatment success rates. Notably, higher motivation at treatment 

entry is linked to greater treatment involvement and retention (De Leon, Melnick, & Kressel, 

1997; De Leon, Melnick, Kressel, & Jainchill, 1994; Heather, Wodak, & O'Hare, 1993; 

Prochaska, DiClemente, & Norcross, 1992) and has been associated with better treatment 

outcomes at discharge (Moos & King, 1997). As such, motivation theory can assist addiction 

treatment programs at the point of assessment, serving as an indicator for treatment placement 

needs. Understanding the key elements that promote motivation to change and, ultimately, 

support recovery, is a common goal for clinicians and researchers alike.

The transtheoretical model (TTM) of behavior change is helpful in examining patients' 

levels of readiness to engage in new behaviors by helping to identify interventions appropriate to 

their current levels of motivation related to their stages of change. The TTM of behavioral 

change is one of the most widely used theoretical models of motivation and is utilized for a range 

of health behaviors, such as diabetes management, smoking cessation, hypertension 

management, weight loss (Prochaska & DiClemente, 1982).
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Within the TTM, there are five stages of readiness to change including precontemplation, 

contemplation, preparation, action, and maintenance (Prochaska & DiClemente, 2004). 

Precontemplation is the stage in which an individual has no intention of changing his or her 

behavior. Individuals in this stage are usually unaware of their problems and are not planning to 

change their behavior within at least six months. Resistance to recognizing a problem is the 

hallmark of this stage (Prochaska, DiClemente, & Norcross, 1992). In the contemplation stage, 

the individual recognizes that they have a problem. Individuals in this stage consider changing 

their problem behavior within six months; however, they may be ambivalent about committing to 

a change (Prochaska et al., 1992). In the preparation stage, the individual has made the decision 

to take steps to correct a problem and has developed a specific plan to implement change 

(Smyth, 1996). Individuals in this stage intend to take action within the next 30 days. Target 

behaviors may have decreased, but not to the desired levels (Prochaska et al., 1992). During the 

action stage, the individual has started making behavioral changes (Prochaska et al., 1992). In the 

maintenance stage, the individual has maintained the new behavior for at least six months after 

the health behavior change has been implemented (Prochaska et al., 1992).

Identifying the patient's stage of change at treatment entry has been shown to improve 

patient care, especially when the information is used to identify intervention strategies that match 

the patient's motivational level (McKay & Weiss, 2001). Moreover, DiClemente (1999) also 

suggested that motivation is multidimensional and can be separated into motivation for treatment 

versus motivation to change. Readiness to change is a construct that represents the intentional 

aspect of change and presupposes that help-seeking individuals present with different stages of 

readiness and motivation to enter the change process (Prochaska & DiClemente, 2005). 

Engagement in treatment requires motivation, which can be external (e.g., legal issues, family 
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pressure to recover) or intrinsic (e.g., meaning, sense of belonging). For example, if an individual 

is court mandated to undergo treatment at the pre-contemplation stage of readiness, an 

abstinence-based intervention may not be as effective as first conducting a cost-benefit analysis 

to identify and address sources of ambivalence to initiate behavior change. It is essential to 

match the patient with the appropriate level of interventions and to discuss stages of change to 

foster each specific behavior associated with overall treatment success.

The current study assessed readiness to change at treatment entry to characterize patient 

motivation levels in the opioid MAT program. In the original design of the study it was 

hypothesized that individuals with higher motivation to change would do better in treatment 

compared to those with low motivation. A 2011 meta-analysis revealed that pretreatment level of 

readiness to change is predictive of treatment outcome (Norcross, Krebs, & Prochaska, 2011). 

Alcohol consumption studies evaluating participants' stage of change at treatment entry have 

also provided predictive evidence for desired outcome. For example, data from 267 medical 

patients with unhealthy drinking patterns were analyzed to determine whether readiness to 

change was predictive of outcome (Bertholet, Cheng, Palfai, Samet, & Saitz, 2009). Results 

revealed that individuals with the higher readiness scores consumed less alcohol at a three-month 

follow-up, and that being in the action stage also predicted less drinking. Research has also 

supported readiness to change as a predictor of patient treatment engagement, greater 

psychosocial functioning, and positive treatment outcomes in MAT (Center for Substance Abuse 

Treatment, 2013; Joe, Simpson, & Broome, 1998; Peterson, Callahan, & Jason, 2016; Simpson 

& Joe, 1993).
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2.2.8 Pharmacological Treatments

Finally, some addiction recovery programs incorporate pharmacological treatments that 

have been utilized within the context of both abstinence and harm reduction programs with or 

without psychosocial intervention. In conjunction with the use of a treatment model, medications 

have been shown to be particularly useful in treating opioid use disorders. For example, one type 

of pharmacological treatment includes opioid replacement therapy, which replaces a patient's use 

of opioids with a prescribed medication. Opioids provide pain relief and other effects by binding 

to specific mu opioid receptors in the central and peripheral nervous systems (Woods & 

Michelle, 2010). Opioid replacement therapy is used to prevent withdrawal symptoms and 

attenuate craving under medical supervision (Logan et al., 2010). Prescribed opioid agonists 

(e.g.,, morphine, fentanyl, codeine, meperidine, and methadone) have a high affinity for mu 

receptors. Opioid agonists can be administered to prevent withdrawal, eliminate or attenuate 

cravings, and block the euphoria from other illicit opioids (Drug Policy Alliance, 2011; Stancliff, 

2002). In comparison, partial agonists, particularly buprenorphine, exhibit a ceiling effect that 

limits the analgesic and euphoric effects they can produce. Antagonists (e.g., naloxone and 

naltrexone) work on mu, kappa, and delta opioid receptors to reduce cravings and, in the case of 

naloxone, can help reverse opioid overdoses due to their higher receptor affinity.

Opioid replacement therapy is a viable option for some individuals because it helps to 

reduce cravings and prevent physical withdrawal (SAMHSA, 2011b). Due to their long-acting 

pharmacokinetic properties, this allows for greater psychosocial functioning, such as maintaining 

stable employment and sustaining healthy social supports. Medically-assisted treatment has 

empirical support in demonstrating reductions in withdrawal symptoms, drug abuse, and the 

harm associated with opioid use disorders (ASAM, 2013b; Davids, & Gastpar, 2004; Kraus, et 
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al., 2011; Mattick, Breen, Kimber, & Davoli, 2014; O'Connor & Fiellin, 2000). Methadone and 

buprenorphine, two specific pharmacological adjunctive interventions in MAT, have 

demonstrated efficacy in addressing opioid SUDs.

Methadone Treatment

In the U.S., among the pharmacological treatments, methadone maintenance treatment is 

the most widely researched pharmacological opioid harm reduction treatment (Farrell et al., 

1994). Methadone is currently the standard of care for opioid replacement therapy (O'Connor & 

Fiellin, 2000). It is an empirically validated medication that has demonstrated efficacy in 

increasing the viability of opioid dependence recovery by not only improving treatment 

retention, but also by reducing opioid use compared to non-pharmacological alternatives, such as 

natural recovery and psychotherapy alone (Mattick et al., 2014). However, methadone (a full mu 

opioid agonist) is heavily regulated by the U.S. Food and Drug Administration (FDA), making 

availability limited which is a barrier to treatment access. Federal law that restricts who can 

prescribe and dispense the medication heavily regulates all methadone clinics leading to low 

availability. Individuals seeking this type of treatment must find and approach a U.S. sanctioned 

clinic (private or public) and meet with a prescriptive healthcare provider (physician or midlevel 

prescriber) prior to engaging in a course of treatment. Some clinics may have counseling 

components, but this varies by site. Some may consider maintenance therapy such as methadone 

to be abstinence-based but depends on the treatment model and philosophical stance of providers 

and patients.

In research comparing outcomes of an abstinence-oriented group counseling to 

methadone maintenance treatment, researchers found that participants assigned to individual and 

group counseling were significantly more likely to use heroin and amphetamines than those in 
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the methadone program (harm reduction model) during the first two years of treatment 

(Caplehorn, 1994). Specifically, the abstinence-oriented groups were more likely to relapse, and 

challenges in retaining heroin users in treatment were observed (Caplehorn, 1994). This study 

emphasizes the importance of methadone and the need to offer expanded treatment-using MAT 

to engage more opioid addicted individuals in treatment. Methadone clinics typically treat 

patients for multiple years and usually have limited daily dispensing times (for example, as early 

as 5a.m. or mid-day), which can impact social and work responsibilities thus limiting the who 

and how individuals can participate in this kind of treatment and how many people can enroll at 

a given site. Other factors that may affect outcome is medication dosage and engagement in 

psychosocial interventions. For example, Strain, Stitzer, Liebson, and Bigelow (1993) compared 

the relative efficacies of methadone dosage plus counseling group and found that participants 

improved on measures of psychosocial functioning and psychological symptoms over the course 

of treatment. Overall, across studies it appears that individuals who took at least a 50mg dose had 

lower frequency of heroin use compared to lower dosages and placebo. In addition, methadone 

has been used effectively to address opioid withdrawal symptoms and decades of empirical 

support exists for outpatient methadone efficacy including documented reduced illicit use, HIV 

risk, as well as criminal activity, family, legal, and psychological problems (Donovan & Heather, 

1997; Kosten, Rounsaville, & Kleber, 1987; Koutroulis, 2000; Marsch, 1998; Rosenberg & 

Melville, 2005).

Buprenorphine Treatment

While methadone treatment does work at the appropriate dosages there are many 

challenges accessing this type of opioid replacement treatment due to federal regulations. 

Buprenorphine treatment is a viable alternative that is less regulated and offers less barriers with 
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regard to access. In 2002, the FDA approved Suboxone® which is composed of buprenorphine 

(partial agonist) in combination with naloxone (antagonist) to decrease the likelihood of illicit 

opioid use by blocking the euphoric high and relieving cravings (Ling, Huber, & Rawson, 2001). 

Suboxone® has been established to be a safe and effective treatment for opioid dependence 

(ASAM, 2013; Davids & Gastpar, 2004). It has proven to facilitate increased patient 

engagement, improve treatment retention rates, and reduce consequences of addiction (ASAM, 

2013; Finch, Kamien, & Amass, 2007; Kraus et al., 2011; Rieckmann, Daley, Fuller, Thomas, & 

McCarty, 2007).

In conjunction with other national policy changes in the U.S. (e.g., the Drug Addiction 

Treatment Act of 2000), congressional legislation has increased access to opioid-replacement 

therapy through primary care providers and physicians in private practice. In 2016, the 

Comprehensive Addiction and Recovery Act was passed to bolster U.S. MAT capacity to 

address the opioid epidemic. In turn, legislators have expanded the range of providers who can 

prescribe buprenorphine including nurse practitioners and physician assistants (with appropriate 

certification and training). Regulations have also changed with caseloads starting with up to 30 

patients (first year) then increasing to a 100 patients cap (second year and beyond), enabling 

physicians to prescribe to as many as 275 patients. One primary care study found Suboxone® 

helped reduce illicit opioid use, contributed to high retention rates, and was not associated with 

any serious adverse events (Finch et al., 2007). These findings regarding buprenorphine 

effectiveness make it a viable alternative to methadone based on potential comparable 

pharmacological effectiveness with less prescriptive restrictions and regulations. Further, while 

buprenorphine is a partial opioid agonist, it has been demonstrated to be as effective as the full 

agonist methadone (Sullivan & Fiellin, 2008; Walsh, Preston, Stitzer, Cone, & Bigelow, 1995).
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There are however, drawbacks to Suboxone® treatment. Seekers may need to contact 

numerous agencies (some outside of their home communities), and there is a limit on how many 

patients a prescriber either may or can see. If a provider has an opening, then potential patients 

may need to drive great distances several times per month to maintain their MAT prescription. 

Initially, an intake and a gradual start of the medication is scheduled before patients are allowed 

to have an initial prescription dispensed at a pharmacy. To start the medication patients have to 

be in complete withdrawal for several days. Follow-up visits are typically required during the 

first few weeks to observe effects of the medication and to adjust dosage. Depending on the 

MAT program, individual and/or group counseling may also be required to remain on 

buprenorphine.

A literature review conducted for the Cochrane Foundation by Mattick et al. (2014) 

compared findings for buprenorphine and for placebo. They concluded that buprenorphine is an 

effective opioid replacement therapy that retained people in treatment and suppressed illicit 

opioid use. The authors also reviewed research related to buprenorphine versus methadone and 

concluded that buprenorphine retained patients at both variable and low fixed doses. However, 

given that buprenorphine is a partial agonist, there appeared to be no differences in effectiveness 

at fixed medium or high doses in retention and suppression of illicit opioid use. This research 

emphasizes the utility of buprenorphine, which may be a good alternative to methadone as it is 

less regulated and has the potential for easier access to treatment given that it is approved for use 

in general outpatient settings. As such, patient preferences should also be taken into account 

when developing a comprehensive treatment plan and other factors, such as motivation and type 

of treatment (methadone versus buprenorphine).
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2.3 Summary

SUDs are a major economic and health problem in the U.S. and several approaches have 

been developed to address their many consequences, however the impact of addiction continuous 

to be profound in our society. Policy changes and more opportunities for treatment are especially 

needed to address the opioid epidemic. Research clearly supports that MAT for opioid use 

disorder helps reduce illicit use, overdose deaths, infectious disease transmission, criminal 

activity, and increases social functioning and retention in treatment (Mattick et al., 2009; Mattick 

et al., 2014; Schwartz et al., 2013). Opioid maintenance programs are not only efficacious, but 

also hold greater appeal to individuals who may not seek complete abstinence as a goal (Logan et 

al., 2010).

Although large clinical trials and efficacy studies of MAT programs have been completed 

in large urban centers in the U.S., there remains little information on what these programs look 

like in small communities in terms of ecological validity and effectiveness. Further, few studies 

seek to contextualize objective outcomes data with the subjective patient experiences of program 

structure and cultural factors. Mix methods studies are needed to explore and evaluate the 

treatment outcomes in MAT opioid dependence. A goal of these studies should be to gain 

knowledge concerning patient frameworks regarding the process of interacting with MAT 

programs. Such information can help generate future research and better inform, develop and/or 

tailor programs for small communities with limited resources.

There continues to be a gap in MAT literature documenting the experiences of 

individuals who initiate a course of opioid treatment and follow up on psychosocial functioning. 

The purpose of the current study was to conduct a multiphase case study to describe Turning 

Point Counseling Services' MAT program located in Fairbanks, Alaska that combined outpatient
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behavioral health counseling with Suboxone®. To this end, the following three aims were 

pursued: 1) evaluating observed patient changes in psychosocial functioning (pre-post) Turning 

Point MAT program using quantitative outcomes to track progress of initiators, 2) gaining 

patient perspectives about the treatment process, and 3) gathering provider experts' perceptions 

on the MAT treatment process and co-interpret results to synthesize findings. To achieve these 

aims, a three-phase process was employed. Phase I encompassed quantitative data analysis of 

archival objective treatment outcomes. Phase II involved conducting phone interviews and 

analyzing data using content analysis (Hsieh & Shannon, 2005) to generate patient treatment 

themes. Phase III served as a point to solicit feedback from experts and to co-interpret findings 

(from Phase I and Phase II; see Figure 2). This case study approach allowed for comparing 

results from multiple perspectives within a real-world context to synthesize treatment outcomes 

and gain an in-depth understanding of participants' experiences (Yin, 2014) in the Turning Point 

Counseling Services MAT program.

Figure 2. Mixed Methods Sequential Explanatory Design

45



Chapter 3: Method

This multi-phase mixed methods case study used a sequential explanatory design 

(Creswell & Plano, 2011) to explore the process of completing a medically-assisted treatment 

(MAT) program at Turning Point Counseling Services in Fairbanks, a semi-rural community in 

Alaska. These goals were realized by studying the experiences of individuals who participated in 

a harm reduction program that combined addiction counseling with Suboxone® for 10-weeks to 

treat opioid use disorder. This multi-phase case study entailed obtaining archival treatment 

outcome data for 22 patients and then conducting qualitative interviews with three treatment 

participants. Findings were discussed and co-interpreted with two Turning Point MAT program 

treatment providers. This chapter outlines the specific methods used to understand treatment 

outcomes and patient perspectives.

3.1 Phase I.

The aim of Phase I was to observe treatment outcomes in the Turning Point Counseling 

Services MAT program as measured by improvements in psychosocial distress scores (paired- 

samples t-test between treatment entry and treatment discharge scores) and associations between 

addiction and treatment factors and psychosocial distress.

3.1.2 Participants

A total of 30 unique cases comprised the archival record of individuals who initiated 

services in the MAT program within a two-year period (2013-2014). Of the 30 individuals who 

enrolled in the program, 22 completed the symptom distress outcome measure at least at two 

time points required for data analysis. Of the 22 participants who completed the symptom 

distress outcome measure, 18 completed a motivation to change measure at treatment entry. 

Individuals who dropped out of the program before a final ‘discharge symptom distress outcome' 
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measure was obtained (n = 8) were considered non-completers and were removed from data 

analyses due to missing measures.

Sample characteristics included sex, and marital status, in addition to information on how 

patients paid for the program (see Table 3). The gender distribution was nearly even. A majority 

of participants self-identified as being single (68.2%, n = 15) and age ranged from 21-51 years, 

with an average age of 30.40 (SD = 6.84). Time spent in the MAT program was approximately 

three months (measured in days, M = 91.14, SD = 49.86, range 27-222). Although the MAT 

program was designed to be completed in 10 weeks (Phase I of treatment), patients could 

graduate and continue attending groups as long as they remained on buprenorphine (e.g., some 

patients decided to remain on medication, while others tapered off). The majority of Phase I 

participants entered the program with private health insurance that paid for at least part of the 

services rendered by the Turning Point Counseling Services MAT program.

Table 3
Summary of Phase I Demographic Characteristics (N = 22)

Variable n (%)
Sex
Male 10 (45.5)
Female 12 (54.5)

Marital status
Single 15 (68.2)
Married 4 (18.2)
Divorced 2 (9.1)
Separated 1 (4.5)

Paid program
Medical insurance 16 (72.7)
Self-Pay 6 (27.3)
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3.1.3 Recruitment

All quantitative data were collected from an existing quality improvement dataset. 

Permission from the Turning Point Counseling Services clinical director was obtained to access 

the archival records (Appendix A). University of Alaska Fairbanks Institutional Review Board 

approvals were obtained for Phase I research activities (Appendix B).

3.1.4 Measures

The following is a description of each measure obtained from the Turning Point 

Counseling Services quality improvement dataset.

Length of Stay. Number of days in treatment was collected. Longer substance abuse 

treatment episodes and engagement in treatment have been associated with positive outcomes, 

but as many as 50% of patients in drug and alcohol treatment drop out of treatment within the 

first month (Stark, 1992). Retention has been conceptualized as length of stay (LOS), which is a 

continuous measure of time in treatment, such as days, weeks, and months (Comfort & 

Kaltenbach, 2000).

Psychosocial Health. The Outcome Questionaire-45 (OQ-45) was used to assess patient 

changes in psychological distress over time. The OQ-45 is a self-report instrument designed to 

assess problems common to a wide variety of adult mental disorders and syndromes (Lambert, 

Gregersen, & Burlingame, 2004). The OQ-45 is comprised of three subscales that measure 

symptom distress, interpersonal relations, and social role performance (Mueller, Lambert, & 

Burlingame, 1998). The OQ-45 consists of 45 items targeting psychosocial distress and required 

patients to answer items based on how they felt during the previous week. Questions are rated on 

a five-point Likert scale from 0 (never) to 4 (almost always). The total score of the OQ-45 could 

range between 0 to 180, with higher scores indicating more frequent and severe psychological 
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distress, interpersonal problems, less adaptive social functioning, and less frequent positive 

emotional states. This measure enabled monitoring of psychosocial changes over time and was 

useful in tracking patients' overall level of functioning during treatment.

OQ-45 psychometric studies have demonstrated good test-retest reliability (Lambert et 

al., 1996). Total score test-retest reliability was .84 with a sample of undergraduate students, and 

Cronbach's alpha was .93 in a mixed sample of undergraduate students and clinical patients 

(Lambert et al. 1996; Lambert et al., 2004). In addition, the OQ-45 has been demonstrated to be 

sensitive to change in individuals undergoing psychotherapy over short time periods, while 

remaining stable in untreated populations (Vermeersch et al., 2004).

Motivation. The University of Rhode Island Change Assessment (URICA) is a scale 

based on the stages of change behavior model developed by Prochaska and DiClemente (1982). 

Stages of change comprise five basic stages: pre-contemplation, contemplation, preparation, 

action, and maintenance (see Transtheoretical Stages of Change model section of literature 

review). The URICA instrument was general in format as patients were asked to complete the 

measure relating to their presenting problem for treatment. It was used to measure the stages of 

change across a wide variety of problem behaviors, including drug and alcohol addiction 

(DiClemente & Hughes, 1990; Prochaska, Rossi, & Wilcox, 1991). The scores on the URICA 

provide a profile pattern that reflects the individual's readiness to change in terms of the attitudes 

and behaviors characteristic of a certain stage of change, which, in turn, is used to evaluate 

progress in treatment (Prochaska et al., 1991).

The URICA is a 32-item measure consisting of four subscales (8-items per subscale) that 

reflect each conceptual stage of change. Participants were asked to respond using the five-point 

Questions are rated on a five-point Likert scale from 0 (strongly disagree) to 5 (strongly agree).
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Higher scores indicated greater agreement with statements reflecting attitudes, cognitions, and 

affect associated with each stage of change (DiClemente & Hughes, 1990; McConnaughy. 

Prochaska, & Vellcer, 1983). The range of possible total scores on each scale is 8-40. The 

internal consistency of the instrument has been demonstrated to be adequate when used with 

adults entering outpatient alcoholism treatment, with coefficient alphas ranging from .69 to .82 

(DiClemente & Hughes, 1990). For the current study, a readiness to change score (continuous 

measure) was tabulated ([Contemplation + Action + Maintenance scores] - Pre-contemplation = 

Readiness) from the URICA to assess level of change during treatment (DiClemente et al., 

2004).

3.1.5 Data Management

The archival dataset was obtained in collaboration with Turning Point Counseling 

president, Joseph Nowell, and clinical director, Gunnar Ebbesson. The agency staff allowed this 

researcher access to the dataset to assess the measures and data necessary for analysis. Data 

points were then transposed into an Excel spreadsheet and de-identified for research purposes by 

removing names and birth dates (after calculating age) and assigning a unique number to each 

case.

3.1.6 Data Analysis

Analyses of the Phase I data were conducted using IBM SPSS (2013; version 22) 

statistical analysis software. Missing data were analyzed for patterns which ranged from 17.2% 

to 34.5% across measures. Multiple imputation procedure in SPSS was used for individual 

missing items prior to calculating scores, however, in some cases full measures were missing and 

this data was not imputed thus sample size across analyses ranged from 18 to 22. Data frequency 

and data plotting procedures were run to ensure responses were normally distributed. Descriptive 
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statistics on all variables were generated including frequencies, means, and standard deviations 

for the OQ-45, URICA, LOS. Correlations were generated to evaluate associations between the 

LOS, URICA, and the OQ-45 subscales and total scores. Differences between treatment entry 

and treatment discharge session for each individual's scores were examined using paired- 

samples t-tests for OQ-45, as well as Cohen's dz calculations to determine treatment effect size.

Phase I served as the foundation for inquiry in Phase II, whereby patient follow-up 

interviews were conducted with treatment completers and non-completers to elucidate factors 

that impacted the recovery process at the Turning Point Counseling Services MAT program.

3.2 Phase II

After completing quantitative data analyses of outcomes survey data, telephone 

interviews were conducted with patients who participated in Phase I. The aim of Phase II was to 

capture participants' reasons for participating in the Suboxone® program, to identify barriers to 

and facilitators for receiving and maintaining treatment, and to document patients' explanatory 

models of addiction. Phase II included the following research questions:

1) What characterizes patients' experiences of recovery in this MAT program?

2) What are the cultural explanatory models of addiction represented by those who participated 

in the MAT program?

3) What were some barriers and facilitators in the recovery process as it relates to the MAT 

program?

4) What would improve this type of harm reduction program in Alaska?

3.2.1 Participants

Phase II analyses were based on a qualitative design utilizing semi-structured interviews. 

The Cultural Formulation Interview (CFI) was administered to elicit an explanatory model of 
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addiction and centered on understanding individual experiences of completing the MAT 

program. Whereas Phase I only examined treatment completion, Phase II incorporated 

perspectives from a non-completer.

Participants were a subset of patients (N = 30) who successfully completed the first 10 

weeks of the MAT program (treatment completers) and those who entered the program and left 

before the completing treatment requirements (non-completers). Inclusion criteria included the 

following: 1) being at least 18 years of age, and 2) past enrollment in the MAT program 

(exclusion criteria included responses to questions that endorsed active suicidal ideation). 

Ultimately, three participants completed interviews (2 completers and 1 non-completer).

It should be noted that the sample size (n = 3) is lower than the number desired (6-12) 

based on recommendations from Guest, Bruce, and Johnson (2005) and was lower than the 

planned sample for this study. The goal was to conduct 6-12 interviews, however due to 

difficulty in recruiting from this small, hard to reach population and resource limitations only 

three in-depth interviews were completed (see Recruitment below).

The current study did not reach its recruitment target of 6-12 participants thus the sample 

size in Phase II is a limitation. Although a weakness of the study in terms of limited diversity, 

three voices captured in this study are important because they provide insights into barriers and 

facilitators to implementation of MAT and the recovery process in a relatively small community. 

There are also researchers who argue that important information can be gathered from small 

sample sizes. For example, Mason (2010) argues that there is limited importance of frequencies 

in qualitative research as one occurrence of the data is potentially as useful as many in 

understanding a phenomenon. Charmaz (2006) also suggests researchers may reach saturation 

more easily if specific (rather than broad) aims are sought and "modest claims" (p.114) are made. 
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Further, while qualitative studies have found that saturation can be reached with between six and 

12 interviews depending on factors such as the content, depth of data, and length of interview 

(Guest et al., 2005), there are several problems that exist with the concept of data saturation in 

qualitative research. Tay (2014) argues that there is no standardized equation to derive saturation 

because methodologies vary by context of the research being conducted and more attention 

should be given to how deeply data were gathered. There is also debate about the application of 

data saturation beyond the Ground Theory—systemic generation of theory from inductive 

techniques (O'Reilly & Parker, 2012). Whereas the criterion of data saturation may be applicable 

to inductive research where particular areas of interest are pursued as the study progresses, a 

researcher employing a deductive approach is not guided by the types of revelations or 

‘categories' that may emerge from the data when collecting it. Some argue that the concept of 

saturation may not be relevant equally across all qualitative research especially as it applies to 

deductive designs (O'Reilly& Parker 2012). For example, reflective of inductive techniques, 

theoretical saturation is a point in the data analysis process at which collecting or analyzing more 

data does not lead to more information related to the research question (Seale, 1999). In 

deductive qualitative approaches saturation may refer to the extent to which pre-determined 

codes or themes are adequately represented in the data (Saunders, Sim, Kingstone, Baker, 

Waterfield, Bartlam.. Jinks, 2017). The current study strived for a priori saturation to generate 

and identify common themes within a diverse sample (e.g., by age, gender, treatment 

completion, type of opioid user) that were largely based on predetermined codes. More 

specifically, a priori thematic saturation relates to the degree to which identified codes or themes 

are exemplified in the data (Saunders, Sim, Kingstone, Baker, Waterfield, Bartlam...Jinks, 

2017). Prior research has linked a priori saturation to the idea of content validity in qualitative 
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research as ‘examples' of data reflecting pre-established codes. If saturation is not reached, this 

simply means that the phenomenon has not yet been fully explored rather than that the findings 

are invalid (Morse, 1995).

3.2.2 Recruitment

Attempts were made to reach all 30 patients who participated in the MAT program. The 

clinical director of the Turning Point Counseling Services facilitated referrals to past patients via 

phone calls and e-mail. Clinic staff made several attempts to recruit each of the 30 patients who 

participated in the MAT program. The first attempt was a phone call, the second attempt was 

also a follow-up phone call if a message was left or there was no answer. A third attempt was 

made by e-mail and a fourth attempt was made by mail based on the last known address listed in 

the patient file. Due to the amount of time that had passed between the program establishment 

and recruitment the vast majority of contact information was outdated. After failing to reach the 

many of the patients the clinical director made personal efforts to reach out to patients he knew 

by networking through the addiction recovery community in Fairbanks. This adapted recruitment 

strategy used by the clinical director facilitated a handful of responses resulting in five phone 

recruitment phone calls to describe the study; after which two individuals (both female) declined 

to participate. It is possible that this hard to reach population was in large part distrustful of 

addiction research and/or likely experience regularly experiences contact information changes 

due to the nature of recovery (e.g., changing phone numbers, addresses). Another barrier to 

recruitment may have been due to the involvement of program staff given several programmatic 

barriers and problems described by providers in Phase III (e.g., process of shutting down the 

program, diversion issues, provider-prescriber tensions with patient). The three participants in 

Phase II seemed motivated to share their recovery trajectories and two voiced that they wanted to 
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help others by sharing their stories. Although a diverse sample was sought from the recruitment 

process, it was important to understand and value the individual experiences being shared versus 

seeking homogeneity in the sample (Sandelowski, 1996) as originally intended.

3.2.3 Interview Guide

The qualitative interview guide included questions generated from various sources to 

create an understanding of illness, MAT structural factors, and contextual factors. Results from 

Phase I informed question selection. The principal investigator conducted all interviews and pilot 

tested the protocol with five volunteers to ensure appropriate wording, and to estimate the time 

burden. It was estimated that it would take approximately 30-45 minutes to complete each 

interview. The CFI is a measure developed by the American Psychiatric Association (APA) to 

explain the influence of culture in treatment, such as differing patient views on addiction, and 

social and situational factors that influence use (APA, 2016). The CFI core includes 16 questions 

that can be used in a semi-structured interview format to gather information about the impact of 

culture on key elements of patient presentation and care. The questions cover a range of topics 

including cultural definition of the problem, cultural perceptions of cause, context, and support. 

Additional non-core questions explore cultural factors affecting self-coping and past and current 

help seeking. Eight supplemental modules are available to explore CFI core questions in greater 

depth. For this reported study, the CFI was modified by utilizing a limited number of questions 

from the core interview, and by supplementing it with specific questions from diverse CFI 

modules (see Appendix G).

The interview guide was based on a modified version of the CFI (APA, 2014) and 

specifically inquired about elements of the Turning Point Counseling Services harm reduction 

program and how participants felt they impacted treatment. Participants were also asked about 
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their beliefs regarding addiction, mechanisms of change in treatment, similarities and differences 

between personal values and program values, social support in treatment, and barriers and 

facilitators to program completion.

3.2.4 Data Collection

The telephone interviews were conducted and audio recorded (with permission) by the 

principal investigator. Participants were interviewed by the researcher once (via phone) and were 

offered a $50 gift card to thank them for their time. The compensation reflected amounts offered 

in previous literature (Flaherty, Kurtz, White, & Larson, 2014; Hewell, 2014). At the end of the 

interview, participants received the electronic incentive and completed a debriefing to assess 

how the interview impacted them. A contingency plan was in place for any participants who 

reported experiencing distress from their interview participation which involved referral to a 

counselor at Turning Point Counseling Services for immediate follow-up or being contacted by a 

licensed psychologist working on the research team. However, this was not utilized as no 

participants reported feeling distressed during debriefing protocol.

3.2.5 Data Management and Analysis

Analyses were conducted using NVivo data management software (version 11). 

Interviews were digitally audio recorded, then transcribed verbatim, and imported into the data 

management software. Based on the existing literature and the researcher's experience working 

with opioid addiction, a directed content analysis procedure (Hsieh & Shannon, 2005) was 

conducted. Hsieh and Shannon (2005) defined directed content analysis as the use of prior 

research to inform inquiry about a subject. The purpose is to validate or extend a theoretical 

framework. Prior knowledge is thus considered when structuring and shaping initial coding 

schemes. This is as opposed to coding themes being exclusively derived from the open-ended 
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interviews. Using a directed content analysis helped to explore experiences within each case and 

conduct cross-case comparisons to gain diverse patient experiences and explanations of 

treatment (Yin, 2013). The protocol was guided by prior experience and previous literature to 

identify key concepts as initial coding categories (Hsieh & Shannon, 2005; Potter & Levine- 

Donnerstein, 1999). The organizational structure of the content was also based on the theoretical 

categories established in the CFI. Theme organizational structure included the cultural definition 

of the problem, cultural perceptions of cause, and context. An explanatory model was also 

derived using the CFI. Therefore, the analysis process began with coding the transcripts 

immediately with the predetermined codes. Data that could not be readily coded using these 

predetermined codes were identified and analyzed later to determine if they represent a new 

category or a subcategory of an existing code. This step helped to capture additional themes and 

codes that emerged from the interview data. The coding and interpretation process was 

conducted by the researcher, and a triangulation procedure was implemented by soliciting 

feedback from two providers who worked in the MAT program (during Phase III). Prominent 

themes generated from the qualitative data analysis were compared with significant results from 

the quantitative data analysis. This triangulation process helped to further increase construct 

validity in observing treatment phenomenon accurately (Yin, 2014).

Phase II was important to understanding the patient's perspective of going through the 

Turning Point Counseling Services MAT program. The phone interviews helped to elucidate 

factors that impacted the recovery process and specifics to receiving treatment in the program. 

Themes that emerged during Phase II are presented in Chapter four, and implications are 

discussed in Chapter five.
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3.3 Phase III

The aim of Phase III was to co-interpret data and preliminary quantitative outcomes 

results from Phase I and qualitative findings from Phase II with two providers from the Turning 

Point Counseling Services MAT program. This section describes the process of co-interpretation.

3.3.1 Participants

Participants were two providers from the Turning Point Counseling MAT program. The 

Turning Point Counseling Services clinical director, Gunnar Ebbesson, M.A., has served as an 

Alaskan licensed professional counselor and master addiction counselor in Fairbanks for over 15 

years. Mr. Ebbesson founded the Turning Point Services MAT program and served as a therapist 

in the program. Valerie Hewell, Ph.D., is a licensed psychologist in the state of Washington and 

completed her doctorate in clinical-community psychology at the University of Alaska 

Fairbanks. She served as a graduate level therapist for the MAT program. Dr. Hewell has 

published research and devoted her dissertation research to opioid use disorders and Suboxone® 

use in Alaska (Hewell, 2016).

3.3.2 Recruitment

Participants were selected based on their knowledge and experience working with the 

Turning Point Counseling Services MAT program. Phase III participants volunteered their time 

and did not receive monetary compensation.

3.3.3 Materials and Procedures

An unstructured, 30-minute telephone interview was conducted with each provider. 

Results were presented by research question under each Phase of the study. After results and 

findings were presented, providers were asked if findings were consistent with their experiences 
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with the program, and they were given the opportunity to give additional thoughts and personal 

interpretations. Interviews were not audio recorded. Instead, copious notes were taken by the 

researcher to identify inconsistencies and consolidate themes with regard to Phases I and II 

summary findings.

3.4 Summary

In summary, Phase I was designed to assess objective changes from treatment entry to 

treatment discharge. Phase II was designed to augment Phase I findings by seeking to understand 

patient perspectives of engaging in the MAT program (from both treatment completers and non

completers) and to gain a general understanding of the process patients experienced in the 

program. It was also important to solicit feedback and interpretation from providers in the 

Turning Point Counseling Services MAT program (Phase III) to contextualize findings from this 

multiphase study.
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Chapter 4: Results

Results from this case study will be discussed based on a three-phase sequential 

explanatory research design. Phase I baseline measures and treatment outcome data were used to 

inform Phase II interviews. Findings from Phase I were contextualized with semi-structured 

interviews during Phase II that informed the development of themes regarding participant 

experiences in the program. Themes generated during Phase II data were then presented and co

interpreted during Phase III with two providers from the Turning Point Counseling Services 

Medically-Assisted Treatment (MAT) program.

4.1 Phase I: Quantitative results

4.1.1 Data Screening and Preliminary Analyses

Descriptive statistics were generated to screen all variables (e.g., OQ-45 question 1, OQ- 

45 question 2, URICA question 1). Frequencies were examined to confirm that appropriate 

values for range, minimum and maximum values, and means were observed for each item. 

Outliers were identified using Q-Q plots. Item level analysis values were assessed and were 

deemed satisfactory. Missing item values ranged overall from 17.2% to 34.5%, and varied by 

measure; with URICA missing items being the highest 24.1% to 34.5%; and OQ-45 missing 

items being the lowest 17.2% to 27.6% across time points; LOS missing data was 27.6%. Using 

the SPSS Missing Value Analysis procedure (IBM, 2013; Pallant, 2013), the percent of missing 

items on each measure was calculated. Missing items that were detected were then replaced with 

the SPSS Multiple Imputation procedure (IBM, 2013).

Study outcome variables (OQ-45 total score at treatment entry and OQ-45 total score at 

treatment discharge) were screened for normality in distribution and outliers using a Shapiro- 

Wilk's test (p >.05; Razali & Wah, 2011; Shapiro & Wilk, 1965). Visual inspection of 

60



histograms, normal Q-Q plots, and box plots showed symptom distress scores were 

approximately normally distributed at both treatment entry and treatment discharge. 

Distributions were assessed by sex and found to be acceptable (within +/- 1.96 difference 

between the distribution statistic and the corresponding standard error; Cramer, 1998; Cramer & 

Howitt, 2004; Doane & Seward, 2011) for both sexes with a skewness of -0.22 (SE = 0.69) and a 

kurtosis of -0.89 (SE = 1.33) for males and a skewness of 1.12 (SE = 0.64) and a kurtosis of - 

0.93 (SE = 1.23) for females. Discharge scores were also approximately normally distributed for 

both males and females with a skewness of -0.14 (SE = 0.68) and a kurtosis of -0.77 (SE = 1.33) 

for males and a skewness of 0.570 (SE = 0.63) and a kurtosis of -0.60 (SE = 1.23) for females.

Data were analyzed using t-tests to determine whether there were any significant 

differences by sex in psychological distress at treatment entry and discharge time points. In 

addition, t-tests were used to examine potential differences between males and females on both 

severity and readiness scores. Results indicated no significant differences between men and 

women on the OQ-45 total scores at treatment entry t(20) = -0.70, p > .05, and discharge t(20) = 

-0.43, p > .05. However, sex differences were noted for readiness to change as measured by the 

URICA Readiness total scores at baseline (t(16) = 2.266, p < .05.) with women scoring 

significantly higher (M = 11.50, SD = .85) on readiness to change than men (M = 10.51, SD = 

.99). Due to a low sample size, inferential analyses such as regression analysis were not 

appropriate. Analyses are reported below by research question and hypotheses. Table 4 provides 

a summary of the results.

4.1.2 Research questions and hypotheses

Results are reported for each research question and their associated hypothesis.
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Research Question 1. Did participation in the MAT program significantly reduce 

psychological distress from treatment entry to discharge?

Hypothesis 1. Patients in the MAT program will demonstrate statistically significant 

improvements in functioning as evidenced by t-test scores, indicating a within-person 

drop in mean scores from treatment entry to treatment discharge (last recorded OQ-45). 

Reductions in patient symptom distress between treatment entry and treatment discharge 

will also demonstrate meaningful clinical change as evidenced by a 14-point change 

(Lambert, et al., 2004) on the OQ-45 total symptom distress measure. Based on these 

previous findings it was anticipated that there would be a small to medium effect size 

(Cohen's d conventions approximate 0.2 = small, 0.5 =medium, and 0.8 = a large effect 

sizes; Cohen, 1988).

This hypothesis was partially supported based on a paired samples t-test. Results 

indicated a statistically significant change in mean scores on psychological distress (t = 3.77, df = 

21, n = 22, p < .001, 95% CI for mean difference 5.95 to 20.61, r = .85) between treatment entry 

(M = 69.89, SD = 26.26) and discharge (M = 56.61, SD = 31.49). On average, psychological 

distress was 13.28 points lower (indicating symptom improvement) after leaving the MAT 

program thus indicating symptom improvement. However, change scores approached but did not 

meet clinically reliable change parameters (i.e., +/- 14 points; Lambert et al., 2004). Effect size 

was calculated using the difference between means divided by the pooled standard deviation 

while accounting for the correlation between groups (d = .80). The observed effect size for 

symptom distress reflects a large effect according to Cohen's d conventions.

Ad-hoc analyses of the OQ-45 subscales revealed statistically significant differences 

between treatment entry and discharge scores for symptom distress, interpersonal relations, and 
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social role. Results of the paired-samples t-test showed a statistically significant change in mean 

scores for symptom distress from treatment entry (M = 40.89, SD = 15.37) to discharge (M = 

32.45, SD = 20.09; t = 3.54, df = 21, n = 22,p < .01, 95% CI for mean difference 3.48 to 13.40, r 

= .83). On average, symptom distress scores were 8.44 points lower after leaving the MAT 

program, again indicating symptom improvement. As was the case for psychological distress 

symptoms, change scores did not meet clinically reliable change parameters (i.e., +/- 10 points). 

Effect size for the symptom distress subscale was 0.75, which can be considered considerably 

large effect size.

A paired-samples _-test was also conducted for the interpersonal relations subscale and 

demonstrated a statistically significant change in mean scores (_ (21) = 2.96, p < .01, 95% CI for 

mean difference 0.82 to 4.67, r = .85) from treatment entry (M = 17.13, SD = 7.83) to discharge 

(M = 14.38, SD = 8.22). On average, interpersonal relations scores dropped 2.75 points 

(indicating symptom improvement) at discharge; change scores did not meet clinically reliable 

change parameters (i.e., +/- 8 points). Effect size for the interpersonal relations subscale was 

0.63, which is indicative of a medium effect. Finally, a paired-samples _-test was used to evaluate 

social role subscale changes in means from treatment entry (M = 11.86, SD = 5.06) to discharge 

(M = 9.77, SD = 5.12) at the .05 level of significance (_(21) = 2.50, p < .05., 95% CI for mean 

difference 0.38 to 3.79, r = .71). On average, social role scores fell 2.09 points (indicating 

symptom improvement) at discharge, but change scores did not meet clinically reliable change 

parameters (i.e., +/- 7 points). Effect size for the social role subscale is 0.07, indicating the effect 

was quite small.

4.1.2.2 Research question 2. Are treatment entry readiness scores associated with treatment 

outcome?
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Hypothesis 2. It was hypothesized that higher URICA readiness to change scores at 

treatment entry would show a negative correlation with OQ-45 change scores (treatment 

discharge-treatment entry scores).

This hypothesis was rejected based on bivariate Pearson correlational analysis that 

examined the relationship between readiness to change and psychological distress. Results 

indicated no significant association between OQ-45 total outcome scores and readiness to change 

(r = .05, n = 18, p > .05). Post-hoc analysis indicated no significant relationships between any of 

the four URICA subscales (pre-contemplation, contemplation, action, maintenance) and OQ-45 

total scores.

4.1.2.3 Research question 3. Is greater time in treatment associated with lower symptom 

distress at discharge?

Hypothesis 3. It was hypothesized that a negative association would exist between total 

number of days in treatment and OQ-45 total discharge scores.

This hypothesis was rejected based on a bivariate Pearson correlational analysis that 

examined the relationship between days in treatment and psychological distress scores at 

discharge. Results indicated no significant association between discharge OQ-45 total scores and 

days in treatment (r = -.22, n = 21, p > .05).

64



Table 4
Summary of Phase I Results

Research Question Hypothesis Result
1) Did participation in the MAT 

program significantly reduce 
psychological distress from 
treatment entry to discharge?

It was hypothesized that improvements in functioning would be 
observed as measured by a drop in mean scores from treatment entry 
to treatment discharge and that symptom distress reductions will also 
demonstrate meaningful clinical reliable change (14-point change).

Partially Supported

2) Are treatment readiness scores 
associated with treatment 
outcome?

It was hypothesized that higher URICA readiness to change scores at 
treatment entry would show a negative correlation with OQ-45 change 
scores.

Rejected

3) Is greater time in treatment 
associated with lower symptom 
distress at discharge?

It was hypothesized that a negative association would exist between 
total number of days in treatment and OQ-45 total discharge scores.

Rejected
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4.2 Phase II: Qualitative results

Phase II of the study was designed to characterize individual experiences and to explore 

contextual factors that may have impacted treatment program completion including type of drug 

use and thoughts regarding the most helpful program elements. This Phase was important 

because it gave this researcher the opportunity to connect with patients and to learn about the 

most influential elements that impacted their treatment experiences in the MAT program. 

Participants included three males including two treatment completers and one treatment non

completer.

4.2.1 Themes

The content of each participant's narrative was organized under the four Phase II research 

questions. The research questions addressed in this Phase included the following:

What characterizes patient experiences of recovery in this MAT program?

What are the cultural explanatory models of addiction represented by those who 

participated in the program?

What were some barriers and facilitators in the recovery process as they relate to the 

program?

What would improve this type of program in Alaska?

Each research question became a broad, overarching category that represented the 

structure of the interview guide and thus, they were used for coding interview content. 

Subthemes within each research question category reflected the contextual and process factors 

encountered in treatment. The process factors that emerged as participants discussed the MAT 

program and recovery from opioid use disorder included: (1a) drug of choice, (1b) previous 

treatment experiences, (1c) treatment expectations, (2d) explanatory models of addiction, (2e) 
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level of functioning, (2f) self-coping, (3g) treatment barriers, (3h) treatment facilitators, (3i) 

thoughts about Suboxone®, (4j) most helpful program elements, and (4k) participant 

interpretations. Table 5 provides Phase II research questions and themes by participant.
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Table 5
Summary of Themes in Phase II

Research
Question

Theme P1 P2 P3 Summary

1) What 
characterizes 
patient 
experiences of 
recovery in 
this MAT 
program?

a) Drug of choice Heroin; IV/snorting up to 
10mg; DOC Age of first 
use = 16

Percocet; Oral up to 150mg;
Age of first use = 18

Heroin; IV up to 
1000mg;Age of first use 
= 17

All three participants 
identified first using 
prescription medications. 
Two participants progressed 
to heroin use.

b) Previous 
treatment 
experiences

AA & outpatient for 
alcohol & other drugs

No prior treatment experiences No prior treatment 
experiences and 
residential treatment after 
Turning Point

Prior treatment included 12- 
step and outpatient treatment 
for substances other than 
opioids.

c) Treatment 
expectations

I didn't want that life of 
chasing drugs day to day. 
And what I got from the 
program was so much 
more. I got myself back. 
My happiness."

“I wanted to find me again...so 
I can be the husband and dad 
that my wife and daughter so 
much deserve.”; “I got all that 
and more. I would say the 
program exceeded my 
expectations.”

"I wanted to have my life 
back...You know I 
wanted to be productive."

With regard to treatment 
expectations, all participants 
wanted to improve daily 
functioning.
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Table 5 (continued)
Summary of Themes in Phase II

Research
Question

Theme P1 P2 P3 Summary

2) What are the 
cultural 
explanatory 
models of 
addiction 
represented by 
those who 
participated in 
the program?

d) Explanatory 
models of 
addiction

"We're stuck in a 
conundrum of a - catch-22 
type situation. And we 
don't know how to get out 
of it. There's no options 
for us, no help to get out of 
it. And it's not like you can 
just walk away from some 
of these drugs. Now you're 
married to them.”

"I was totally 100 percent, 
you know consumed by it... It
was in every aspect of my life 
at all times"

"I just have always had a 
super addictive 
personality...I was always 
drawn towards, you know 
creating havoc."

Explanatory models informed 
beliefs about addiction 
etiology and the relationship 
to opioids.

e) Level of
current
functioning

“Well, I don't use drugs to 
deal with stress. Now I talk 
about it. I can pray about 
it. I can meditate. So I have 
other tools.”

“I felt daily that I was getting 
my life back little by little. I 
had control over things...the 
chaos in my life was over...I 
became a dad. I became a 
husband that my wife married 
and I became the person I was 
prior to drugs.”

P3 went on to complete 
residential treatment, "I 
got out of treatment and 
got into the [a union] 
apprenticeship and now I 
just work and take care of 
my [child]."

Participants described their 
level of functioning during 
addiction and after leaving 
the program

f) Self-coping "It changed [how] I 
maintained relationships...I 
used prayer and 
meditation. It's made a big 
difference in my life...and 
[gave] me a set of tools to 
where I don't have to 
holler at them and fight 
with them. I, I can talk to 
them and work things out."

"I mean it's just my whole life 
literally went full circle...I 
guess I really don't dwell on 
stress like I used to dwell on 
stress...I communicate in - 
one facet or another, whether 
it be to my journal or to my 
wife, and getting those 
thoughts and emotions out of 
me."

“I guess everything's 
changed...I don't hang 
around with the same 
people. Um, I have a job. 
And I have a kid to take 
care of...You gotta 
change everything or 
you're gonna end up back 
in the same place you 
were."

Similar to the discussion of 
functioning, participants 
discussed improvement of 
coping skills during their time 
in the program.
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Table 5 (continued)
Summary of Themes in Phase II

Research
Question

Theme P1 P2 P3 Summary

3) What were 
some barriers 
and facilitators 
in the recovery 
process as it 
relates to the 
program?

g) Treatment 
barriers

“I didn't have money at the 
time really to go, uh, like 
to Anchorage...I had heard 
that they had a couple of 
programs down there and 
they were 
prescribing...But, uh, I just 
wasn't aware of who they 
were and what they were 
and how I could get into 
that.”

“I was lucky enough to have 
insurance.. .The insurance 
company that I had originally, 
they - they paid for the mental 
health but they did not cover 
like prescription. They would 
not pay for the Suboxone®, so 
yeah, I mean it was about over 
$1,000.00 a month."

"You know when you 
quit using like one of the 
biggest things for me 
anyways was the lifestyle 
change cause you can't 
hang out with all the 
people you used to hang 
out with and all the, you 
know places you used to 
be."

Lifestyle changes, social 
networks, availability of 
MAT programs, financial 
barriers, dependence, and 
stigma hindered the treatment 
process.

h) Treatment
facilitators

"I felt like, you know, they 
weren't going to belittle 
me for what I was doing. 
They were there to help. 
And I wanted to open up 
and be honest with them, 
as honest as I could be at 
the time, and so they could 
help me because I really 
wanted to defeat this 
thing.”

"The support of my wife...I 
would say she was probably 
one of the driving motivators. 
I mean she supported me 
through thick and then. I mean 
she was there, mentally, 
emotionally whatever - 
whatever I needed, whatever 
she felt I needed."

"A big thing with heroin 
addicts is that you gotta 
get to that point where it's 
not worth it anymore. 
Heroin's - such a 
controlling drug...most 
people I've seen that are 
in a Suboxone® 
program...I saw the 
people that were still 
trying to use.”

Family support, motivation, 
group therapy, and provider 
attitudes and approach to 
treatment were identified as 
facilitators.

i) Thoughts about 
Suboxone®

"I think this drug is a 
miracle drug, 
really...you're not gonna 
get sick. I had quite a habit 
going. So whenever I tried 
to quit before I mean I'd 
get super, super bad detox. 
You know I'd be sick for 
weeks.”

"I - I like it. I do. I wish the 
only - the only thing I wished 
it would be easier to get off of 
it, um, and I've been on it for a 
long time, so there's definitely 
that, um, level of, um, security 
that I have with it and I - I 
wished that it wasn't so 
difficult to just be able to 
stop."

"I think it's a good tool to 
help you get clean. But I 
don't think that it's 
something that somebody 
should be on forever...It 
definitely makes the 
transition from - living 
that lifestyle to, you 
know, not living that 
lifestyle and not getting 
sick..."

Suboxone® was described as 
beneficial for cravings, 
withdrawal symptoms, and 
daily functioning; although 
dependence on the 
medication was a concern.



Table 5 (continued)
Summary of Themes in Phase II

Research
Question

Theme P1 P2 P3 Summary

4) What would 
improve this 
type of 
program in 
Alaska?

j) Most helpful 
program elements

“The writing and stuff was, 
if I had to put it on a scale 
of one to ten I would put it 
at a six or a seven probably 
because it, it forces you to 
look at certain things, you 
know, and put them down 
on paper, and, uh, it gives 
you the time to really 
evaluate yourself.”

"One of the most important 
things was learning coping 
skills and learning how to deal 
- learning how to reach out if 
you felt like you needed to 
talk to somebody."

“Probably the group 
sessions and, I mean I 
guess the, the Suboxone® 
was a big part of it cause 
just counseling or 
something I wouldn't 
have got clean...you quit 
hanging around all the 
junkies, you know you 
feel lonely cause that's 
like your family.”

Positives: coping skills 
development, individual 
counseling, Suboxone® as 
medicine, and providers 
support. Mixed feedback: 
assignments and group 
counseling.

k) Participant 
interpretations

"The cost is 
prohibitive.. .If they could 
go on a sliding scale -
with your financial income 
instead...with some 
subsidies or some grants 
from the Feds or the State 
to help recover the 
remainder of their balance 
that would have really 
helped me out.”

"I would have the doors open 
for anybody and everybody, 
financially able or not...But I 
can tell you, Turning Point 
was very graceful at letting me 
go on a payment schedule."

“I would definitely make 
it longer. I think a good 
solid year is about what 
people need...you know 
like a three or six months, 
month program's just not 
long enough. If I'd only 
been in three or six 
months I'd still be out 
using.”

Ideas for improving the 
medically-assisted program 
in the future included longer 
program duration and 
reducing associated costs.71



The following describes the findings by research question, themes, and subthemes (where 

applicable) followed by illustrative quotes from the three participants indicated as P1, P2, and 

P3.

4.2.1.1 Research question 1. What characterizes patient experiences of recovery in this 

MAT program? Participant responses to demographic questions included their descriptions of 

key characteristics that led to their addiction and seeking MAT. For example, asking participants 

about their drug of choice elicited descriptions of the context of their opioid addiction (see Table 

6). Themes that emerged from analyzing participant responses included drug of choice, previous 

treatment experiences, and treatment expectations. Within each theme, several sub-themes also 

emerged including drug of choice identification and first use, identification of the problem, and 

lack of access.
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Table 6
Phase II Research Question 1 Themes.

Drug of choice. Each participant identified an opioid as their drug of choice (DOC) and 

discussed factors related to history of use. Such factors included identification of DOC with 

regards to the specific opioid, amount, frequency, and method of use. Age of first use and the age 

that participants first sought treatment for DOC was also reported, along with identification of 

how and when DOC first became a problem. DOC experiences ranged from becoming addicted 

to medical prescriptions to illicit use of painkillers that progressed to heroin use. Overall 

participant accounts revealed that they initiated drug use at a young age. Participants differed in 

the way they initiated their DOC abuse, consequences of use over time, and when they identified 

their opioid consumption as being problematic.

Identification of DOC. DOC was diverse and involved a spectrum of licit and illicit use. 

All three participants described using prescription painkillers during their lifetimes. Participants
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Research
Question Theme

P1 P2 P3 Summary

a) Drug of choice

Heroin;
IV/snorting up 
to 10mg; DOC 
Age of first use
= 16

Percocet; Oral up to 
150mg; Age of first 
use = 18

Heroin; IV up to
1000mg; Age of
first use = 17

All three participants identified 
first using prescription 
medications. Two participants 
progressed to heroin use.

What 
characteri 
zes patient 
experience 

1 s of
recovery 
in this

b) Previous 
treatment 
experiences

AA & 
outpatient for 
alcohol & 
other drugs

No prior treatment 
experiences

No prior 
treatment 
experiences and 
residential 
treatment after 
Turning Point

Prior treatment included 12- 
step and outpatient treatment 
for substances other than 
opioids.

MAT 
program?

c) Treatment 
expectations

“I didn't want 
that life of 
chasing drugs 
day to day. 
And what I got 
from the 
program was 
so much more. 
I got myself 
back. My 
happiness."

“I wanted to find me 
again...so I can be 
the husband and dad 
that my wife and 
daughter so much 
deserve.”; “I got all 
that and more. I 
would say the 
program exceeded 
my expectations.”

"I wanted to have 
my life 
back...You know I 
wanted to be 
productive."

With regard to treatment 
expectations all participants 
wanted to improve daily 
functioning.



differed in progression of use from oral to intravenous administration. The amount and frequency 

of use also varied among participants. However, all reported eventual loss of freedom and power 

in their lives due to opioid addiction. For example, one participant identified Percocet as his 

DOC, which he consumed orally. He described his use as being initially medically oriented, but 

later progressed to illicit opioid use and a loss of control:

It - honestly, it didn't really matter. I mean in the beginning, it happened I had ten knee 

surgeries on one knee and I made it through that pretty much unscathed and then I started 

having a problem with the knee again and somebody turned me on to these Percocet 30- 

milligram little blue pills that pretty much spiraled me out of control rather quickly (P2).

The other two participants shared this sentiment regarding a loss of control with illicit 

prescription opioids and heroin use.

Participants discussed how their opioid addiction was exacerbated by systemic factors 

such as availability of their DOC. For example, one participant shared, “Well, I got started doing 

oxy when oxies were a big thing. ‘Cause, you know everybody's doing them. And then, they quit 

making oxies and everybody was strung out. So all the heroin moved into Fairbanks” (P3). In 

sum, each participant described his DOC use as eventually leading to a psychological and 

biological dependence that led to negative consequences that cost them their personal freedom.

DOC first use. All participants reported starting using their DOC at relatively young ages 

ranging from 16-18 years. When asked about the age of initiation, participants shared the context 

of their first use including psychosocial factors that contributed to a lifelong battle with 

addiction. Participants attributed factors in their youth as causes to explain their addiction and 

discussed addiction recovery as a long-term process. In each case, the participants reported the 

progressive nature of addiction and how it evolved into dependence on their DOC.
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Differences between participants related to how “savvy” (P1) they were during active use 

of their DOC. Some participants described their severity and problems as an incremental process 

whereby they were able to sustain relationships and maintain jobs. Others discussed their 

addiction as devastating to their ability to function and be productive. For example, one 

participant described his initiation as partially being a socially learned behavior that was 

modeled by his environment: “When I was 11 years old, I walked into my grandmother's 

bathroom and caught my uncle in her medicine chest and, uh, and he was getting her diet pills 

and that's when I started abusing prescription medication” (P1). In contrast, another participant 

described how his DOC initiation with prescription painkillers was not a problem until he was 

again exposed to the drug at a later time in his life,

Okay, legally I was 18 when I had my first surgery - and didn't have a problem weaning 

myself off of them. And then I am [older than 30] now - I don't know if it was just a time 

in my life that they affect me in a different way and kinda clung on to me” (P2).

In summary, there were differences in how participants thought their addiction developed 

and as such, each described its development as a unique process. However, there were also 

similarities in their journeys that led from DOC experimentation to dependency including phase 

of life, responsibilities, and psychosocial factors.

Identification of problem. Participants also described the context surrounding when they 

felt their DOC use was becoming problematic and what sparked their desire to gain control. 

Similar to first use, participants described functioning for a period of time before developing 

self-awareness about the detrimental consequences of use. For example, one participant 

described his long-term heroin use as recreational until he was middle aged:

I would say I was in my - I think I started running into problems when I was in the 

military when I was 18, 19. But it wasn't always the same drug. I mean I, I did not get 

addicted to that at that time, you know. I used pot and speed and, cocaine and other drugs 

75



throughout the course of my life. Ah, that [realized it became a problem] wasn't until - 

that's pretty recently. That, that wasn't until, uh, I'm gonna say 2006 or something like 
that (P1).

Although participants described diverse paths to identifying their problem with opioids, they all 

expressed the importance of relationships with, and responsibilities for, others in inciting 

behavior change. Specifically, all three participants identified being responsible for a child as 

prompting a change in how they viewed their DOC and relationship to it.

Previous treatment experiences. Another common theme amongst participants was how 

they described their approaches to seeking treatment. All participants had at least some 

exposure to peer support recovery programs including Alcoholics Anonymous and Narcotic 

Anonymous. Participants varied in terms of their opinions about the effectiveness of peer

support programs. However, they agreed that 12-step programs should be an option for 

everyone while in MAT. There were also differences in treatment histories and their impact 

on participants' perceptions of their readiness to engage in MAT. As previously noted in 

Chapter 3, two participants entered the Turning Point Counseling Services MAT program 

with no prior professional addiction treatment. In contrast, the third participant had gone 

through several treatment programs to cope with his polysubstance use as he discussed here:

I first decided to try to get help when I was 38 for other things, alcohol and other drugs.

That was the 12-step program, Alcoholics Anonymous. I, I did a short outpatient deal at 

the [Other Agency] here in town.. .and I did a short outpatient program prior to that, 
probably 1989, '90, something like that. I got into, I got a DUI in '87, I think, '87 or '89. 

So alcohol, it was hard to get the heroin and stuff that I craved at the time so I used 

alcohol. And, uh, it created problems for me then (P1).

Lack of access. As described by all participants, limited availability of local treatment 

options (MAT programs) presented challenges. Overall, participants painted a picture of
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Fairbanks, AK as a city with restricted treatment modalities and limited resources. All three 

participants described their desire to be in a Suboxone® program, but that they were unsure of 

how or where to go to become connected with MAT services. To gain initial access to the 

program, participants reported cold calling treatment centers in Alaska as well as asking friends 

and others about availability and access. Further, one participant described how a conflict of 

interest added to the limitations in treatment access:

Well, the methadone program I had, uh, a [family member] in that program and I didn't 

really want to, she didn't really want me getting involved with that because of her being 

involved with it. And so I didn't try to get into that, but I wanted to and there wasn't 

really any other programs.. .There was not any real options, only the methadone program 

and Turning Point at the time wasn't advertising (P1).

The other two participants had no previous professional treatment experiences but 

described connecting with the Turning Point MAT program through their social network. Here a 

participant described connecting to the program through a provider while at a mutual event:

I guess it, well, I know [agency provider] from [community activity]. And, um, he's just a 

good guy. And that program I think is, you know is pretty, it's not that difficult to tackle 

when you're looking at, you know getting on Suboxone® instead of going cold turkey 

cause being dope sick is horrible and Suboxone® really helps with that a lot (P3).

Treatment expectations. With regard to treatment expectations, all participants described 

wanting to improve their daily functioning. In particular, participants described a desire not only 

to be free from the physical constraints resulting from day-to-day use, but also to re-engage in 

their lives. This was exemplified by one participant's description of his treatment expectation, “I 

just wanted to stinking get clean...I needed to get clean...I wanted to have my life back. I 

wanted to have my daughter. You know, I wanted to be productive” (P3). However, participants 

varied in terms of their recovery goals and how they wanted to pursue them. Two of the 
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participants discussed their desire to eventually achieve complete abstinence, while the third 

participant considered lifelong opioid maintenance to be an acceptable reality.

The two participants who completed the Turning Point Counseling Services MAT 

program were asked about their treatment expectations and what they took away from treatment. 

Their responses indicated a desire to reengage with life, live meaningfully, and improve social 

roles. For example, one participant shared how finding his purpose in life surpassed his 

expectations:

I didn't want that life of chasing drugs day to day. And what I got from the program was 

so much more. I got myself back. My happiness—It [the program] exceeded my 

expectations. I didn't think that I would be doing what I'm doing now. Without the 

medicine itself and the clinical help to get to where I'm at, I certainly wouldn't be here. I 

think right now I'd probably be in the ground, truthfully (P1).

4.2.1.2. Research question 2. What are the cultural explanatory models of addiction 

represented by those who participated in the program? The cultural formulation theme 

encompasses the systems of knowledge, concepts of addiction treatment, and practices that 

impact health and well-being leading up to and during treatment. Themes that emerged included 

d) explanatory models of addiction which informed participants' beliefs about recovery and 

treatment, e) level of functioning through the Turning Point Counseling Services MAT process, 

and f) self-coping skills acquired as a result of the program (see Table 7 for research question 

two themes). Additional subthemes pertained to recovery and enhanced coping skills at treatment 

discharge from the MAT program.
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Table 7
Phase II Research Question 2 Themes

Research
Question Theme

P1 P2 P3 Summary

What are the 
cultural 
explanatory 
models of 

2 addiction 
represented by 
those who 
participated in 
the program?

d) Explanatory models of 
addiction

"We're stuck in a 
conundrum of a - catch-22 
type situation. And we 
don't know how to get out 
of it. There's no options 
for us, no help to get out 
of it. And it's not like you 
can just walk away from 
some of these drugs. Now 
you're married to them.”

"I was totally 100 percent, 
you know consumed by 
it.... It was in every aspect 
of my life at all times"

"I just have always had a 
super addictive 
personality...I was always 
drawn towards, you know 
creating havoc."

Explanatory models informed 
beliefs about addiction etiology and 
the relationship to opioids.

e) Level of current functioning

“Well, I don't use drugs to 
deal with stress. Now I 
talk about it. I can pray 
about it. I can meditate. So 
I have other tools.”

“I felt daily that I was 
getting my life back little 
by little. I had control over 
things...the chaos in my 
life was over...I became a 
dad. I became a husband 
that my wife married and I 
became the person I was 
prior to drugs.”

P3 went on to complete 
residential treatment, "I 
got out of treatment and 
got into the [a union] 
apprenticeship and now I 
just work and take care of 
my [child]."

Participants described their level of 
functioning during addiction and 
after leaving the program

f) Self-coping

"It changed [how] I 
maintained 
relationships...I used 
prayer and meditation. It's 
made a big difference in 
my life...and [gave] me a 
set of tools to where I 
don't have to holler at 
them and fight with them. 
I, I can talk to them and 
work things out.

"I mean it's just my whole 
life literally went full 
circle...I guess I really 
don't dwell on stress like I 
used to dwell on stress...I 
communicate in - one 
facet or another, whether 
it be to my journal or to 
my wife, and getting those 
thoughts and emotions out 
of me."

“I guess everything's 
changed...I don't hang 
around with the same 
people. Um, I have a job. 
And I have a kid to take 
care of...You gotta change 
everything or you're 
gonna end up back in the 
same place you were."

Similar to the discussion of 
functioning, participants discussed 
improvement of coping skills 
during their time in the program.



Explanatory models of addiction. Explanatory models represent an individual's understanding of 

addiction and various factors involved in the struggle for recovery. As previously discussed, each 

participant held their own views on addiction, expectations and goals for recovery, and the best 

approach to recovery. Their respective viewpoints were based on their lived experience and 

treatment models previously encountered and explanatory models represent the sum of each of 

these views. Participants' models of addiction included their perceptions of the etiology of 

addiction, perceptions of functioning before and after the Turning Point MAT program, and 

coping skills that impacted how they perceived addiction and themselves. A theme emerged 

regarding worldviews and the importance treatment approach and goal development. For two 

participants, the model of addiction influenced treatment choices and affected their ongoing 

recovery after being discharged from the Turning Point MAT program. Two subthemes emerged 

from analysis, including participant perceptions of their relationship to opioids and elements 

important to recovery.

Participants' explanations of how their addictions developed varied with regard to 

personality and contextual factors. One participant believed that addiction was a result of flaws 

in their morality or personality. Two participants discussed biological factors such as inheriting a 

genetic predisposition to drug addiction. For example, one participant described how his 

personality contributed to his addiction:

I guess I just have always had a super addictive personality and always wanted to do what 

I wasn't supposed to be doing. I was always drawn towards creating havoc. I definitely 

wasn't like my environment, ‘cause my parents were clean and they're still married and 

we have a great household. So it's not family stuff. And so I was really always drawn 

towards that crowd of people doing the wrong thing (P3).
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In contrast, the other two participants focused on environmental and contextual factors 

that sustained their addiction. For example, one participant described psychosocial stress (such as 

job security and ability to perform social roles effectively) as an important factor in his addiction,

I think a lot of it had to do with work and the lack thereof. I was working as a

[tradesman] and it was kind of sporadic.. .it just puts a lot of stress on the family. Not 

being able to support your family plays a huge mental role, not finding stable work (P2).

Participants discussed how MAT participation and Suboxone® prescriptions are just one 

element of treatment. Two participants described failed attempts to stop or reduce drug use on 

their own, before they sought professional treatment and MAT services. They explained that 

while opioid addiction caused physical dependence, the addiction was also psychological, 

leaving users to feel powerless to change their drug use. For example, one participant described 

his addiction to opioids as a relationship:

I think every addict...thinks in the back of their mind, man, I wish I could get out of this.

But we're stuck in a conundrum of a catch-22 type situation. And we don't know how to 

get out of it. There's no options for us, no help to get out of it. And it's not like you can 

just walk away from some of these drugs. Now you're married to them (P1).

Similarly, all participants shared that the actions required to sustain their addiction impacted their 

sense of self. Specifically, by the time they sought treatment, they felt drug use had changed their 

identity as a result of the questionable actions that countered their morals and value systems. For 

example, one participant explained,

My problem with it was, I was totally 100 percent consumed by it...it influenced every 

aspect of my life. I got to the point where I was selling a lot of dope. So that I could 

support my habit and pay rent and, you know everything I needed I sold dope to take care 

of that...it was in every aspect of my life at all times (P3).

81

that.it


Recovery. A central element of the recovery subtheme is the influence of 12-step 

recovery and MAT. Although all three participants had engaged in 12-step programs, recovery 

trajectories varied for each individual. All expressed their belief that MAT should be an option 

for everyone, but that MAT services should not be mandatory. Differences existed among 

participants regarding the importance of being involved in 12-step peer-facilitated meetings such 

as Alcoholics Anonymous (AA) and Narcotics Anonymous (NA). For example, one participant 

believed recovery was based on personal values and as such, it was not crucial to engage in 12- 

step programs while in professional treatment. He explained,

When I get home from work at the end of the day, even in the wintertime, I focus on my 

family and I haven't felt like I needed one [12-step program] 'cause I go to individual 

counseling, so just I've never been a big group person (P2).

Other participants discussed 12-step meetings as a contextual factor necessary for their 

ability to initiate and achieve recovery. One participant described 12-step participation as helpful 

in setting the stage for taking part in professional treatment. He said, “Because I've been through 

the 12 steps of AA and that really does a pretty thorough job on you. So I was really pretty self- 

aware about stuff like that” (P1). Further, participants discussed the potential role and benefits of 

engaging in 12-step meetings to sustain long-term recovery after completing the Suboxone® 

program. Participants highlighted how the 12-step structure, support, and accountability afforded 

them the motivation to continue their recovery efforts. Finally, participants noted that 

engagement was key to recovery. One participant explained that a 12-step program contributed 

to his view of addiction as a disease. However, he recognized over time his need for something 

different to confront his opioid addiction and not just attend “typical AA, meeting, meeting, 

meeting” (P1).
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Level of functioning. This theme describes participants' views regarding MAT's ability to 

address physical dependency symptoms and subsequent efforts to reengage with life. Participants 

described how taking part in the Turning Point Counseling Services MAT program helped them 

to reflect on the causes of their addiction to opioids and to address consequences of use. This, in 

turn, helped them to strengthen meaningful aspects of their identity, and to reengage with life. 

Participants generally described their level of functioning during their active addiction and 

treatment entry as “poor” and unsustainable. After leaving the program, they noted improved 

daily functioning. Although consequences of drug use varied, each participant reported that 

improved daily functioning positively impacted their family relationships, occupational pursuits, 

and work stability. One participant shared insight about his DOC's hold on his ability to 

function:

If I didn't have painkillers, I wouldn't do anything. I would sit on the couch or I would do 

nothing. I had no ambition. I had no drive. I don't want to say I was ever depressed 'cause 

I don't think I ever got depressed. It's lack of motivation I guess would be the biggest 

thing, if I didn't have my painkillers. If I had my painkillers, I was doing everything, 

functioning like a regular guy. It's like a car needs gasoline. That's how I felt. That was 

my gasoline (P2).

The same participant further shared about his ability to function during his treatment:

I felt daily that I was getting my life back little by little. I had control over things. I found 

full-time employment and I've been with the same employer ever since. The chaos in my 

life was over. I wasn't worried about tomorrow. I wasn't worried about today. The worries 

were gone. I became a dad. I became a husband that my wife married and I became the 

person I was prior to drugs (P2).

Similarly, another participant described his ability to function after taking part in the Turning 

Point Counseling Services MAT program. He explained, “I don't use drugs to deal with stress. 

Now I talk about it. I can pray about it. I can meditate. So I have other tools. I have a different 

83



tool box to use on stress” (P1). Although one participant did not complete treatment, he 

conveyed that the MAT program served as a stepping-stone to enrolling in residential treatment,

Like I said, my life was completely devoted to drugs. I got out of treatment and got into 

the [a union] apprenticeship and now I just work and take care of my [child]. I got so 

much stuff going on I don't have time to even, you know, that doesn't even bug me 

anymore (P3).

Self-coping. Similar to the theme of level of functioning, participants discussed how the 

MAT program helped them improve their coping skills. Effective coping resulted in the ability to 

manage stress and emotions without using drugs. Participants described coping skills ranging 

from mindfulness activities to practicing interpersonal skills such as examining relationships and 

negative thinking patterns.

Results of MAT. Participants described understanding their addiction better as a result of 

participating in the MAT program. They discussed how gaining coping skills influenced their 

approach to dealing with stress. For example, one participant shared that as a result of treatment, 

“Every aspect of my life has changed. I don't hang around with the same people. I have a 

job.. .You gotta change everything or you're gonna end up back in the same place you were” 

(P2).

Participants also described how their coping skills were augmented during treatment with 

regard to insight development about behavioral patterns and alternatives to drug use. For 

example, one participant described becoming more grounded and confident in his ability to 

manage his family responsibilities related to the demands of his recovery. He explained, “Well, it 

changed in the fact that I maintained relationships...I used prayer and meditation...I can talk to 

them [family] and work things out” (P1). Another participant shared that gaining coping skills to 

manage emotions helped improve communication with his wife,
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I journal. I learned how to journal, and write things down, and get them - or I talk to my 

wife. I communicate in one facet or another, whether it be to my journal or to my wife, 

[to get] those thoughts and emotions out of me (P2).

The same participant also shared that he felt learning new coping skills served as a catalyst for 

recovery, he explained:

Everything just changed. I was like a flower at springtime, you know? It first turns green 

and then gets green leaves, and then a bud, and then a flower. It just progressed and 

everything around me changed. My whole life, I mean I - I owe everything I have today 

to Turning Point, and I guess, in a way, to Suboxone® (P2).

4.2.1.3 Research question 3. What were some barriers and facilitators in the recovery 

process as it relates to the Turning Point Counseling Services MAT program?

The intent of this research question was to discover what elements of the MAT treatment 

process make recovery easier or more difficult. Participants in the Turning Point Counseling 

Services MAT program described several barriers (factors that encumbered or hindered 

treatment) and facilitators (factors that bolstered recovery). Table 8 provides a summary of 

barriers and facilitator themes. Treatment barriers subthemes that emerged included lifestyle 

changes as a consequence of treatment, dependence on opioid MAT, and the shame and stigma 

associated with MAT. Additionally, participants discussed barriers seeking treatment in 

Fairbanks, AK, including limited MAT program availability and insurance coverage for MAT 

programs. Treatment facilitator subthemes included family support, motivation to change illicit 

opioid use, supportive provider attitudes impacting individual and group therapy.
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Table 8
Phase II Research Question 3 Themes

Research
Question Theme

P1 P2 P3 Summary

What were 
some barriers 
and facilitators 

3 in the recovery 
process as it 
relates to the 
program?

i) Thoughts about 
Suboxone®

"I think this drug is a 
miracle drug, 
really...you're not gonna 
get sick. I had quite a 
habit going. So whenever 
I tried to quit before I 
mean I'd get super, super 
bad detox. You know I'd 
be sick for weeks.”

"I - I like it. I do. I wish 
the only - the only thing I 
wished it would be easier 
to get off of it, um, and 
I've been on it for a long 
time, so there's definitely 
that, um, level of, um, 
security that I have with it 
and I - I wished that it 
wasn't so difficult to just 
be able to stop."

"I think it's a good tool to 
help you get clean. But I 
don't think that it's 
something that somebody 
should be on forever...It 
definitely makes the 
transition from - living 
that lifestyle to, you know, 
not living that lifestyle 
and not getting sick..."

Suboxone® was described as 
beneficial for cravings, withdrawal 
symptoms, and daily functioning, 
although dependence on the 
medication was a concern.

g) Treatment barriers

“I didn't have money at 
the time really to go, uh, 
like to Anchorage...I had 
heard that they had a 
couple of programs down 
there and they were 
prescribing...But, uh, I just 
wasn't aware of who they 
were and what they were 
and how I could get into 
that.”

“I was lucky enough to 
have insurance.. .The 
insurance company that I 
had originally, they - they 
paid for the mental health 
but they did not cover like 
prescription. They would 
not pay for the 
Suboxone®, so yeah, I 
mean it was about over 
$1,000.00 a month."

"You know when you quit 
using like one of the 
biggest things for me 
anyways was the lifestyle 
change cause you can't 
hang out with all the 
people you used to hang 
out with and all the, you 
know places you used to 
be."

Lifestyle changes, social networks, 
availability of MAT programs, 
financial barriers, dependence, and 
stigma hindered the treatment 
process.

h) Treatment
facilitators

"I felt like, you know, they 
weren't going to belittle 
me for what I was doing. 
They were there to help. 
And I wanted to open up 
and be honest with them, 
as honest as I could be at 
the time, and so they 
could help me because I 
really wanted to defeat 
this thing.”

"The support of my 
wife...I would say she 
was probably one of the 
driving motivators. I mean 
she supported me through 
thick and then. I mean she 
was there, mentally, 
emotionally whatever - 
whatever I needed, 
whatever she felt I 
needed."

"A big thing with heroin 
addicts is that you gotta 
get to that point where it's 
not worth it anymore. 
Heroin's - such a 
controlling drug...most 
people I've seen that are 
in a Suboxone® 
program.. .I saw the 
people that were still 
trying to use.”

Family support, motivation, group 
therapy, and provider attitudes and 
approach to treatment were 
identified as facilitators.



Treatment barriers. Participants highlighted lifestyle changes such as the need to leave 

old and create new social networks as challenges to successful treatment completion. For 

example, one participant described the extent of the lifestyle changes he required:

You know, you lose all your friends and everything...You can't be around, you know, any 

of the people, any of the places or do any of the things that you used to do. So it's a 

complete lifestyle change if you're gonna be clean” (P3).

Similarly, another participant described his longing for social connection with his peers 

who were actively in addiction, “My desire to go out there and be with my party buddies, women 

mostly made it difficult for me” (P1). Each participant described how his social networks at the 

time of treatment entry were at stake. They described feeling tentative about starting the Turning 

Point Counseling Services MAT program due to the potential impacts recovery could have on 

their relationships.

Another common thread across participants was how MAT acted as a double-edged 

sword. While MAT helped participants to reach their immediate treatment goals, MAT also had 

the potential to hinder long-term progress towards opioid abstinence. This dilemma of MAT as a 

potential barrier was aptly captured by this participant who described his fear of becoming 

dependent on Suboxone®:

I like it [Suboxone®]. I do. I wished it would be easier to get off of it and I've been on it 

for a long time, so there's definitely that level of security that I have with it. There comes 

a time where you get to a point where you want to sweep any dependency away. I don't 

want to be dependent on anything and I know that day will come (P2).

Participants also discussed the shame and stigma associated with MAT as being a 

treatment barrier. The participants shared that shame and stigma can stem from various sources 

(family, friends, community providers) and can reignite their desire to return to addictive 

behaviors. For example, participants identified feeling shame associated with their age at 
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treatment entry that impeded their self-acceptance and elicited embarrassment. One participant 

shared the feelings he associated with his reliance on a medication to fulfill his social roles. He 

explained, “I think that the driving thing that may have made it difficult is the embarrassment of 

being a grown man - a dad - it was very embarrassing at first for me” (P2).

In terms of stigma, one participant described his fear that others would discover his 

opioid addiction or reliance on MAT, “You don't want your friends and coworkers and bosses or 

anyone else knowing that you have this monkey or gorilla on your back” (P1). Participants also 

reported negative encounters with medical professionals who tried to debase their recovery 

efforts. One participant described an encounter with a pharmacist who he felt judged him for 

filling his Suboxone® prescription, “He just treated me.. .like a dirt bag, you know, I'm a drug 

addict” (P2).

Participants also identified inadequate access to services including limited local 

availability of programs and restricted finances as barriers to seeking and engaging in treatment. 

They discussed the dire need for a greater range of recovery services for opioid addiction in 

Fairbanks, and in Interior Alaska. One participant described how limited resources posed a 

barrier to him. He explained:

I really didn't have the ability to reach out any further. I didn't have money at the time 

really to go to Anchorage [for treatment]. I thought about it and I had heard that they had 

a couple of programs down there and they were prescribing stuff like this 

[Suboxone®].I just wasn't aware of who they were and what they were and how I could 
get into that (P1).

Other participants pointed to the cost of treatment and inability to pay for services as a barrier. 

For example, one participant described how he had to rely on his family to help with treatment 

costs, he explained, “My family ended up paying for it. If I had to pay for it out of pocket, I 

probably couldn't have done it. You don't have any money when you're strung out” (P3).
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Similarly, participants shared that although Turning Point Counseling Services was flexible in 

terms of structuring payment for services rendered, their inability to pay for services still impacts 

their treatment. One participant shared his financial issues and the barriers they cause:

Well, I was at the point where, you know, I was using so much stuff that I didn't have 

any money and you know, doctors and clinicians-want to be paid - myself being an 

addict, I just didn't have the money to enlist in programs like that. Fortunately, at the 

time at Turning Point, I had enough money to get in and to go, and I still owe them 

money. I don't go down there [Turning Point Counseling Services]. Kind of embarrassed 

to go down there; I still owe them money (P1).

Moreover, several participants discussed limited insurance coverage and Suboxone® 

prescription costs as a barrier. Participants described how out of pocket costs could be 

prohibitive and a factor that made focusing on treatment difficult. One participant described how 

the financial burden associated with treatment costs impacted him:

I was lucky enough to have insurance. In the beginning, I didn't have the insurance and it 

was tight.. .that was very difficult in the beginning because of the insurance company that 

I had originally, they - they paid for the mental health but they did not cover like 

prescription. They would not pay for the Suboxone®, I mean it was about over $1,000.00 

a month, which was probably still way less than what I was paying for drugs, but it was - 

it was some trying times through that period.. .this stuff is expensive. It is not cheap. Out 

of pocket I pay $223 a month.. .for a 30-day supply. But you know, compared to my drug 

use, it's cheap. But I know that it could be a lot cheaper (P1).

Treatment facilitators. Participants identified several treatment facilitators that made 

going through the MAT program at Turning Point Counseling Services easier for them. 

Participants described Suboxone® as a medication that is helpful in realigning recovery 

priorities, and that assists with reengaging in life and with family. Participants also discussed 

family and social support as an important motivator and treatment facilitator. One participant 

noted the following:
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The support of my wife.. .I would say she was probably one of the driving motivators. I 

mean she supported me through thick and thin. I mean she was there, mentally, 

emotionally - it's not about me, and I guess that's the biggest thing for me, too, it's no 

longer about me and that's where I was when I - when I was using drugs. It was about 

me. I couldn't focus on anything else (P2).

Similarly, other participants discussed motivation as a crucial factor for active engagement in 

treatment. One participant described how staying motivated is essential to working towards 

treatment goals, he stated, “You know if you're sitting around idle you're gonna end up going 

back doing the same things that you were doing” (P1).

Group. Group therapy was identified as a facilitator. Each participant described group 

therapy as a key supportive process of treatment that fostered a type of recovery ‘brotherhood'. 

One participant described his interactions in group therapy:

A big part of it is the family bond that you develop with your associates in the 

program...you develop a love for them just like you have for your brothers and sisters 

basically, and you're all fighting the same battle in your own, unique way...You have 

your own issues going, you've got different things going on in front of you but we're all 

fighting the same enemy. So you get kind of a brotherhood developed between these 

people that you're going through the process with and it's a huge piece (P1).

Providers. Participants also indicated that providers could facilitate treatment in terms of 

their support and approach to treatment that fostered strengths over deficits. Participants 

discussed that the support from therapists in the Turning Point Counseling Services MAT 

program was helpful to their treatment process. The therapists facilitated their treatment largely 

due to their openness, flexibility, and unconditional positive regard for patients. One participant 

described his experience with providers as being crucial to his recovery efforts:

I think the guidance and the support that I got at Turning Point was the biggest thing, 

from the staff, and the meetings. You're obviously put in a very vulnerable situation and 
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they made me feel protected at a time in my life when I really needed that... I felt like, 

you know, they weren't going to belittle me for what I was doing. They were there to 

help. And I wanted to open up and be honest with them, as honest as I could be at the 

time, and so they could help me because I really wanted to defeat this thing (P2).

Another participant described program therapists as being motivating. He shared, “They 

definitely helped. They definitely were another catalyst in the program—that helped me get in 

there and bare my guts and, you know, do it the right way” (P1).

One difference that emerged across participants was their perceptions of what roles 

therapists played in the treatment process. One participant felt that therapists should also to be in 

recovery from addiction. In contrast, two participants believed that while it was helpful if the 

therapists had similar experiences, it was not crucial to their ability to provide treatment. For 

example, one participant discussed his perceptions of therapists in the program that had 

experienced the recovery process. He shared:

I think one of the biggest things I liked about Turning Point is that [some providers] are 

recovering addict[s]. So [they] know what it's like. [They're] not somebody who has no 

idea about addiction trying to tell ya how to get your life together, you know. [They've] 

been there. And that was one of the things that really drew me towards, you know 

working with [them] (P3).

Provider relationships extended beyond Turning Point Counseling Services staff. 

Participants also described their relationship with the offsite physician who prescribed 

Suboxone® as essential to the recovery process as their therapists. Participants generally 

described their experience with their medical prescriber as supportive, non-judgmental, and 

helpful in terms of holding them accountable for reaching treatment goals. One participant 

described his relationship with his Suboxone® doctor, “I'm on, I'm on health medicines that I 

can't afford and that was prescribed to me not by my heart, my cardiologist but my Suboxone® 
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doctor. This doctor, I believe, helped, really helped save my life. He's trying to get me to get 

insurance so I can go back to the cardiologist” (P1). This same participant described the 

physician's approach:

You know, even with the relapse, he told me, that's part of the process and he never once 

threatened to - he didn't dangle the prescription in front of me, I guess would be a good 

way of saying it. He never made me feel shameful for having that happen. I've known 

him for three years, so I mean it's - it's a pretty good relationship (P1).

However, participants described an inherent power differential within their patient-provider 

relationship that caused them anxiety. For example, one participant shared that his relationship 

with the physician who prescribed Suboxone® could seem like a double-edged sword, he 

explained: “The doctor - he's helped a lot. He holds my foot to the fire, but I also have a fear of 

him. I'm afraid he [will] cut this off and it will be right back to square one” (P2).

In summary, participants discussed both barriers and facilitators to their treatment 

success. Relationships were a key focus for all participants with regard to MAT and recovery. 

Participants in the MAT program identified close relationships during their recovery process to 

be helpful in terms of fostering motivation. These relationships seemed to bolster their 

confidence and renew their sense of worth during recovery, as well as provide expectations for 

completing treatment. At the same time, the relationships could also manifest as a hindrance 

when a strong patient-provider bond was not established. The participants all indicated that the 

cost and lack of coverage for the MAT program participation was the most prohibitive factor.

4.2.1.4 Research question 4. What would improve this type of HR program in Alaska? 

Responses to this research question contained themes that emerged from patient retrospectives 

and thoughts about themselves post-discharge from the Turning Point Counseling Services MAT 

program. These reflections on the recovery process included thoughts about Suboxone®, 
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identification of the most helpful program elements, and other feedback they provided to the 

program and similar programs in Interior Alaska (see Table 9).
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Table 9
Phase II Research Question 4 Themes

Research
Question Theme

P1 P2 P3 Summary

4

What would 
improve this 
type of program 
in Alaska?

j) Most helpful program 
elements

“The writing and stuff 
was, if I had to put it on a 
scale of one to ten I would 
put it at a six or a seven 
probably because it, it 
forces you to look at 
certain things, you know, 
and put them down on 
paper, and, uh, it gives 
you the time to really 
evaluate yourself.”

"One of the most 
important things was 
learning coping skills and 
learning how to deal - 
learning how to reach out 
if you felt like you needed 
to talk to somebody."

“Probably the group 
sessions and, I mean I 
guess the, the Suboxone® 
was a big part of it cause 
just counseling or 
something I wouldn't have 
got clean...you quit 
hanging around all the 
junkies, you know you 
feel lonely cause that's 
like your family.

Positives: coping skills 
development, individual 
counseling, Suboxone® as 
medicine, and providers support. 
Mixed feedback: assignments and 
group counseling.

k) Participant interpretations

"The cost is 
prohibitive.. .If they could 
go on a sliding scale -
with your financial 
income instead.. .with 
some subsidies or some 
grants from the Feds or 
the State to help recover 
the remainder of their 
balance that would have 
really helped me out.”

"I would have the doors 
open for anybody and 
everybody, financially 
able or not.. .But I can tell 
you, Turning Point was 
very graceful at letting me 
go on a payment 
schedule."

“I would definitely make 
it longer. I think a good 
solid year is about what 
people need.. .you know 
like a three or six-month 
program just not long 
enough. If I'd only been in 
three or six months I'd 
still be out using.”

Ideas for improving the medically- 
assisted program in the future 
included longer program duration 
and reducing associated costs.
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Thoughts regarding Suboxone®. With regard to the use of Suboxone® in treating 

addiction to opioids, participants had conflicting perspectives. For example, one 

participant explained that Suboxone® should be used only as a tool to transition to total 

abstinence. He stated,

I think it's a good tool to help you get clean but I don't think that it's something 

that somebody should be on forever. I mean it definitely makes the transition from 

living that lifestyle to not living that lifestyle and you can deal with getting off of 
the Suboxone® later (P3).

Conversely, the other two participants felt lifetime maintenance was a part of the 

reality for some people in opioid addiction recovery. Here, one participant described 

Suboxone® as a medicine he used to manage his disease. When he discussed the impact 

of MAT, he emphasized, “I really, truly believe it [Suboxone®] saved my life.. .I would 

say [it was] the second time in my life that I've been able to be free of the desire to 

actively pursue these drugs” (P1). Furthermore, those participants who viewed 

Suboxone® as a long-term maintenance drug discussed how the medical benefits of 

managing physical withdrawal symptoms with Suboxone® outweighed reliance on the 

prescription because it helped to stabilize their recovery. Still, participants warned that 

individuals seeking MAT needed to be ready to change at least some aspects of their 

lifestyle and be motivated to do more than simply replace their DOC to be successful. 

One participant described Suboxone® as helpful, but only if you are motivated,

It's gotta be something that you want to do...I think it's very helpful. But I think 

that if, you know you're writing a script for somebody that doesn't want to get 

clean they're just gonna [relapse], it's just another tool for an addict to get high if 

they don't want to get clean (P2).
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All three participants shared how taking Suboxone® was different than using 

their DOC. They discussed Suboxone® use as strong enough to prevent withdrawals and 

address physiological symptoms. Relief from withdrawal afforded them freedom to 

choose options that were consistent with recovery goals. One participant described 

Suboxone® as a “wonder drug”, he said:

Well, I think it's a very helpful medicine that doesn't give me that feeling that the 

meds [prescription painkillers] gave me. It helps me to not crave that feeling that 

the meds gave me. It's kind of a wonder drug for me. I'm not craving pills or 

injectables (P1).

Participants also discussed their perceptions of how to best use Suboxone® in 

treatment. Participants generally agreed that there needs to be structure, at least initially, 

and that Suboxone® should be used with insight-oriented therapy to obtain the best 

results. One participant shared his recommendations: “I think it works best if it's 

combined with therapy, in my opinion. For my case, it does. Every individual is different. 

I think there is a slight chance [at success without therapy] but I think a combination of 

the two is a more solid path moving forward” (P2).

Both participants that completed treatment indicated that Suboxone® was a 

“wonder drug” that had saved their lives by helping them “bridge to sustainable 

recovery” where their DOC had previously kept them immobile. The participants stated 

that it was not only a solution to the short-term issue of dependency and withdrawal, but 

Suboxone® was a road map towards longer-term recovery. It is important to note 

however, that both agreed that the medication was only effective when in conjunction 

with psychotherapy. All of the participants indicated that utilizing Suboxone® as a tool 

for recovery was easier than expected. Although participants reported varied opioid use at 
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time of treatment entry, all three participants concluded that Suboxone® was a smooth 

transition that boosted their chances of success in treatment. For example, one participant 

described his experience with the induction process,

He put me on Suboxone® and then I just went and picked it up from a pharmacy. 

The switch over from heroin to Suboxone® isn't bad. I didn't get sick. The 

Suboxone® was a big part of it [success] cause just counseling or something I 

wouldn't have got clean (P3).

Most helpful program elements. Participants were asked about specific elements 

of the program that they found to be most useful. Specifically, participants were asked 

about particular aspects of the program such as assignments, development of coping 

skills, group and individual therapy, Suboxone®, and provider support.

Assignments. The importance attributed to assignments in the MAT program 

varied across participants. Two participants believed the assignments were essential to 

rediscovering the person they were prior to their opioid addiction. For example, one 

participant discussed assignments as being helpful to his recovery, stating “If I had to put 

it [assignments] on a scale of one to ten I would put it at a six or a seven probably 

because it forces you to look at certain things and put them down on paper and it gives 

you the time to really evaluate yourself” (P1). Yet, one participant found the assignments 

to be more of a distraction. For example, one participant reported it was difficult to 

understand and internalize the assignments in the early part of treatment.

Coping skills. Teaching participants to reach out and seek help was an 

emphasized aspect of the Turning Point Counseling Services MAT program. The aim 

was to educate participants on how to move away from isolation and avoidance behaviors 

towards adaptive coping strategies. Overall, participants discussed this component of the 
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treatment program as being helpful. For example, one participant described learning 

about help-seeking as beneficial, he said:

I would say that's [coping skills] a fairly helpful thing, maybe a five or a six [out 

of ten]. You know, having the ability to call someone and say hey, I really feel 

like I'm gonna go out and use or something is pretty helpful (P1).

Another participant echoed the importance of coping skills in recovery, stating: “That 

was probably one of the most important things was learning coping skills and learning 

how to deal - learning how to reach out if you felt like you needed to talk to somebody 

no matter what it might have been” (P2).

Group therapy. Group therapy emerged as a crucial component of recovery for 

participants in the MAT program. According to the participants, it was valuable because 

it tended to bolster interpersonal relationship skills and allowed patients to share mutual 

experiences while building camaraderie. According to participants, group therapy 

provided a forum for them to share their struggles and insecurities, and to practice giving 

and receiving support. For example, one participant shared how group therapy was key to 

his recovery while in the MAT program, “A big part of it is the family bond that you 

develop.. .but I really look forward to seeing those people every time we met and hearing 

how it was going for them, and sharing my trials and tribulations” (P1).

Additionally, participants discussed group therapy as being a sounding board for 

managing the daily challenges associated with being in recovery. For example, one 

participant described the group process as a means to put his experiences into 

perspective:

That's where the day-to-day living, you get to hear how they're dealing with it - 

your friends and your peers. You get to hear how they're going through their day- 

to-day life and making it, or not making it. It was extremely helpful (P1).
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Still, not all agreed that group therapy was for everyone. One participant reported that he 

saw the benefit of group therapy for others, but that he did not experience the benefits 

because he valued his privacy, he explained: “For me, [group therapy was] not very 

[helpful]. I was very reluctant...to me, my addiction was my story and I wasn't big on 

sharing with other people” (P2).

Individual counseling. All three participants felt that individual therapy was a 

critical aspect of their treatment. Reasons underlying this importance ranged from insight 

building to recovery plan development. As previously noted, participants shared that the 

patient-therapist relationship was important while going through the program because it 

facilitated opening up, evaluating self-held values, and building a personalized roadmap 

to recovery. One participant identified individual counseling as a key resource in the 

MAT program:

Individual [therapy] was the most helpful for me. I learned to open up, and to let 

my feelings out, and to talk about things no matter how shameful it may have 

been but to feel comfortable and have a level of trust to be able to be vulnerable 

enough to talk about things that you needed to talk about. And that's where the 

individual counseling really was huge (P2).

Similarly, another participant described how individual therapy helped him to 

uncover blind spots. He explained, “Individual counseling was definitely helpful. And 

[they] gave me insights to myself that I hadn't really thought about. [the therapists] 

brought some things out that I really hadn't looked at, tried to hide from myself or 

whatever” (P1).

Participant interpretations. Participants offered the following feedback regarding 

improving Suboxone® treatment, including ways to address financial barriers, seeking 
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MAT, and specifically, ideas for improving the Turning Point Counseling Services MAT 

program.

Participants identified the time spent in treatment and the type of treatment as 

important factors in recovery. More specifically, they believed that the initial 10-week 

segment of treatment was too short. The length of treatment that participants 

recommended varied and ranged from 10-weeks to 6-months or a year. For example, one 

participant discussed his thoughts on the minimum length of treatment:

I would definitely make it longer. Like I said, I think a good solid year is about

what people need.. .I definitely think with heroin [use] like a three or six-month 

program is just not long enough. If I'd only been in three or six months I'd still be 

out using (P3).

Participants felt that the program should find a way to address the financial 

barriers associated with the Suboxone® program. For example, one participant noted,

The cost is prohibitive...If they could go on a sliding scale - with your financial 

income instead of just, hey, our program is $3,500.but I will say they worked 

with me as much as they could. But if they could go on a sliding scale with some 

subsidies or some grants from the Feds or the state or whatever to help recover the 

remainder of their balance that would have really helped me out (P1).

One participant further discussed the need for opportunities to participate in MAT 

regardless of ability to pay for services. For example, the participant reported,

I would have the doors open for anybody and everybody, financially able or 

not...But I can tell you, Turning Point was very graceful at letting me go on a 

payment schedule and, you know, [a clinician] just said to me, ‘Just don't do me 

wrong' and I didn't. I paid every penny back and I guess that was his way of 

letting me know that, you know, he's not gonna turn his back on anybody (P2).
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Despite these recommendations, participants reported that although Turning 

Point Counseling Services is a for-profit agency and the cost of the MAT program may 

be a financial obstacle for some, the providers and staff were flexible and open to 

payment arrangements on a case-by-case basis.

Participants agreed that individuals seeking MAT for opioid addiction need to be 

honest, open to change, and committed to the process. For example, one participant said, 

“Be honest, be fearless, and take a good hard look at yourself, and allow the people that 

want to help you to help you” (P1). Participants also discussed how making a 

commitment to change despite the discomfort was crucial. Along those lines, one 

participant shared:

Join it, give it a chance, stick with it, and they can overcome their

addiction.. .honesty is the biggest thing. If you're not honest with yourself, 

number one. You have to be honest and I think, in a way, each individual's 

different. You just have to be ready to break those chains that are tying you down 
(P2).

After their interview each participant was asked how they felt discussing and 

reflecting on their recovery and treatment process. Specifically, participants were asked, 

“Compared to before we started this interview, do you feel better, worse or the same?” 

The participants who completed treatment experienced the interview as being 

“gratifying” and reported they felt better. One participant explained:

I actually feel a little bit better. I think that I just got to tell someone how this stuff 

is working for me and how the program worked for me. So I think I feel quite a 

bit better actually. It's not like I go out there every day and say hey, I'm a heroin 

addict. But I've been in recovery for five years and man, it's working for me. It 

can work for you (P1).
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The participant who did not complete treatment reported, “I feel the same.” This 

participant reported that his time in the program was short lived and after spending a year 

in residential treatment at another facility, recounting his experiences using MAT did not 

trigger many emotions for him.

Participants in Phase II identified several factors that impacted their progress 

during and beyond the Turning Point Counseling Services MAT program. Helpful 

program elements identified by participants included learning to focus on building coping 

skills toward improving interpersonal effectiveness, individual counseling, and provider 

support, which enabled them to be open and honest with themselves and their providers. 

Participant interpretations helped to contextualize their overall experiences in the 

program. The participants also provided recommendations for similar and future MAT 

programs in Interior Alaska that focused mainly on relieving the financial and access 

burden.

4.3 Phase III: Provider Feedback

Phase III of the study was designed to share results and findings, and to co

interpret them with two providers from the Turning Point Counseling Services MAT 

program. Providers were two mental health professionals with expertise in opioid 

addiction and who provided services in the program. One provider served as the clinical 

supervisor, as well as an individual and group therapist for the MAT program. The other 

was an individual and group therapy clinician. Both were involved in collecting the 

outcome measures analyzed during Phase I. They also held unique insights regarding 

treating opioid use disorder and the nuances of creating and administering aspects of the 

Turning Points Counseling Services MAT program.
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Notably, the providers disclosed that the MAT program was terminated after two 

years of operation due to logistical concerns related to patient safety. The clinical 

supervisor shared that patient diversion of Suboxone® became a problem whereby some 

patients sold their medication to earn money to buy and use illicit opioids while attending 

the MAT program. This problem in program fidelity led to a number of challenges 

including treatment adherence and protocol enforcement issues. In light of these and 

other logistical concerns, each provider was also asked to share insights as they discussed 

and co-interpreted preliminary findings from Phases I and II. Phase III was important 

because it corroborated patient experiences while also adding administrative contextual 

elements. Provider feedback and interpretations of findings from Phases I and II are 

presented below. Findings included perceived factors that impacted treatment success, 

barriers to treatment, and insights about systemic factors contributing to the patient 

experiences in the MAT program.

4.3.1 Factors Impacting Success and Recovery

According to providers, four key elements of treatment and recovery shaped the success 

of participants. Each will be discussed in the sections that follow.

Time in recovery. Providers agreed that time was important as they observed 

people who stayed in the program longer improved in terms of achieving decreased levels 

of distress. Providers conveyed that even when patients were still using illicit drugs, they 

saw improvements in their social and daily functioning. As a result, patients also 

enhanced family relationships and job sustainability.

Motivation. Providers agreed that motivation at treatment entry was a key factor 

for success in the MAT program. Particularly important was the utility and flexibility of 
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the program to work with individuals at their identified stage of readiness to change. 

Providers explained that the therapy process was not effective for some individuals who 

were not motivated to change and were not fully engaged in the MAT program. In other 

words, participants who were not taking medication as prescribed or were not engaging in 

both individual and group therapy were less likely to complete their treatment. 

Particularly, providers shared that patients who sought to enroll in the MAT program 

solely to avoid withdrawal symptoms were less successful because Suboxone® was 

prioritized over counseling.

Other Factors (Age, DOC). Providers also identified other factors important in 

treatment and recovery. Specifically, family and life events were discussed as factors 

impacting motivation. The providers indicated that these factors were associated with age 

or phase of life such that younger patients have less motivation than do older adults. They 

explained that this may be a reflection of adulthood responsibilities and lifetime 

consequences of drug use. Further, they also discussed patients' drug of choice (DOC) 

being an important factor. Specifically, patients who were addicted to prescription 

medications demonstrated greater motivation to change than those addicted to heroin.

One provider discussed this observation specifically within the context of 

switching from prescription medications to heroin and his past experiences working with 

people who used opioids. He elaborated by reporting that some patients who were 

initially prescribed opioids for acute pain later became addicted to opioids. One example 

discussed was the role on prescription restrictions, which led to less availability of the 

medication on the black market, which encouraged the initiation of heroin use because it 

was more economical to sustain the addiction.
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Patient-provider relationship. Providers were pleased, but not surprised that most 

patients described their relationship with the medical provider as being warm and 

supportive. In fact, one provider shared that patients often described their relationship 

with Turning Point Counseling Services providers and staff as being important to their 

recovery process.

4.3.2 Barriers to Treatment and Recovery

In addition to the above factors that enabled the success of program participants, 

providers discussed a number of barriers to treatment and recovery.

Access. Providers recognized several factors as posing barriers in terms of their 

experiences as therapists and community advocates working with the MAT program. 

They were aware that access to services was a barrier, as the Turning Point Counseling 

Services MAT program was the only agency that offered a Suboxone® program in 

Interior Alaska. One provider discussed patients being both grateful to be in the program, 

but also discouraged initially because there were few alternative options for MAT.

In addition, the limited availability of Suboxone® prescribers was viewed as a 

barrier to access. Providers explained that this was especially trying for participants who 

experienced additional pressures not to relapse because there were no alternative 

Suboxone® prescribers to continue the recovery process.

Costs. Providers were not surprised that ability to pay for the program posed a 

barrier because patients seeking MAT were often experiencing already experiencing 

financial constraints. They explained and conferred how the cost of the MAT program 

was not only a logistical hurdle but also a stressor that had the potential to affect 

recovery. One provider shared that finances were often brought up by patients during 
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therapy and noted that some patients felt that the monetary pressure was overbearing 

even when program administrators tried to be flexible about payment options.

When asked to reflect on important pieces that would be needed in similar 

programs. Providers focused on addressing costs and program length. Specifically, they 

discussed creating programs that offered a sliding-fee schedule so the services would be 

accessible to low-income individuals. Extending the length of the program was also 

identified as a potential option to engage individuals more thoroughly. More specifically, 

one provider noted that she thought three months might be too short to fully integrate and 

absorb the recovery process, but that one-year would likely be too long and may 

potentially seem overwhelming to patients seeking help. One suggested solution was to 

customize the program length to the needs of the patient.

4.3.3 Systemic Factors Impacting the MAT Program.

Logistics and power. Providers also discussed logistical issues within the MAT 

program that had impacted the recovery process for some individuals. The primary 

logistical concern involved trouble coordinating with the single prescribing physician 

working with the Turning Point Counseling Services MAT program. The perception from 

both providers was that the prescribing physician held power over the Turning Point 

Counseling Services program, which impacted adherence to MAT treatment goals. For 

example, one provider noted that the physician did not discharge participants for 

adherence issues, as the protocol within the program required. Due to this power 

imbalance, Turning Point Counseling Services was not able to enforce policies agreed to 

by patients at treatment entry. This led not only to coordination issues between providers, 

but it also communicated to inconsistent messaging to patients and non-adherence to the 
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treatment protocol. One provider expressed that this problem contributed to “diversion” 

and “contamination” of the group therapy process ultimately contributing to “[patients] 

shooting dope in the parking lot after group therapy” and “poisoning [the] group” as a 

therapeutic tool. While they acknowledged the power of group therapy as an opportunity 

for patients to share their struggle, they also felt that group therapy may have served as a 

forum for patients who were diverting Suboxone® (i.e., not using their Suboxone® as 

prescribed and potentially selling it to purchase illicit opioids) and recruiting other 

patients from the group to use drugs. Again, the misuse and abuse of Suboxone® was a 

leading factor that led to closing the program. One provider explained that some patients 

wanted to “stay clean” but were frustrated that not all patients shared this same goal.

Stigma. One provider reported that advocating for patients in his program was 

time intensive as it involved working to reshape systems of care including developing 

policy and MAT regulation. He discussed advocated for patient needs with allied-health 

professionals to combat stigma towards patients receiving Suboxone®. He explained that 

on one occasion he approached a pharmacist in Fairbanks who had reportedly given a 

MAT patient a hard time (discussed in Phase II). The provider met with the pharmacist 

and asked, “How do you feel about dispensing meds?” He offered to provide educational 

opportunities and identified literature to inform MAT prescribing. Ultimately, the 

pharmacist was not able to come to terms with dispensing Suboxone® to patients. As a 

result, the provider recommended patients get their prescriptions filled at another 

location.
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4.4 Summary

In summary, providers who gave feedback in Phase III generally agreed with 

findings presented from Phases I and II. Their sentiments were in concordance with 

interview participant (patient) discussions regarding factors that impacted success in the 

MAT program. Such factors included time in recovery, age at treatment entry, motivation 

and readiness to change, drug of choice, and the power of provider-patient relationships 

in treatment. Further, providers agreed that specific barriers to treatment exist including 

access to MAT, costs associated with treatment, and stigma encountered in the 

community. In addition, these providers also offered their perspective and interpretation 

of additional factors that may have impacted patient experiences in the MAT program 

such as relationships among providers, program logistical issues, wariness regarding 

patient fidelity to appropriately using Suboxone®, and the need to advocate for MAT 

program patients in their care.
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Chapter 5: Discussion

This sequential mixed method case study sought to investigate and describe the 

experiences of patients involved in a Medically-Assisted Treatment (MAT) program for 

opioid use disorder at Turning Point Counseling Services in Fairbanks, Alaska. First, the 

three-phase study used an archival dataset to assess treatment outcomes for 22 

participants (Phase I). In addition, three program participants were interviewed to 

uncover themes regarding their experiences with addiction and the treatment process 

(Phase II). Finally, feedback was sought from two treatment providers from the MAT 

program to inform interpretation of study findings (Phase III). The aims of the study 

were: 1) to examine Turning Point MAT program decreases over the course of treatment, 

2) to gain understanding of patient perspectives about the treatment process, and 3) to 

gather experts' perceptions of the MAT treatment process to guide interpretation of 

results and synthesis of findings.

5.1 Summary of findings

Findings indicated a statistically significant decrease in psychosocial distress 

post-treatment in the MAT program. Participants identified important recovery factors 

that impacted treatment, such as motivation at treatment entry, engagement in the 

program, and barriers and facilitators. Treatment providers also agreed that motivation 

and treatment engagement were important, but they also highlighted administrative and 

logistical elements that impacted treatment delivery. Phase I motivation analyses were 

not significant with regard distress and staying in treatment.

Overall, several elements in the treatment process emerged across the three study 

Phases. This chapter provides a summary of the study findings as situated within the state 
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of the literature and is discussed below by Phase. The strengths and limitations of the 

study are also discussed.

5.1.1 Phase I

Research question 1. Did participation in the MAT program significantly reduce 

psychological distress from treatment entry to treatment discharge? Hypothesis 1 posited 

that improvements in functioning would be observed as measured by: 1) a statistically 

significant drop in symptom distress from treatment entry to discharge, and 2) a clinical 

reliable change. The OQ-45 outcomes data demonstrated that participants in the MAT 

program generally improved between treatment entry and treatment discharge. However, 

the OQ-45 Total Scale drop in symptom distress approached, but did not surpass the 

clinical reliable change cutoff set by the developer of the OQ-45. It is important to note 

that although the threshold was not surpassed, there was a statistically significant drop in 

psychological distress and a large effect size was observed, which indicates a clinically 

meaningful improvement in symptoms at treatment discharge.

Research question one findings are encouraging given the limited duration of the 

Turning Point Counseling Services MAT program and general MAT availability in the 

Alaska Interior. These findings support the usefulness of MAT in clinical practice and 

changes seen is reductions in distress and functioning are consistent with the responses of 

participants in Phase II. More specifically, the OQ-45 was designed to track depression, 

anxiety, and interpersonal challenges experienced in an outpatient mental health 

population (Lambert et al., 1996). Analyses of the OQ-45 subscales revealed statistically 

significant improvements (score drops) in Symptom Distress, as well as improved 

Interpersonal Relations and Social Roles subscales. Both Symptom Distress and
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Interpersonal Relations subscales demonstrated moderate improvements, while there was 

a small change in Social Role.

Patients presenting with SUDs are at a high risk for also having a mental health 

disorder. Previous research suggests that co-morbid SUDs and mental health disorders 

are related to poorer treatment outcomes (Degenhardt et al., 2008; Kessler et al., 2011). 

Research conducted by Xiong Lai and Sitharthan (2012) that involved reviewing records 

of 458 hospitals and 10,211,596 patient admissions discovered that SUDs and mental 

health disorder comorbidity rates ranged between 42-57 percent with individuals who 

suffered from an addiction. Specifically, they found that individuals with SUDs were 13

20.8 times more likely to have a mental health disorder than their non-mental health 

counterparts. Another study found lifetime mood disorder rates for prescription opioid 

dependent patients to be as high as 72.9 percent (Hillhouse et al., 2011). More 

specifically, one recent study found that patients with co-occurring SUDs and other 

psychiatric conditions had better opioid treatment outcomes after 12 weeks of 

buprenorphine-naloxone stabilization than patients without comorbidity (Griffin et al., 

2014). Given that SUDs patients are at increased risk of suffering from depression, the 

results from the current study concerning reduced distress with treatment are particularly 

important with regards to getting them into treatment and stabilized (deescalating severity 

and mitigating the initial effects withdrawal) quickly with medication, as well as a 

program of psychotherapy. Lastly, the current study considered the complex 

psychological and social functioning outcomes of harm reduction programs to target a 

broader range of treatment outcomes than consumption and abstinence alone, and thus, it
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is essential to consider those outcomes in the treatment of SUDs (Tiffany, Friedman, 

Greenfield, Hasin, & Jackson, 2012; Witkiewitz & Marlatt, 2006).

Research question 2. Are treatment entry readiness scores associated with a 

better treatment outcome? It was hypothesized that a negative correlation would exist 

between readiness to change (URICA) at treatment entry and distress at the end of 

treatment (OQ-45). In other words, it was posited that how ready participants felt upon 

treatment entry would affect the persistence of their symptoms upon release from the 

program. The analysis that examined the relationship between readiness to change and 

symptom distress found a small negative correlation, but did not reveal a statistically 

significant association between these two variables. The correlation analyses of the 

URICA discrete stages of change subscales also did not indicate statistically significant 

association between motivation and distress at the end of treatment.

There are inconsistent findings on the utility of using baseline readiness scores as 

a predictor of success. One study assessed the predictive validity of baseline readiness 

scores for marijuana dependence in relation to treatment outcomes from three separate 

studies and found mixed results (Callaghan et al., 2008). Out of nine correlational tests 

conducted (examining association between baseline readiness and pre- and post-treatment 

change scores) only four demonstrated support for readiness predicting improvements in 

marijuana problems and consequences. Other research has demonstrated support for 

using baseline readiness scores to predict substance use treatment outcomes. For 

example, Project MATCH found outpatient baseline readiness scores significantly 

predicted alcohol use post treatment (at both one and three year follow-up; Project 

MATCH Research Group, 1998). Conversely, several studies have also found no support 
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that readiness predicts substance use outcomes (Blanchard et al., 2003; DiClemente et al., 

2004; Kinnaman, Bellack, Brown, & Yang, 2007).

Others have conceptualized motivation as a fluid treatment factor that changes 

over time and by treatment context. For example, an individual may be more motivated to 

engage in outpatient MAT than an abstinence-based inpatient program or be ready to stop 

illicit heroin use but not willing to reduce marijuana use. In our study, motivation across 

all three phases as an important factor in treatment and was materialized, 1) as a behavior 

with high patient baseline readiness scores in Phase I, 2) participants in Phase II 

describing motivation in relation to differing recovery goals (abstinence vs. 

maintenance), and 3) Phase III provider discussion of the utility and flexibility of the 

program to identify stage of readiness to change and tailor appropriate interventions. 

Findings from this study suggest that program participants overall had high levels of 

readiness to change their illicit opioid use at treatment entry. This result may reflect 

ceiling effects consistent with research other research that assessed opioid users at 

treatment entry and found participants were significantly more motivated to change when 

their DOC was an opioid, than when their DOC was another drug, suggesting that opioid 

SUDs patients may be more willing to change at treatment entry; however, it is important 

to note that social factors and motivation may change throughout treatment (Peterson, et 

al., 2016).

Research question 3. Is greater time in treatment associated with lower symptom 

distress at discharge? It was expected that a negative association would exist between the 

total number of days in treatment and symptom distress scores (OQ-45 Total) at 

treatment discharge. Results indicated that although a small negative correlation existed, 
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the relationship was not statistically significant. Because of the limited sample size, this 

study was underpowered to detect statistically significant results for small effects. 

Consistent with the small effect found, participants in Phase II noted that time in 

treatment was an important factor that impacted their recovery. They also believed that 

treatment length should be tailored to individual needs. In regards to provider 

perspectives on amount of time spent in treatment, they agreed time in treatment is an 

important recovery element. Providers reported that they believed that patients in the 

program benefited from longer stays because they became more stable and aware of how 

to improve their own daily functioning. The patient and provider perspectives in this 

study are consistent with the literature, which suggests that more time in treatment is 

associated with better treatment outcomes (Flynn, Joe, Broome, Simpson, & Brown, 

2003).

5.1.2 Phase II

Research question 1. What characterizes patient experiences of recovery in this 

MAT program? The intent of this research question was to prompt participant discussions 

about the context of their recovery experiences, especially as they relate to the MAT 

program. Three themes were codified for these experiences including drug of choice, 

previous treatment experiences, and treatment expectations. Asking participants about 

their drug of choice elicited descriptions of the context of their opioid addiction. Sub

themes also emerged including drug of choice identification and characteristics of first 

use, identification of the problem, and lack of treatment access.

There was a substantial difference in terms of age at which participants sought 

treatment for the first time and when they were able to increase self-awareness to identify 
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the consequences of their opioid use. A related finding was that age and self-awareness 

appeared to be related to recovery and were factors that influenced participants' decisions 

to seek MAT programs. In general, participants reported limited personal resources and 

an overall lack of treatment options for opioid addiction treatment in Fairbanks before 

coming to the Turning Point Counseling Services MAT program. In terms of 

expectations, two primary themes emerged that included perceptions of treatment access 

and self-efficacy with regard to their ability to be successful engaging in MAT services.

Some survey research has been published with regard to factors that impact 

individuals seeking MAT for opioid misuse. Factors include the role demographics and 

predictors of treatment outcomes including age, previous treatment experiences, 

motivation, psychological functioning, and self-efficacy (Miller & Carroll, 2011). 

However, there remains a gap in the SUDs research grounded in the narratives of these 

individuals. The findings from research question six help to describe the psychosocial 

context leading up to treatment. Results from this study are consistent with qualitative 

findings from research focused on adolescent and emerging adult prescription opioid 

initiation (Lankenau et al., 2012). Lankenau and colleagues interviewed 50 young adults 

from urban centers who misused prescription opioids. Analysis of interviews with the 

young adults characterized initiation of prescription opioids as being influenced by 

family history of substance abuse and psychological co-morbidities as contributors to the 

addiction process.

Participants in the current study disclosed initiating prescription drug use and then 

transitioning to heroin due to cost and availability of prescription opioids. Interestingly, 

this is contradictory to previous research that indicates prescription opioids are used after 
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heroin initiation (Daniulaityte, Carlson, & Kenne, 2006). Study findings also reflect 

Alaska-specific community needs (lack of harm reduction programs to address substance 

use problems) and readiness (treatment resources and training available to clinicians and 

perceived stigma associated with using MAT services) documented in previously 

reported research by local investigators regarding MAT access, capacity, and 

buprenorphine treatment seeking contextual factors (Hewell, 2016; Hewell et al., 2017; 

Horwath, 2012).

Research question 2. What are the cultural explanatory models of addiction 

represented by those who participated in the program? The cultural formulation themes 

that emerged from research question seven were multifaceted and included participants' 

perceptions about their systems of knowledge, concepts of addiction treatment, and 

practices that impacted health and well-being. Themes included participant explanatory 

models of addiction that encompassed their beliefs about recovery and treatment, 

perceptions of functioning before and after the Turning Point MAT program, and coping 

skills that impact recovery. Models of addiction and knowledge of coping skills appeared 

to affect participants' worldviews about recovery, and their approach to treatment, 

including interactions with the MAT program. Participants discussed their understanding 

of their own addiction and attributed gaining new insights as a result of going through the 

MAT program. Specifically, participants' held moral, spiritual, and disease-model 

concepts of addiction at treatment entry, but their conceptualizations of causes of 

addictions were expanded as they progressed through the MAT program. Cultural factors 

were important to the individual treatment process based on each participant's 

background and interactions with the MAT program. As a result, participants indicated 

116



that the MAT program was helpful in terms of learning and elucidating how multiple 

(biopsychosocial) factors affected their recovery trajectory and personal outlook on life.

Patient narratives of addiction presented in this study are consistent with previous 

research regarding the role of cultural factors in impacting SUDs treatment outcomes. 

Factors such as socioeconomic background, family substance abuse history, and social 

support affected the level of psychological distress, stress, and coping experienced during 

and after treatment (Chassin, Flora, & King, 2004; Grant, 1998; Hewell, 2016; Mirowsky 

& Ross, 2003; Wahler & Otis, 2014; Worobec et al., 1990). In particular, participants 

discussed their explanatory models of addiction that contributed to beliefs about 

recovery. These recovery beliefs align with findings presented by Hewell et al. (2017) 

that outline factors that influence the buprenorphine treatment seeking process. 

Specifically, patient beliefs impact their approach to recovery and their interactions with 

MAT programmatic structures.

Research question 3. What were some barriers and facilitators in the recovery 

process as it relates to the program? Treatment barriers and treatment facilitators 

emerged from participant discussions about the treatment process as key themes of MAT 

treatment. Treatment barriers included lifestyle changes, physiological subjugation 

related to MAT dependence, and stigma connected with buprenorphine use. Additionally, 

participants again highlighted that treatment access in the Fairbanks community was (and 

remains) challenging. This difficulty is exacerbated when trying to engage in MAT 

services due to limited availability and the lack of insurance coverage for buprenorphine. 

The participants identified the cost of the MAT program as one of the most challenging 

barriers. This finding is consistent with SUDs treatment entry research that describes the 
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negative impacts of shame and stigma. For example, one study found that high self

stigma reported by patients with SUDs predicted longer a longer time in residential 

treatment (Luoma, Kulesza, Hayes, Kohlenberg, & Larimer, 2014). Similarly, another 

study found high self-stigma to be related to lower self-efficacy (Schomerus et al., 2011). 

These findings may reflect patient helplessness and mire recovery. Stigma, especially 

internalized feelings of shame and guilt associated with treatment seeking, may also 

impact how individuals engage with programs and providers.

In terms of treatment facilitators, participants identified social support (in 

particular, family support), greater readiness to change illicit opioid use consumption, 

group therapy, and provider relationships as key to their recovery while in the MAT 

program. It should be noted, however, that participants discussed close relationships as a 

double-edged sword. While social networks could be helpful in fostering motivation, they 

could also be a hindrance if trust and positive support for treatment was not established. 

Healing therapeutic relationships with program providers was described as being a 

confidence booster that facilitated the recovery process.

Little qualitative research has been conducted to explore the experiences of MAT 

treatment seekers in rural communities. The focus of this research question was to 

identify key processes in the MAT program that were facilitators and barriers for patients. 

Participants in the Turning Point Counseling Services MAT program described several 

barriers and facilitators that fit with recent MAT research drawn from patient 

perspectives. These findings are consistent with those demonstrated in similarly designed 

studies that explore barriers to and facilitators of addiction recovery (Browne et al., 

2016). Browne and colleagues found three barriers, including limited availability of 
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services, cost of services, and stigma. These barriers were also identified in the current 

study. Participants in our study also discussed systemic and contextual factors, such as 

societal forces that hindered availability of MAT and how individuals accessed existing 

systems of care. These results are similar to those reported by Hewell (2016) who 

investigated how patients in Alaska utilizing MAT services define success. In another 

study, investigators identified treatment barriers that were similar to our study, including 

perceptions of shame and stigma, while facilitators included remaining in treatment, 

support in treatment, patient recovery attitudes, personal resources, and the structure and 

context of treatment (Hewell et al., 2017).

Research question 4. What would improve this type of program in Alaska?

Research question nine elicited participant discussions about recommendations and 

retrospectives that would enhance the MAT treatment process. Themes that emerged 

included thoughts about Suboxone®-based treatment, identification of the most helpful 

program elements, and patient interpretations of the MAT program and similar type of 

SUDs services in Alaska. Participants validated Suboxone® as a useful tool in recovery 

that should be made available to individuals who desire MAT services. However, they 

also expressed conflicting thoughts regarding the goals of MAT programs and noted the 

importance of aligning individual treatment and program goals. Participants also 

identified what they felt were the most helpful MAT program elements as being coping 

skills necessary to improve interpersonal effectiveness, individual counseling, and 

provider support. Overall, participants viewed patient openness to the change process and 

honesty as crucial to being successful in MAT. Finally, participants recommended 

developing means to alleviate the financial burden of receiving MAT services, such as 
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offering a sliding-fee schedule and using public funds to help alleviate the cost of 

treatment.

This research question revealed that several considerations need to be taken into 

account when administering and developing future MAT services in Alaska. Similar to 

the sentiments of participants in this study, one literature review (Sheedy & Whitter, 

2009) discussed the need for recovery-oriented systems of care and services for SUDs 

that are strength-based and culturally responsive. This aptly maps on to participant 

identified needs in the current study in terms of flexibility (such as access to MAT, range 

of services offered, and program philosophy) and developing patient-driven goals when 

using Suboxone®. Likewise, Hewell (2016) also reported that a similar sample of 

Alaskans (who participated in buprenorphine MAT services) not only desired patient- 

identified treatment, but they also wanted support in developing personal goals that are 

adaptive to individual patient needs. Participants in the current study believed that 

individual therapy and coping skills acquisition were crucial to their recovery, which is 

consistent with the cognitive-behavioral therapy (CBT) interventions that address 

maladaptive coping skills for SUDs. Similarly, a recent secondary analysis of the Project 

MATCH treatment dataset found that alcohol SUD participants' (with high dependence 

severity and who engaged in outpatient CBT treatment) outcomes were explained by how 

much their coping skills improved at 12-month post-treatment follow-up (Roos, Maisto, 

& Witkiewitz, 2017). The coping skills element identified in the current study is 

consistent with social-cognitive theory and relapse prevention strategies, which posit that 

CBT coping skills help by reducing poor and avoidant coping strategies, targeting coping 
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deficits, and improving the patient's ability to handle high-risk situations (Marlatt, 1996b; 

Morgenstern & Longabaugh, 2000).

Participants also identified patient relationships with providers as important. This 

element of the MAT study has been documented widely in other SUDs research as being 

essential to effective treatment modalities, especially with regard to the therapeutic 

alliance and formation of a bond with providers (Bordin, 1979; Miller, Willbourne, & 

Hettema, 2002; Luborsky, Barber, Siqueland, McLellan, & Woody, 1997). Therefore, 

relationships (provider, patient support of each other, family relationships, and broader 

social support) appear to have been important factors that impacted recovery.

5.1.3 Phase III

Two Turning Point Counseling Services MAT program providers were presented 

with preliminary findings from Phases I and II and responses were requested to further 

contextualize and co-interpret findings. The intent of Phase II was to offer an opportunity 

for member-checking and add ecological validity to the interpretation of findings. In 

general, providers agreed with the results and identified additional themes that were 

important based on their experiences in the program. Consistent with Phase II results, 

both providers agreed that motivation is a key factor for success in the program and that 

although various levels of change were observed in terms of seeking illicit use, functional 

recovery was seen with most patients. In particular, they reported that people who were 

successful in their recovery were motivated to change. They also reported that people 

who stayed in the program longer did improve. Those who stayed in the program 

experienced reduced levels of distress, even if they did not experience a full recovery. For 

example, they felt individuals who were still using illicit drugs observed improvements in 
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social and daily functioning being able to be more present with family and/or able to 

sustain a job. Although some individuals never moved beyond pre-contemplation and 

contemplation stages of change, in general these participants were only in the program to 

avoid withdrawal symptoms and prioritized Suboxone® treatment over counseling. One 

provider speculated that some individuals might have sought the program because the 

effectiveness of buprenorphine is well-known on the streets to treat physical withdrawal 

symptoms, but those same individuals were not necessarily interested in the counseling 

element of the MAT program. Providers reported that those individuals who engaged in 

the program and had clean drug screens completed the program.

Providers agreed with patient discussions regarding factors that impacted success 

in the MAT program. The consensus appears to be that time in recovery, older age at 

treatment entry, motivation and readiness to change, specific opioid drug of choice, and 

the power of provider relationships are essential to successful addiction treatment. 

Consistent with what was addressed by participants, providers identified specific barriers 

to treatment including access to MAT, costs associated with treatment, and stigma 

encountered in the community. Providers also offered interpretations of and their 

perspectives on additional factors that may have impacted patient experiences in the 

MAT program. These factors included relationships among providers, program logistical 

issues, wariness with regard to patient fidelity to using Suboxone® in pursuit of their 

recovery goals, and the need to advocate for MAT program patients in their care.

One consideration that may have impacted providers' perceptions is that both 

providers participating in Phase III were involved in MAT research and policy 

development. Therefore, it is likely that the two providers were more aware of research 
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and treatment needs of MAT patients and were highly invested in developing individual 

relationships with those in recovery. Studies have found that providers play a significant 

role in MAT utilization. One study found that the lack of clinical education was a barrier 

to the adoption of MAT services, especially for new agencies with leadership not trained 

in working with this population (Blum, Davis, & Roman, 2014). This study fits with 

research conducted in Alaska that described patient treatment-seeking beliefs impacting 

recovery trajectories, especially with regard to how much they felt supported by 

treatment providers (Hewell et al., 2017). This study also parallels several studies that 

have examined and found that MAT providers are influenced by patient preferences, 

prior treatment experiences, and patients' current recovery goals (Ridge, Gossop, 

Lintzeris, Witton, & Strang, 2009). In addition, research indicates a significant number of 

providers are not aware of buprenorphine effectiveness, with buprenorphine-specific 

training, educational attainment, years of experience, and 12-step orientation predicting 

provider attitudes (Knudsen, Ducharme, Roman, & Link, 2005). Finally, other studies 

have found that patient response to treatment is impacted by familiarity with available 

MAT services (Rieckmann, Daley, Fuller, Thomas, & McCarty (2007); Schwartz et al., 

2008), therefore, education is an important factor for both patients and providers with 

regard to service delivery.

This study provides findings from three distinct phases of research exploring 

MAT treatment outcomes, understanding of addiction and recovery, and provider insights 

into treatment service delivery. These findings are important with regard to research, 

practice, and policy development.
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5.2 Research

This study highlights key factors that are important for MAT treatment seekers 

and for improving treatment outcomes. Salient factors that emerged from the data include 

a treatment focus on measuring improvements in psychosocial functioning rather than 

consumption-based outcomes (abstinence-based, such as relapse or frequency of drug 

use), as well as the role motivation plays in the recovery process. Additionally, treatment 

service delivery factors, such as MAT barriers and facilitators identified in this study, 

resonate with what is already discussed in this chapter as supportive change agents in 

treatment. A few themes that emerged from Phase II are important in MAT and should be 

researched further, including lifestyle changes experienced while undergoing treatment, 

the influence of 12-step mutual help organizations, and the process of patient changes in 

explanatory models of addiction. For example, participants had diverse recovery 

trajectories and approaches to maintenance after leaving the Turning Point Counseling 

Services MAT program. P1 completed the program, and while he chose to discontinue 

individual and group counseling at Turning Point Counseling Services and attend 12-step 

peer support meetings while continuing to utilize Suboxone®, he has not relapsed. P2 

also completed the MAT program and reported that he discontinued counseling at 

Turning Point Counseling Services but remains on Suboxone® without a relapse and has 

entered into marriage counseling with his wife. P3 noted that he went to jail and then 

initiated residential treatment in Alaska. P3 did not complete the MAT program but 

reported that after leaving Turning Point Counseling Services he enrolled in a yearlong 

12-step, facilitated residential program in Alaska and remains abstinent without the 

assistance of medically-assisted treatment. Unfortunately, there was significant loss 
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significant challenges in following for the program and future research should explore 

recovery trajectories further. More research is also needed to explore the impact financial 

resources may play in seeking MAT, specifically, if program flexibility in terms of 

payment for services rendered influences patient treatment experiences.

5.3 Practice

Implications with regard to clinical practice in this study support a flexible MAT 

approach and education about treatment options. In particular, participants discussed 

coping skills, supportive provider relationships, and a desire to have treatment goals 

individualized to focus on functional recovery. Additionally, providers delivering therapy 

to patients discussed the importance of program structure and collaborating with 

prescribers to maximize MAT benefits. This result has been echoed by previous research 

that indicates MAT is best administered not only under the supervision of a prescriber, 

but in concert with regular attendance of a counseling program (Chalk & Williams, 

2012). In our study, providers identified medication adherence issues that stemmed from 

a lack of collaboration between medical providers and counselors that led to logistical 

problems in the MAT program which impacted patient care. Therefore, new and existing 

programs should consider developing multidisciplinary teams that work together at the 

same site to maximize integration of services and cohesive clinical service delivery. 

Henck (2015) recommends counseling be made a mandatory aspect of treatment when 

receiving Suboxone® because it facilitates work on the psychological and emotional 

pieces of addiction. One study demonstrated that improved adherence rates could be 

achieved when providers work together (Sittambalam, Vij, & Ferguson, 2014).
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Findings also suggest that MAT service providers need to be flexible and tailor 

program goals based on the biopsychosocial needs of patients throughout treatment. 

Sittambalam et al. (2014) have discussed several recommendations, including advocating 

for patients to move above and beyond addressing symptoms to improve treatment. This 

could include reaching out to community partners to assist with connecting patients with 

social services and working with patients based on their financial resources (for example, 

assisting them to attain medical insurance which may facilitate better medical follow

ups). In our study, stigma encountered while in treatment (in the community or within 

existing social support networks) made treatment more difficult. For example, one 

provider in the Turning Point Counseling Services program approached a pharmacist to 

help educate and assuage his concerns regarding dispensing Suboxone®.

The findings from this research that discussed access to treatment challenges are 

consistent with recommendations for implementing Suboxone® MAT to increase the 

number of programs available to treatment seekers. For example, one guide recommends 

forming a multidisciplinary project team and hiring opioid treatment experts (including 

prescribing physicians, nurses, and counselors), seeking advice from current programs, as 

well as learning from their setbacks and successes when creating new MAT programs 

(Henck, 2015). The investigator also recommends advertising and educating 

stakeholders, specifically potential treatment seekers, about new program offerings and 

coordinating with local agencies to recruit new patients (referrals from residential 

treatment programs, in addition to legal, mental health, and social services).
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5.4 Policy

Participants in this study identified systemic hurdles, including the importance of 

provider MAT education, access to care, and finding pathways to plug into existing MAT 

services. It is important for there to be coordinated efforts from local and state 

governments working together with stakeholders to bridge the gap in services and offer 

more MAT options. Rural areas in particular may be at risk for not having the capacity to 

provide MAT services. Therefore, one recommendation is to build coalitions and 

working groups to increase access to quality MAT care.

One way to increase access to MAT services is through public assistance to 

alleviate the cost of treatment and fund more non-profit MAT services. In 2016, the 

Comprehensive Addiction and Recovery Act implemented new guidance in support of 

buprenorphine mid-level prescribers (such as physician assistants and nurse practitioners) 

and provided funds to state substance abuse agencies, local governments, and nonprofit 

organizations to expand the availability of MAT (American Society of Addiction 

Medicine, n.d.).

Several efforts have been initiated to address opioid addiction services. In 2011, 

the Office of National Drug Control Policy, the Department of Health and Human 

Services, the U.S. Surgeon General, and the President took steps to address opioid 

addiction in America by coordinating with states and communities to educate (parents, 

youth, and patients), develop monitoring systems to track opioid prescriptions, and give 

law enforcement tools to stop improper prescribing practices. More recently, the 

Commission on Combating Drug Addiction and the Opioid Crisis (2017) has made 

several policy recommendations to combat the opioid epidemic. The first and foremost is 
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to have the President declare an opioid national emergency to empower the executive 

branch to allocate resources to recovery efforts and focus Congress on passing legislation 

in support of MAT and other treatment options. Secondly, the commission recommends 

the President rapidly increase treatment capacity by granting Medicaid waiver approvals 

for every state to quickly eliminate barriers to treatment and that will immediately open 

treatment to thousands of Americans. The commission recommended mandating more 

education to facilitate prevention of opioid misuse, including increased training in opioid 

prescribing and the associated risks of developing an addiction. Most relevant to the 

current study, the commission recommended immediately establishing and financing a 

federal initiative to not only increase access to MAT, but also expand regulations to 

require all forms of MAT at licensed facilities to support patient-oriented care (Executive 

Office of the President, 2017).

5.5 Strengths and Limitations

This case study used a multi-phase mixed methods sequential explanatory design 

to investigate patient experiences of completing an MAT program in Fairbanks, Alaska. 

Small samples were used in all three phases of the study, which impacted how the data 

could be used to analyze and interpret findings. Phase I utilized archival data which 

limited questions that could be posed and answered. The data from each phase can stand 

independently but are better understood together as facets that help to understand patients 

from the MAT program.

The strengths of this study include a multipronged approach to obtaining and 

understanding one MAT program treatment experiences based on harm reduction 

principles to treat opioid SUD. We obtained two samples to generate both quantitative 
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and qualitative findings to understand patient experiences of the MAT program. The 

sequential design aided to inform Phase II research questions and provider co

interpretations (Phase III). In-depth interviews were conducted and themes were 

generated that could aid interpretation, as well as provide insights into the MAT recovery 

process in small communities. These findings may prove helpful in addressing an 

existing gap in the current MAT service delivery literature and may be valuable to 

clinicians, researchers, and policy makers tackling the opioid epidemic.

Conversely, several factors presented challenges and limit the generalizability of 

the findings. Phase I focused on treatment outcomes and associations between factors that 

have been previously identified as affecting recovery. The and outcomes were limited by 

what the program measured. Although small associations were obtained for some 

analyses, statistically significant results were not obtained for the second and third 

research questions, possibly due to sample size which limited the ability to detect true 

true associations. The small sample size (N = 22) that comprised Phase I also limited the 

statistical power needed to conduct some more advanced inferential analysis (specifically 

regression analysis). However, a paired-samples t was still able to detect a significant 

change in outcome scores from treatment entry to treatment discharge. The score 

approached the threshold cutoffs for the OQ-45 reliable change index (embedded 

measure of clinically significant change), but meaning was achieved based on the large 

effect sizes obtained. Phase II limitations also included obtaining a small sample (N = 3), 

making it difficult to reach consensus and generalize findings. Recruitment of Phase II 

participants was challenging, as the topic of inquiry is very personal and sensitive. 

Following up on contact information provided by the program was also difficult; many 
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phone numbers were no longer in service or did not have a voicemail set up (which 

precluded a message being left to protect confidentiality). However, individuals who did 

agree to partake in an interview were motivated to impart their knowledge and rich 

experiences that are valuable and worth discussing. Ultimately Phase II recruitment failed 

to enroll women which limited the diversity of experiences shared. The analysis was 

limited by the development of preconceived codes based on the existing SUDs literature 

base, Cultural Formulation Interview questions, and the investigators' knowledge and 

experience treating opioid addiction. However, in Phase III we sought feedback from two 

MAT program providers that strengthened the study by co-interpreting findings from the 

first two Phases. Both providers in Phase III have extensive experience in treating opioid 

SUD, were instrumental in administering the program, provided therapy to patients 

interviewed in Phases I and II, and shared additional insights about administrative and 

logistical issues patients may not have known about.

Additional concerns include the nature of making inferences from archival 

measures. First, missing data precluded the analysis all patients who received treatment 

(N = 30). Some measures were incomplete, while others were not administered or lost. 

Second, the constructs being measured may have been better evaluated by measures with 

fewer items (e.g., URICA 24-item version with similar psychometric properties). 

Moreover, Phase I measures were based on self-report and susceptible to a social 

desirability bias, especially since some of the archival records were completed in the 

presence of providers. Several variables that could impact treatment were also not 

available to include in the study, such as socio-economic status information (level of 

education, income, type of occupation). Lastly, participants self-selected into the MAT 
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program after being offered the choice of enrolling in an abstinence-based intensive 

outpatient program offered by Turning Point Counseling Services, which likely impacted 

Phase I study results (patients were motivated to be in the program); subsequently, Phase 

II participants were a subset of this sample and did not reach theoretical saturation as 

planned in the design to generate and identify common themes within a diverse sample 

(e.g., by age, gender, treatment completion, type of opioid user). However, if saturation is 

not reached, this simply means that the phenomenon has not yet been fully explored 

rather than that the findings are invalid (Morse, 1995).

The current study was focused on the experiences of MAT patients using 

Suboxone® only at one site with limited program staff. The characteristics of the 

participants in this study may be different given the program treatment philosophy 

previously discussed in chapter three, which is based on freedom of choice and the 

change equation approach to treatment. It is important also to note that participants 

reported financial barriers associated with MAT, although they reported that their 

Turning Point administrators were flexible and worked with them on payment for 

services received. This aspect is important because Turning Point is a private for-profit 

agency, and that may have deterred treatment seekers from lower socio-economic 

backgrounds or those who did not have the financial resources to pay for MAT services. 

This is an especially important limitation as the clinical director reported that at the time 

insurance companies would not cover non-abstinence based programs.

5.6 Conclusion

The findings derived from this study help to contextualize the treatment outcomes 

for patients who engaged in a Suboxone® program for opioid use disorder in Fairbanks, 

131



Alaska. This case study offers multiple perspectives on the MAT recovery process, 

specifically observations about improvements in psychosocial functioning, patient 

understanding of addiction, barriers and facilitators to treatment, as well as insights and 

recommendations related to MAT services. It is important to note that the limited number 

of participants in each Phase of the study presented some challenges in producing 

generalizable results due to using small convenience samples from one MAT program in 

Alaska. The synthesis of rich patient narratives may prove useful for clinicians and MAT 

program developers, in addition to policy makers and researchers focused on addressing 

the opioid epidemic in Alaska and semi-rural communities. Participants in this research 

highlighted the need for flexible approaches to recovery and outlined factors that impact 

service delivery in one MAT program. The research adds to the literature regarding 

opioid substance use disorder treatment and illuminates strengths and weaknesses in 

serving this underserved population.
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Appendix A

Phase I research site memorandum.

Memorandum

May 20,2016

Gunnar Ebbesson, Clinical Director
Turning Point Counseling Services
315 5th Avenue
Fairbanks, AK 99701

To Whom It May Concern:

It is my understanding that Angel R Vasquez, M.S. will be conducting a research 
study at Turning Point Counseling on “In pursuit of harm reduction in the Alaskan 
context: Patient cultural explanatory models of addiction and treatment outcomes 
for a medically-assisted program utilizing a Buprenorphine/Naloxone 
formulation”. Mr. Vasquez has informed me of the design of the study as well as 
the targeted population.

I support this effort and will provide any assistance necessary for the successful 
implementation of this study. If you have any questions, please do not hesitate to 
call. I can be reached at (907) 374-7776.

Sincerely

Gunnar Ebbesson, LPCS MAC CDCS
Clinical Director, Turning Point CounseIing Services

167



Appendix B

Phase I research approval.

(907) 474-7800 
(907) 474-5444 fax 
uaf-irb@alaska.edu 

www.uaf.edu/irb

Institutional Review Board
909 N Koyukuk Dr. Suite 212, P.O. Box 757270, Fairbanks, Alaska 99775-7270

March 31, 2016

To: Kendra Campbell, Ph.D.
Principal Investigator

From: University of Alaska Fairbanks IRB

Re: [732411-1] In pursuit of harm reduction in the Alaskan context: Patient cultural 
explanatory models of addiction and treatment outcomes for a medically-assisted 
program utilizing a Buprenorphine/Naloxone formulation.

Thank you for submitting the New Project referenced below. The submission was handled by Exempt 
Review. The Office of Research Integrity has determined that the proposed research qualifies for 
exemption from the requirements of 45 CFR 46. This exemption does not waive the researchers' 
responsibility to adhere to basic ethical principles for the responsible conduct of research and discipline 
specific professional standards.

Title: In pursuit of harm reduction in the Alaskan context: Patient cultural 
explanatory models of addiction and treatment outcomes for a 
medically-assisted program utilizing a Buprenorphine/Naloxone 
formulation.

Received: March 28, 2016

Exemption Category: 4
Effective Date: March 31, 2016

This action is included on the April 6, 2016 IRB Agenda.

Phase 1 can be handled as Exempt. Phase II will not be Exempt and researchers should complete a full 
protocol, consent and include interview questions for that phase.

Prior to making substantive changes to the scope of research, research tools, or personnel involved on 
the project, please contact the Office of Research Integrity to determine whether or not additional review 
is required. Additional review is not required for small editorial changes to improve the clarity or readability 
of the research tools or other documents.

- 1 - Generated on IRBNet
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Appendix C

Phase II research approval.

(907) 474-7800 
(907) 474-5444 fax 
uaf-irb@alaska.edu 

www.uaf.edu/irb

Institutional Review Board
909 N Koyukuk Dr. Suite 212, P.O. Box 757270, Fairbanks, Alaska 99775-7270

May 20, 2016

To: Kendra Campbell, Ph.D.
Principal Investigator

From: University of Alaska Fairbanks IRB
Re: [732411-3] In pursuit of harm reduction in the Alaskan context: Patient cultural 

explanatory models of addiction and treatment outcomes for a medically-assisted 
program utilizing a Buprenorphine/Naloxone formulation.

Thank you for submitting the Response/Follow-Up referenced below. The submission was handled by 
Expedited Review under the requirements of 45 CFR 46.110, which identifies the categories of research 
eligible for expedited review.

Required Information:

Title: In pursuit of harm reduction in the Alaskan context: Patient cultural 
explanatory models of addiction and treatment outcomes for a 
medically-assisted program utilizing a Buprenorphine/Naloxone 
formulation.

Received: May 18, 2016
Expedited Category: 7
Action: APPROVED
Effective Date: May 20, 2016
Expiration Date: March 31, 2017

The researchers have been fully responsive to the required modifictions. They are commended on the 
speedy resolution of some of the issues (e.g.. location of those who may be actively suicidal, and toll- 
free bridge numbers). All required modifications have been satisfactorily made and the project can be 
approved.

This action is included on the June 8, 2016 IRB Agenda.

No changes may be made to this project without the prior review and approval of the IRB. This includes, 
but is not limited to, changes in research scope, research tools, consent documents, personnel, or record 
storage location.

- 1 - Generated on IRBNet
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Appendix D

Phase II consent form.

Informed Consent Form

In pursuit of harm reduction in the Alaskan context: Patient cultural explanatory models of addiction and treatment 
outcomes for a medically-assisted program utilizing a Buprenorphine/Naloxone formulation.

IRB #732411-1
Date Approved 05-18-2016

Description of the Study:

The University of Alaska Fairbanks is conducting a study of what works in treating individuals with opiate 
dependence. There are multiple ways to address opiate dependence and we want to examine what may affect 
treatment outcomes. In 2012 Turning Point Counseling Services implemented a medication-assisted treatment 
(MAT) for opioid dependence using Suboxone. Our team is working with Gunnar Ebbseson to evaluate the program 
and would like to identify things in treatment that mad it easier and harder to complete treatment for people in the 
program. The goal of this study is to understand what went right and what could be improved in order to inform 
quality of services for future programs of this type in Alaska.

You are being asked to take part in a research study because you were enrolled in the MAT program known as Sub
Zero between 2012 and 2014. Please read this form carefully. We encourage you to ask questions and take the 
opportunity to discuss the study before making a decision on whether or not to participate.

If you agree to be a part of this study, you will be asked to participate in a short interview that covers a range of 
topics including your demographics, treatment barriers and facilitators, and your overall experiences in the Sub
Zero treatment program. Completing the study will take approximately 45 minutes to complete. You may 
withdraw from the study at any time. If you choose to withdraw from the study, the responses you provided will 
not be used as part of the study.

Risks and Benefits of Being in the Study:

The known risks associated with this study include the possibility that you might become upset thinking about 
some of the questions or topics discussed in this study. All participants will be provided with resource list for 
counseling and crisis/suicide hotlines that can be called 24 hours a day. The risk of a breach of your 
confidentiality has been minimized by the procedures discussed above.

There are no anticipated direct benefits to you for participating in this study.

Compensation:

As a gift for participating, you will receive a $50 gift card to Amazon.com for completing the 45 minute 
interview.

Confidentiality:

The information that you give us will be kept confidential and your individual responses will not be shared with 
your treatment provider. To protect your confidentiality your interview and your name will be kept separately at 
all times. We will also code your information with a number so no one can trace your answers to your name. We 
will properly dispose paperwork and securely store all research records. Your name will not be used in reports, 
presentations, and publications.

We will look for group patterns which will be used to aid in the design of interventions in the future. In addition, 
results from this study will help generate hypotheses for future studies and be potentially useful for local policy 
making and help treatment providers to offer alternative treatment models, saving clients, their family, and society 
both time and money.
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Voluntary Nature of the Study:
Your decision to take part in the study is voluntary. You are free to choose whether or not to take part in the study. 
If you decide to take part in the study you can stop at any time or change your mind and ask to be removed from the 
study. Whether or not you choose to participate, will not affect you in any way.

Contacts and Questions:
If you have questions now, feel free to ask me now. If you have questions or concerns about this research you may 
contact the principle investigator Dr. Kendra Campbell at kkcampbe113@a1aska.edu or by phone at 474-1588.

The UAF Institutional Review Board (IRB) is a group that examines research projects involving people. This review 
is done to protect the people like you involved the research. If you have questions or concerns about your rights as 
a research participant, you can contact the UAF Office of Research Integrity at 474-7800 (Fairbanks area) or 1-866
876-7800 (toll-free outside the Fairbanks area) or uaf-irb@alaska.edu.
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Appendix E

Phase I OQ45 archival measure.
Outcome Questionnaire (OQ®-45.2) Name:____________________________ Date:___ /_____ /_______ Almost

Never Rarely Sometimes Frequently Always

Instructions: 
Looking back .over 
the last week, 
including today, help 
us understand how 
you have been 
feeling. Read each 
item carefully and fill 
the circle completely 
under the category 
which best describes 
your current 
situation. For this 
questionnaire, work 
is defined as 
employment, school, 
housework, volunteer 
work, and so forth.

Developed by
Michael J. Lambert, Ph.D. 
and
Gary M. Burlingame, Ph.D.

© Copyright 1996 American 
Professional Credentialing 
Services LLC.
All Rights Reserved.
License Required For All
Uses

For More Information 
Contact:

AMERICAN 
PROFESSIONAL 
CREDENTIALING 
SERVICES LLC 
PO Box 970354 
Orem, Utah 84097-0354

E-MAIL: 
APCS@OQFAMILY.COM

WEB: 
WWW.OQFAMILY.COM
TOLL-FREE: 1-888-MH 
SCORE, (1-888-647-2673) 
FAX: 1-801-434-9730
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1. I get along well with others.................................................................. O O O O O
2. I tire quickly........................................................................................... O O O O O
3. I feel no interest in things...................................................................... O O O O O
4. I feel stressed at work/school................................................................ O O O O O
5. I blame myself for things...................................................................... O O O O O
6. I feel irritated.......................................................................................... O O O O O
7. I feel unhappy in my marriage/significant relationship..................... O O O O O
8. I have thoughts of ending my life....................................................... O O O O O
9. I feel weak............................................................................................. O O O O O

10. I feel fearful............................................................................................. O O O O O
11. After heavy drinking, I need a drink the next morning to get............. O O O O O

going. (If you do not drink, mark “never”)

12. I find my work/school satisfying............................................................ O O O O O
13. I am a happy person................................................................................. O O O O O
14. I work/study too much............................................................................. O O O O O
15. I feel worthless.......................................................................................... O O O O O
16. I am concerned about family troubles..................................................... O O O O O
17. I have an unfulfilling sex life.................................................................. O O O O O
18. I feel lonely............................................................................................... O O O O O
19. I have frequent arguments........................................................................ O O O O O
20. I feel loved and wanted............................................................................ O O O O O
21. I enjoy my spare time.............................................................................. O O O O O
22. I have difficulty concentrating................................................................ O O O O O
23. I feel hopeless about the future............................................................... O O O O O
24. I like myself.............................................................................................. . O O O O O
25. Disturbing thoughts come into my mind that I cannot get rid of......... O O O O O
26. I feel annoyed by people who criticize my drinking (or drug use)...... O O O O O

(If not applicable, mark “never”)

27. I have an upset stomach........................................................................ O O O O O
28. I am not working/studying as well as I used to.................................. O O O O O
29. My heart pounds too much.................................................................... O O O O O
30. I have trouble getting along with friends and close acquaintances.. O O O O O
31. I am satisfied with my life.................................................................... O O O O O
32. I have trouble at work/school because of drinking or drug use... O O O O O

(If not applicable, mark “never”)
33. I feel that something bad is going to happen......................................... . O O O O O
34. I have sore muscles................................................................................ O O O O O
35. I feel afraid of open spaces, of driving, or being on buses,.................. . O O O O O

subways, and so forth.

36. I feel nervous......................................................................................... O O O O O
37. I feel my love relationships are full and complete............................. O O O O O
38. I feel that I am not doing well at work/school....................................... O O O O O
39. I have too many disagreements at work/school.................................. O O O O O
40. I feel something is wrong with my mind............................................... O O O O O
41. I have trouble falling asleep or staying asleep....................................... O O O O O
42. I feel blue.................................................................................................. O O O O O
43. I am satisfied with my relationships with others................................... O O O O O
44. I feel angry enough at work/school to do something I might regret.. O O O O O
45. I have headaches.................................................................................... O O O O O

mailto:APCS@OQFAMILY.COM
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Appendix F

Phase I URICA archival measure.

CASAA Research Division

UNIVERSITY OF RHODE ISLAND CHANGE
ASSESSMENT (URICA) SCALE

PROBLEM:_____________________________________________

FOR OFFICE USE ONLY

__________ Study
__________ ID
__________ Point 
__________ Date
__________ FRaid
UCAOOO- Revised 3/25/96 3 Pages

This questionnaire is to help us improve our services. Each statement describes 
how a person might feel when starting therapy. Please indicate the extent to 
which you tend to agree or disagree with each statement. In each case, make your 
choice in terms of how you feel right now, not what you have felt in the past or 
would like to feel. For all the statements that refer to your “problem”, answer in 
terms of the problem you have written at the top. And “here” refers to the place of 
treatment.

There are FIVE possible responses to each of the items in the questionnaire: 
Strongly disagree, disagree, undecided, agree, and strongly agree. Circle the 
number that best describes how much you agree or disagree with each statement.

There are FIVE possible 
responses:

Strongly
Disagree

Disagree Undecided Agree Strongly
Agree

1. As far as I'm concerned, I 
don't have any problems 
that need changing.

1 2 3 4 5

2. I think I might be ready for 
some self-improvement. 1 2 3 4 5

3. I am doing something about 
the problems that had been 
bothering me.

1 2 3 4 5

4. It might be worthwhile to 
work on my problem 1 2 3 4 5

5. I'm not the problem one. It 
doesn't make much sense 
for me to be here.

1 2 3 4 5

6. It worries me that I might 
slip back on a problem I 
have already changed, so I 
am here to seek help.

1 2 3 4 5

7. I am finally doing some work 
on my problem. 1 2 3 4 5

8. I've been thinking that I 
might want to change 
something about myself.

1 2 3 4 5

UCAOOO- Fevised 3/25/96 Page 1 of 3
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There are FIVE possible 
responses:

Strongly
Disagree

Disagree Undecided Agree Strongly
Agree

9. I have been successful in 
working on my problem, but 
I'm not sure I can keep up 
the effort on my own.

1 2 3 4 5

10. At times my problem is 
difficult, but I'm working on 
it.

1 2 3 4 5

11. Being here is pretty much of 
a waste of time for me 
because the problem doesn't 
have to do with me.

1 2 3 4 5

12. I'm hoping this place will 
help me to better 
understand myself.

1 2 3 4 5

13. I guess I have faults, but 
there's nothing that I really 
need to change.

1 2 3 4 5

14. I am really working hard to 
change. 1 2 3 4 5

15. I have a problem and I really 
think I should work on it. 1 2 3 4 5

16. I'm not following through 
with what I had already 
changed as well as I had 
hoped, and I'm here to 
prevent a relapse of the 
problem.

1 2 3 4 5

17. Even though I'm not always 
successful in changing, I am 
at least working on my 
problem.

1 2 3 4 5

18. I thought once I had 
resolved the problem I would 
be free of it, but sometimes I 
still find myself struggling 
with it.

1 2 3 4 5

19. I wish I had more ideas on 
how to solve my problem. 1 2 3 4 5

20. I have started working on 
my problems but I would like 
help.

1 2 3 4 5

UCAOOO- Revised 3/25/96 Page 2 of 3
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There are FIVE possible 
responses:

Strongly
Disagree

Disagree Undecided Agree Strongly
Agree

21. Maybe this place will be able 
to help me. 1 2 3 4 5

22. I may need a boost right now 
to help me maintain the 
changes I've already made.

1 2 3 4 5

23. I may be part of the 
problem, but I don't really 
think I am.

1 2 3 4 5

24. I hope that someone here 
will have some good advice 
for me.

1 2 3 4 5

25. Anyone can talk about 
changing; I‘m actually doing 
something about it.

1 2 3 4 5

26. All this talk about 
psychology is boring. Why 
can't people just forget 
about their problems?

1 2 3 4 5

27. I'm here to prevent myself 
from having a relapse of my 
problem.

1 2 3 4 5

28. It is frustrating, but I feel I 
might be having a 
recurrence of a problem I 
thought I had resolved.

1 2 3 4 5

29. I have worries but so does 
the next guy. Why spend 
time thinking about them?

1 2 3 4 5

30. I am actively working on my 
problem. 1 2 3 4 5

31. I would rather cope with my 
faults then try to change 
them.

1 2 3 4 5

32. After all I had done to try 
and change my problem, 
every now and again it 
comes back to haunt me.

1 2 3 4 5

UCAOOO- Revised 3/25/96 Page 3 of 3
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Phase II interview guide.

Phase II Interview Protocol

I. Screening:

Participants will be screened to ascertain that they meet inclusion criteria and do not meet 
exclusion criteria.

1. Are you 18 years of age or older?
a. If YES, continue.
b. If NO:

i. They are not eligible. Thank them for their time

2. Were you enrolled in the Suboxone program at Turning Point Counseling (Sub-Zero)?
a. If YES, continue.
b. If NO:

i. They are not eligible. Thank them for their time

3. Do you currently live in Alaska?
a. If YES: What city? Request address.
b. If NO: What State do you live in? What city? Request address.

4. Are you actively suicidal?
a. IF YES:

i. Have a throughout discussion to assess safety and do risk-assessment
ii. Suggest that they contact the police or the Fairbanks Memorial Hospital. 

Provide them the specific resources listed on the referral sheet.
iii. Do everything possible to ascertain safety (e.g., attempt to get them in 

contact with resources, like friends or family, who can keep them safe).
1. NOTE: Angel Vasquez, the point of contact for screening, will 

do everything possible to assure callers safety in the highly 
unlikely event that someone discloses a serious threat to 
themselves or others.

2. Any indication individual is actively suicidal will prompt a call 
to supervising PI and clinical psychologist Kendra Campbell 
Ph.D.; if unavailable contact clinical psychologist Vivian 
Gonzalez Ph.D. The licensed psychologist will be contacted to 
assess risk, establish a safety plan, and send help if needed.

b. IF NO:
i. They have met all of the eligibility criteria. Tell them about the study. 

Ask if they are interested in participating in a interview about their
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experiences in the program. If they are interested, coordinate times for 
the interview.

If individual is eligible ask for permission to start audio recording phone call.

a. If YES, continue.
b. If NO: They are not eligible and thank them for their time.

II. Oral Consent:

Aims of the study:

i. Participants will be informed about the aims of the study. Specifically, 
the study aims to:

1. What are the demographic features of individuals who enrolled 
in the program?

2. What barriers and facilitators impacted treatment the most?
3. How do individuals explain addiction, functioning, and coping 

pre-post treatment?
4. What treatment expectations exist for individuals enrolled in the 

program?
Informed consent:

Participants will be offered to have the consent sent to them via e-mail or directed to 
Subzeroalaska.info to download the full consent form.

Any questions will be answered before proceeding to the interview.

Confidentiality:

i. The researcher will discuss their obligation to maintain confidentiality 
and their duty to warn/protect.

ii. The researchers will discuss mandated reporting responsibilities. They 
will emphasize the requirement of reporting when someone is a danger 
to themselves or others, specifically children and elderly. They will 
also emphasize what is NOT reportable, including illegal activities like 
drug use.

iii. Researcher will discuss how the data will be analyzed in themes and 
participants will be assigned a number not linked to their name. Names 
and identifying information will not be used in reporting findings.
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III. Semi-structured interviews will be conducted by Angel Vasquez:

“Thank you for agreeing to participate in the study and helping us to better understand the process 

people go through in Suboxone medically-assisted treatment in Fairbanks. I will be referring to 

the Suboxone medically-assisted treatment and combined individual and group counseling as the 

Sub-Zero program. Firstly, I would like to know a little bit about your history before entering the 

Sub-Zero program. Is that ok?” [Confirm willingness to proceed].

Demographic Questions

1. What was your drug of choice?

Circle all that apply, but underline only one to specify drug of choice:

• Heroin ("smack", "H", "skag", and "junk"). What type?
Brown Heroin; White Heroin; Black Tar Heroin (Mexican Mud/Black Tar, Chiva, 

Tar, Boy and Dope)
• Oxycodone (OxyContin, Oxecta, Roxicodone)/ Oxycodone and acetaminophen 

(Percocet, Endocet, Roxicet)/ Oxycodone and naloxone (Targiniq ER)
• Codeine (only available in generic form)
• Fentanyl (Actiq, Duragesic, Fentora)
• Hydrocodone (Hysingla ER, Zohydro ER)/ hydrocodone-acetaminophen (Lorcet, 

Norco, Vicodin)
• Hydromorphone (Dilaudid, Exalgo)
• Meperidine (Demerol)
• Methadone (Dolophine, Methadose)
• Buprenorphine (Buprenex, Butrans, Subutex)/ Buprenorphine-Naloxone (Suboxone)
• Morphine (Astramorph, Avinza, Kadian, MS Contin, Ora-Morph SR)
• Other:_______________________________________________________________

2. How did you prefer to use (your drug of choice)?:

• Injected
• Snorted
• Swallowed/Ate
• Smoked/Inhaled

3. About how much were you using before entering the Sub-Zero program?

*Use the participant's words to describe the amount (milligrams, pill sizes, by bag, etc.):
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4. How often were you using before entering the Sub-Zero program?

*Use the participant's words to describe frequency (hours, days, weeks, months, years, 
etc.):

5. How old were you when you first used your drug of choice? _______ years old

6. How old were you when drugs opioids first began to cause problems for you? _______ years
old

7. How old were you when you first decided to seek help? __________  years old

“Now I would like to know a little bit about your specific experiences in the Sub-Zero Program.”

[Confirm willingness to proceed].

8. Was the Sub-Zero program the first time you sought help for your drug use?

Yes/ No

If no, what other help did you seek?

Please
explain:______________________________________________________________________.

9. How many weeks were you in the Sub-Zero program? __________ weeks

10. Did you complete phase 1 (e.g. first 10-weeks)?

Yes/No

If No, why did you leave early?

*Use the participant's words to describe why they left (e.g. values, incompatible 
abstinence/harm reduction philosophy, spirituality, mutual-help/12-step conflict or 
impact?):
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Harm Reduction Program Barriers & Facilitators Questions

“Now I would like to ask questions more specific about the structure of the Sub-Zero program 
and how it may have influenced your experience in treatment. Is that ok?” [Confirm willingness 
to proceed].

1. What things made it difficult for you to go through the Sub-Zero program?

Prompt, if needed: How did you overcome the barriers?

That is what were some things that got in the way of treatment? (e.g. like finances, 
stigma, access to services, clinicians, etc.)

2. What things made it easier for you to go through the Sub-Zero program?

Prompt, if needed:

That is what were some things that helped you through the program? (e.g. what were 
some things that helped with treatment)

3. What do you think of Suboxone use (Buprenorphine/Naloxone) in treatment?__________ .

Prompt, if needed: Please explain. How can it be the most helpful? Least helpful?

4. Looking back, what parts of Sub-Zero program were most helpful?

Prompt, if needed:
How helpful was individual counseling? ___________.

How helpful was group counseling? ___________.

How helpful were the assignments? Such as learning about values exploration and 
clarification?

How helpful was learning about skills? Such as relapse prevention skills?

5. What happened after you left the program?

Prompt, if needed:

Did you experience a lapse or relapse?

Did you pursue or maintain abstinence?

Did you enroll in another treatment program after leaving?

Are you currently involved in any kind of drug use treatment or recovery program?
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Cultural Formulation Interview

“Ok, thank you for answering the previous questions. Now I would like know more about other 
elements of your recovery that may have contributed to your experiences in the Sub-Zero program. 
You ready?”
[Confirm willingness to proceed].

Explanatory Model (General Understanding of the problem)

1. People often understand their problems in their own way, which may be similar to or different 
from how others describe the problem. How would you describe your problem with (Drug of 
Choice)?

Prompt, if needed:

Can you tell me more about how you understand your problem with (Drug of Choice)]?

Can you tell me what you think caused your problem with (Drug of Choice)
- Is there more than one cause?

2. Given your experience, what has worked best in addressing your problem with (Drug of 
Choice)?

Prompt, if needed:

Refer to Demographics question #8 and Barriers & Facilitators question #8.

Level of Functioning

3. Before entering the Sub-Zero program, how did your problem with (Drug of Choice) affect 
your ability to do the things you needed to do each day, that is, your daily activities and 
responsibilities?

As a result of participating in the Sub-Zero program, what has changed in terms of how you 
deal with stress?

Prompt, if needed:

For example, your ability to interact with your family and other people in your life, 
ability to work, finances, social activities, and ability to enjoy life?

Self-Coping

4. Sometimes people have various ways of dealing with stress. Before entering the Sub-Zero 
program how did you cope with stress?

As a result of participating in the Sub-Zero program, what has changed in terms of how you 
deal with stress?

181



Appendix G (Continued)

Prompt, if needed:

During treatment were there any kinds of support that made your experience easier for 
you? Refer to Barriers and Facilitators question #4.

Did anything prevent you from getting the support you needed during treatment?
- For example money, work, or family commitments, or stigma.

5. People have different ideas about what they want, need, and expect from treatment. What did 
you want from treatment in the Sub-Zero program? What did you get from treatment in the Sub
Zero program?

- Expectations met? Not Met?

6. Now that you have gone through this treatment program, what advice would you give to others 
facing the same concerns about drug use?

7. If you could change the Sub-Zero program what would it look like? ___________.

8. Anything else you would like to add?

9. Compared to before we started this interview, do you feel (a) Better, (b) Worse, or the (c) 
Same?

IV. Debriefing Procedures

• After completion of the interview, the participant debriefing procedure will be followed. 
This script is included on the following page. Participants will be compensated for their 
time.
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Participant Debriefing Procedure

After participants finish the interview they will be debriefed with the following script:

During this interview, the topics we discussed may have evoked strong reactions. These reactions 
are expected and normal. If you would like help working through some of these reactions, there 
are services available to you. Turning Point Counseling Services is an outpatient-based 
substance abuse and mental health facility offering services to members in the community. They 
specialize in the treatment of addictions on co-occurring mental health concerns. There are 
sliding-scale services in town, including the UAF Psychology Department Clinic on Fairbanks 
campus. There are also support groups, like Narcotics Anonymous, that are available. These 
services are included in this referral sheet. Do you have any questions or concerns at this time?

• If the participant answers, “no”:
o Thank them for their time, ask how they would like to receive their gift card 

payment:
§ Electronic: Request an e-mail address to send payment electronically.
§ U.S. Mail: Confirm address provided in screening question #3 is a good 

mailing address.
• If no: collect a mailing address.

o Referral sheet. Tell participant they may download or print the full consent form 
and resources referral sheet from Subzeroalska.info

• If the participant answers, “yes”:
o The researcher conducting the debriefing procedure will gauge if the participant 

is in imminent distress, and notify the PI Kendra Campbell Ph.D. (or Vivian 
Gonzalez Ph.D. if Dr. Campbell is not available to conduct a thorough risk 
assessment.

o Thank them for their time, ask how they would like to receive their gift card 
payment:

§ Electronic: Request an e-mail address to send payment electronically.
§ U.S. Mail: Confirm address provided in screening question #3 is a good 

mailing address.
• If no: collect a mailing address.

o Referral sheet. Tell participant they may download or print the full consent form 
and resources referral sheet from Subzeroalska.info

o If you have questions or concerns about this research you may contact the principle 
investigator Dr. Kendra Campbell at kkcampbell3@alaska.edu or 474-1588.

• If you have questions or concerns about your rights as a participant, you can contact the 
UAF Office of Research Integrity at 474-7800 (Fairbanks area) or 1-866-876-7800 (toll- 
free outside the Fairbanks area) or fyirb@uaf.edu.
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Referral Sheet

Turning Point Counseling Services
0 Outpatient facility offering quality services for addiction and co-occuring psychological 

concerns. Specializes in treating the whole person—mentally, physically, 
psychologically, and spiritually

0 Specialized opioid-based services, including Suboxone and Ambulatory Detox 
374-7776
315 5th Ave
Fairbanks Alaska, 99701

Interior Aids Association
0 Methadone Services, Needle-exchange, and Counseling Services are available

710 3rd Ave, Fairbanks AK, 99701
(907) 452-4222

University of Alaska Fairbanks Psychology Department Clinic
0 Individual and couples counseling provided by PhD therapists-in-training and supervised 

by a licensed Clinical Psychologist
0 $10 a session

474-1999
University of Alaska Fairbanks Psychology Dept. Clinic
215 Gruening Bldg, 314 Cooper Drive
Fairbanks, Ak. 99775-0112

Golden Heart Area Service Committee for Narcotics Anonymous
0 Free 12-step support group for people in recovery

(907) 452-7372
PO Box 82824, Fairbanks, AK 99708
http: //www.akna.org/areas/fairbanks/

Fairbanks Memorial Hospital
0 If you or someone you know is a danger to themselves or others, you can contact FMH 

24 hour/7 day a week
Dial 911 for emergency
1650 Cowels St, Fairbanks AK, 99701
(907) 452-8181

Please note that Turning Point Counseling Services and the University of Alaska Fairbanks are 
not responsible for any financial costs related to seeking medication or mental health services.

The person seeking services is responsible for any financial costs that accrue.
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