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Abstract

This study examines patterns of use of prescription drugs and methamphetamine. We drew our
sample from a study about 130 active and inactive methamphetamine users and focused on 16
participants with a recent history of methamphetamine and prescription drug use. We collected in-
depth interviews to explore relationships in use trajectory patterns. The qualitative methods we
used in this study followed the constant comparison process developed by grounded theory
methods and analytical ethnography, which is based on familiarity with the social setting and
developing propositions while conducting aresearch study. We used a triangulation of methods
and analysis and included qualitative data, such as participant observation notes and in-depth
interviews, as well as quantitative data that we collected in drug history matrices. Five themes
emerged from the coding of the interview transcripts: (1) sequential polydrug use; (2) concurrent
polydrug use (3) temporary substitution of preferred drug; (4) consequential-based use; and (5)
switching from using methamphetamine to using prescription drugs. The trajectory patterns of
methamphetamine and prescription drug use complicates treatment significantly.
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Starting in Western and Midwestern regions of the United States, methamphetamine became
apopular drug among urban and rural users of the East coast and the Southern states (Grant,
Kelley, Agrawal, Meza, Meyer, & Romberger, 2007). Today, amphetamine and
methamphetamine are among the most abused drugs in the world (Rawson, Angdlin, &
Ling, 2002; Grant et a., 2007). Methamphetamine is similar to the chemical structure of
prescription amphetamines and can be smoked, snorted, taken intravenously, or ingested
either orally or rectally. Depending on the route of administration, the user feels the effects
of the drug anywhere between several seconds to 20 minutes. Methamphetamine isa
stimulant that affects the central nervous system and rel eases dopamine neurotransmitters to
the brain while simultaneoudly inhibiting their uptake. This process produces a pleasurable
experience along with increased activity and decreased appetite. Users have also reported an
increased libido (Logan, 2002).

The abuse of methamphetamine constitutes a public health problem due to its catastrophic
psychological and physical effects. Psychological effects that users report include the
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feelings of anxiety and paranoia, being agitated, but also feeling depressed. Some users
speak of violent behaviors and psychotic states when using methamphetamine. The drug
takes an enormous physical toll on the long-term user, such as adverse cardiac, neurological,
and dental consequences. Female methamphetamine users often fail to obtain adequate
prenatal care during pregnancy and thus endanger their unborn children (Rawson, Washton,
Domier, & Reiber, 2002).

Negative health effects are not the only consequences of continuously using
methamphetamine. Social problems, such as child neglect, violent outbreaks, and
unemployment are also commonly associated with the use of methamphetamine (Haight et
al., 2005; Lineberry & Bostwick, 2006; Weisheit & White, 2009). The possession or dealing
of methamphetamine leads to felony charges that can have along lasting impact on the
user’slife. The manufacturing of thisdrug in residential areas also presents a public health
hazard (Potera, 2005).

M ethamphetamine use has more than a 40-year history in the United States. As with other
drug use, the popularity of methamphetamine rises and falls over time as supply and demand
fluctuate. Asthe popularity of one drug wanes, attraction to another drug increases and starts
to attract media attention. For example, concern about methamphetamine use decreased
during the 1980s as endemic crack use dominated national attention. Attention returned to
methamphetamine during the 1990s when the use and manufacturing of methamphetamine
spread to Midwestern and Southeastern regions of the United States and indicators of its use
dramatically increased (Sexton, Carlson, Leukefeld, & Booth, 2006).

In 2010, anew “epidemic” drew the attention of law enforcement and public health officials
(Brauser, 2011). Prescription drug misuse and abuse, specifically narcotics known as “pain
pills’ became the fastest-growing segment for illegal drug abuse (Okie, 2010). For example,
from 2004—2008, abuse of opiates/opioidsincreased 112 %. In Georgia, one of five states
without a prescription drug monitoring system, the explosion of “pill mills’ causes concern
among the drug enforcement and public health agencies (Simmons, 2011). Without a better
understanding of why prescription pills are replacing other drugsin popularity, use
behaviors, and how prescription pills are diverted from medically prescribed use, the most
well-planned strategies may fall short of optimal effectiveness.

On April 19, 2011, the Office of National Drug Control Policy (ONDCP), the Food and
Drug Administration (FDA) and the Drug Enforcement Administration (DEA) released a
combined plan to address what they called a prescription drug abuse epidemic, which
included a Risk Evaluation and Mitigation Strategy (REMS) program that requires better
reporting of prescriptions and more education for doctors regarding prescription medication
(Brauser, 2011). The REM S followed years of reports showing prescription drug abuse to be
aleading cause of unintended drug overdose, death and injuries, and an increase of 81 % in
the number of prescription pill-related emergency department visits between 2004 and 2008
(Okie, 2010; Centers for Disease Control and Prevention, 2010; Substance Abuse and
Mental Health Services Administration, 2011).

Users consider prescription pills more acceptable than illegal drugs bought on the street or
from known dealers because they assume that prescription pills are safer. For example,
participants in afocus group study in Delaware said they knew they what were getting when
buying prescription pillsinstead of other drugs (Inciardi, Surratt, Cicero, & Beard, 2009).
They also considered it alegal drug and therefore | ess stigmatized and with negligible legal
conseguences compared to illicit drugs. Opioids are the most popular drugs, with physicians,
known as “script docs,” playing amajor role in the diversion of these prescription pills.
While legitimate pain clinics exist, “pills mills’ are where physicians indiscriminately
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prescribe prescription pills, primarily opioid analgesics for monetary gain. Students and the
elderly are primary sources of diverting pills. A study about pain clinicsin South Florida
confirmed these findings (Rigg, March, & Inciardi, 2010).

Inciardi and colleagues (2009) found that many participantsin their study about prescription
pill diversion reported that opioid pills were a gateway into heroin use. Similar concerns
arose regarding the link between the use of stimulant prescription drugsin childhood and
later substance abuse; however, areview of the literature showed that problem drug use was
more directly associated with conduct disorder than with stimulant prescription drug use
(Roy, 2008). Although previous studies did not link the medication methylphenidate
(Ritalin), which is commonly prescribed to treat attention-deficit hyperactivity disorder
(ADHD), with arisk for substance abuse, recent studies show a correlation between changes
in the brain caused by Ritalin and the effects of cocaine on the brain (The National Institute
on Drug Abuse, 2010).

While the combination of multiple drugs is acommon occurrence with users of any
substance, few studies have investigated the underlying motivation of polydrug abuse and
the patterns of use of two or more licit and illicit drugs. Boeri and colleagues’ study about
polydrug use among ecstasy users focused on the various patterns of use and why young
adults combined multiple drugs (Boeri, Sterk, Bahora, & Elifson, 2008). Some researchers
described a connection between methamphetamine use and alcohol or tobacco use (Arria et
al., 2006), while others reported the concurrent use of methamphetamine and marijuana,
cocaine, and prescription medication (Bungay et al., 2006; Sexton et al., 2006). A qualitative
study about street youths' use of crystal methamphetamine showed that polydrug use was
not uncommon and that marijuana was a preferred aid in coming down from the
methamphetamine high (Bungay et a., 2006).

While researchers have identified polydrug use in the past, the use of prescription pills by
methamphetamine users remains largely unknown and warrants an in-depth investigation
due to the addictive nature and detrimental health effects of both drugs. Our goal in the
present study was to examine the link between methamphetamine use and prescription drug
misuse/abuse among a sample of methamphetamine users. We were particularly interested
in patterns of use and the trgjectory of polydrug use. In order to enhance prevention and
intervention strategies, it isimperative for researchers and practitioners to understand the
complex relationship between methamphetamine and prescription drug abuse. A grant from
the National Institute on Drug Abuse 1R15DA021164 and 2R15DA 021164 supported our
research. The views presented in this article are those of the authors and do not represent
those of the funding agency.

Sample Description and Rationale

We drew from a study about 130 active and inactive methamphetamine users, and focused
on 16 study participants with a recent history of methamphetamine and prescription drug
use. We collected these data from suburban communitiesin Atlanta, Georgia, in the United
States. This area experienced a steady increase in methamphetamine use in the last decade,
and policy makers identified methamphetamine as the state’s “ biggest problem” (Williams
& Miller, 2006). Recently, pain pill clinics began to burgeon in this Georgia region. For
example, when two Florida entrepreneurs opened pain pill clinicsin a suburb of Atlanta, the
local newspaper described the scene as “ crowds of people lined around the building, and the
parking lot was filled with cars featuring Kentucky, Ohio or Tennessee license plates. A
nearby Walgreen's reported running out of its entire inventory of OxyContin within days of
the clinic’s opening” (Gillooly, 2010). The convergence of the widespread use of

J Ethnogr Qual Res. Author manuscript; availablein PMC 2013 April 01.



a1 ewRrMS DRI ewRreMS

a1 rewRerMS

Lamonica and Boeri

Page 4

prescription pills and methamphetamine provided an opportunity to examine the patterns of
use from an insider’ s perspective. Using qualitative methods, we focused on recruiting a
sample with as wide a range of respondents as possible. We sought to maximize the
differences and minimize the similarities of the sample, in order “to evoke a category, not
exhaust it” (Van Maanen, 1988, p. 9). Theoretical sampling informed our recruitment of
participants (Strauss & Corbin, 1998). For example, we learned in previous studies that both
active and inactive users are needed for research focused on drug trajectories (Boeri, Harbry,
& Gibson, 2009). We defined active users as having used methamphetamine at least one
time in the past month and inactive users as having used the drug for at |east six consecutive
months in the past, but who have been drug-free for the last month. Although relapse has a
high probability among methamphetamine users (Weisheit & White, 2009), and an inactive
status is tentative, we included inactive users of methamphetamine to allow the
identification of specific transitions into and out of methamphetamine use. By studying the
drug use trgjectories of both active and inactive methamphetamine users, we can find
patterns in the transitions and turning points in the drug use patterns.

In this article, we focused on a sub-sample selected from the larger sample dueto the
participants’ reported use of both methamphetamine and prescription drugs. This subsample
included 16 individuals (8 women and 8 men). Their ages ranged from 22 to 51. All
respondents were either active or inactive users of methamphetamine and prescription drugs,
such as opiates (OxyContin, Vicodin), benzodiazepines (Xanax), methylphenidate (Ritalin)
or a combination of dextroamphetamine and amphetamine (Adderal). Their life histories
provided an in-depth look at the patterns of methamphetamine and prescription drug use, as
well as the contextual background of users.

Life histories allowed us to identify arange of users, aswell asto gain a better
understanding of the meanings and motivations for use, specifically from the users
perspectives (Clausen, 1998; Denzin & Lincoln, 2000; Elder, 1999). The qualitative
methods we used in this study followed the constant comparison process devel oped by
grounded theory methods (Strauss & Corbin, 1998) and analytical ethnography (Lofland,
1995), which is based on familiarity with the social setting and developing propositions
while conducting a research study. We used atriangulation of methods and analysis and
included qualitative data, such as participant observation notes and in-depth interviews, as
well as quantitative data that we collected in drug history matrices.

Data Collection

A challenge inherent in a study about illegal activitiesis that researchers draw the study
sample from a hidden population (Dunlap & Johnson, 1999). A sample that is not drawn
from prisons, hospitals, or in treatment is preferable, but not knowing the population
parameters rules out probability sampling methods (Teddlie & Y u, 2007). We employed
several strategies and recruitment methods specific for drug using samples drawn from the
community (Bluthenthal & Watters, 1995; Clatts, Davis, & Atillasoy, 1995; Sterk-Elifson,
1995). These strategies included ethnographic field research to become familiar with the
settings and people, and targeted sampling strategies (Bluthenthal & Watters, 1995; Watters
& Biernacki, 1989). We also employed community consultants, who were members of the
community or familiar with drug-using networks (Sterk-Elifson, 1995). We used snowball
sampling or chain referrals, which involved asking participants and interested inquirersto
refer another potential participant for the study (Biernacki & Waldorf, 1981). Participants
received incentives in the form of cash or gift cards to provide additional motivation to
participate in the research, as well asto be respectful of the participants' time and attention.
Research shows that reimbursement for participantsis ethical and effective when collecting
data about stigmatized behaviors, such as drug use (Wiebel, 1990).

J Ethnogr Qual Res. Author manuscript; availablein PMC 2013 April 01.



a1 ewRrMS DRI ewRreMS

a1 rewRerMS

Lamonica and Boeri

Page 5

The recruitment methods required flexibility and ingenuity. For example, we used fliers and
word-of-mouth to recruit college students, ethnographic fieldwork to gain entry into
community networks, and community consultants to find hard-to-reach drug users. The
research team limited selection through the use of various recruitment strategies from
different sources: observational fieldwork in communities and public and private places,
drug treatment facilities, newspaper advertisements, college campuses, bars, and other
connections to active and inactive methamphetamine users (Kaplan & Lambert, 1995).

At certain times team members established trust and rapport while out in the field and made
arrangements with potential participants to meet again or gave them a study card with a
telephone phone number to call. Other times, users who heard about the study through
peopl e the ethnographer met in the field or acommunity consultant called the researcher on
the telephone phone and made an appointment for an interview.

We first used a screening process to ensure that participants passed the eligibility criteria:
being age 18 or older and having used methamphetamine in the suburbs. We collected no
identifying material. Team members conducted the interviews in a private | ocation agreed
upon by the interviewer and participant. Typical interview sites included the participant’s
home, private library rooms, hotel rooms, and the interviewer’s car.

The interview was conducted face-to-face and audio-recorded. We obtained oral consent
from participants after they read the consent form aong with the interviewer, who
paraphrased it. The University’s Ingtitutional Review Board (IRB) approved the study
protocol. Life course theory informed our data collection. We employed a mixed methods
design to provide greater validity to the data we collected. The design included a
quantitative drug history instrument and an in-depth qualitative life history interview.
Researchers have used life history data collection in studies across a broad range of
disciplines, particularly in health and social sciences (Bruckner & Mayer, 1998; Murphy,
Hser, Huang, Brecht, & Herbeck, 2010; Schulenberg, Maggs, & O'Malley, 2003). The study
instrument consisted of closed-ended questions that collected numerical data about drug use,
age of initiation and cessation, use in the last week, month and six months, and the routes of
administration. The interviewers collected these data on a paper matrix with pencil.

The in-depth interviews explored areas of drug use, recovery, and social roles throughout the
life course. The open-ended qualitative life history interview allowed participants to talk
about their lives. The responses about the drug history matrix guided participants. We
probed participants for more in-depth information. The more open-ended descriptive in-
depth interview used in qualitative method provides a better understanding of the topic
under study, particularly when researchers regard the participants as the “experts’ (Guest,
Bunce, & Johnson, 2006; Malterud, 2001). The interviews were one to three hours long.
Respondents received a $25 reimbursement for their time at the end of the interview.

Field observation notes provided an additional source of data for analysis. Ethnographic
research involved a more intimate relationship with participants, and researchers spent long
hours talking to participantsin the field or accompanied community consultants to settings
where they could |ocate more participants. The time together outside the official interview
period provided rich information.

Team members recorded the drug history data on a matrix and entered the data into an SPSS
computer program used for descriptive purposes. Assistants transcribed the in-depth
interviews verbatim and entered the datainto NVivo, a computer program for facilitating
qualitative data analysis. We digitally stored field notes for easy retrieval and used them to
provide an additional source of vaidity during the analysis.
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We used an iterative model of triangulation for ongoing data analysis. In other words, aswe
collected the data, we compared the results of drug histories, in-depth interviews, and
observational field notes, not necessarily to find congruence, but instead to inform the
continuing data collection and analyses. Team members refined observation and interview
techniques and compared participants’ responses to the drug history and life history
interviews. They addressed inconsistencies between the data early in the data collection.
This process was consistent with the “constant comparative analysis’ found in grounded
theory methods (Strauss & Corbin, 1998).

We coded all interviews multiple times and examined both known themes and to allow new
ones to emerge (Charmaz, 2001). The codes we identified for this analysis focused on
patterns of use and mativation for using more than one drug. The first author re-coded the
transcripts of participants who used both methamphetamine and prescription pillsin the last
year. Our coding for the present article resulted in themes that focused on patterns of use:
sequential, concurrent, substitution, and consequence use, as well as switching primary drug
of choice. We employed inductive reasoning, which is a posteriori instead of a priori method
of analysis, thereby allowing the findings to emerge from the analysis (Lash, 2009).

We present quotes that represent the trgjectory patterns of methamphetamine and
prescription drug use reported by most participants. In the illustrative quotes presented, we
use nearly verbatim quotes, but delete unnecessary conversational repetitions or terms, such
as“like,” “uh,” and “you know,” when these terms distract from the content addressed. To
maintain confidentiality, we identify quotes only by the participant’ s age and gender. Names
used throughout the paper are fictional.

External and Internal Validity

Validity and reliability are necessarily questioned in self-reported data. The primary
problems with validity are in studies with samples drawn from prison and treatment
programs (Harrison & Hughes, 1997). Instead, research shows that studies using community
drawn samples and those using alife history review and ethnographic research conducted in
conjunction with survey collection methods increase overall validity of the study results
since the interviewers and participants can use aform of self-checking (Fontana & Frey,
1998; Fendrich, Mackesy-Amiti, Widlar, & Goldstein, 1997). Our use of acommunity
drawn sample in conjunction with in-depth and survey interviews helped ensure externa
validity. We used the iterative model of triangulating data throughout the study. We
compared information collected from various sources, addressed issues of validity and
reliability as the study progressed. This process provided greater confidence in
understanding complex information (Hunt, Joe-Laidler, & Evans, 2002; Nichter, Quintero,
Nichter, Mock, & Shakib, 2004; Pach & Gorman, 2002; Rhodes & Moore, 2001). We aso
employed timelines as cues to help reduce recall bias (Murphy et al., 2010). The research
team used strategies for reducing social desirability bias, that included establishing rapport
and matching interviewer and participant in demographic characteristics (Shaw, 2005). The
trained interviewers in our study included both young and older ages, as well as male and
female.

We addressed issues of internal validity by constantly communicating with all team
members and maintained reflexive interview and field notes. The research team, consisting
of the principal investigator and ethnographers/interviewers, met weekly to discuss the
quality control of data collection and addressed issues of validity and reliability as they
occurred. Previous research findings show that drug users tend to report valid information in
qualitative interviews (Anglin, Hser, & Chou, 1993; Ball, 1967); yet memory problems and

J Ethnogr Qual Res. Author manuscript; availablein PMC 2013 April 01.



a1 ewRrMS DRI ewRreMS

a1 rewRerMS

Lamonica and Boeri

Results

Page 7

cultural misunderstandings can create problems that emerge as validity concerns. To address
this potential problem, we used the quantitative data collected in the drug history matrix and
demographic data as areliability and validity check for the qualitative data. The interviewers
were trained on how to approach sensitive topics, such asinconsistenciesin reported data, to
avoid future problems with validity and reliability. For example, the research team explored
any inconsistencies found during the ongoing analysis of the data by asking probing
guestions in future interviews. Ongoing analysis also informed focused conversations with
community consultants and more attentive field observations. The principal investigator
conferred confidentially with community consultants, many whom she has known for
several years, to gain clarity on validity issues as they emerged from the data without
compromising anonymity. For example, when participants used the term “dope,” aword
commonly employed to mean heroin, community consultants assured the team that usersin
the area used this term to mean methamphetamine. We addressed similar misunderstandings
throughout the data collection and analysis.

We identified five themes from our analysis of the qualitative data. These themes reveal
distinguishable trajectory patterns of prescription pill misuse by methamphetamine users.
We set the themes in context to portray an emic understanding of the complicated
relationship between prescription pills and methamphetamine use trajectories.

Sequential Use

Respondents used benzodiazepines (Xanax) or prescription opiates (OxyContin) to allow
them to come down from their often day-long methamphetamine high. Maria, a 25 year old
White female, with along history of acohol, methamphetamine and benzodiazepine abuse
was introduced to snorting crystal methamphetamine by her roommate. Maria s mentally
abusive mother kicked her out at a young age and she found herself sharing an apartment
with amuch older man. To her, crack, crystal, and ice “ do the same damn thing” and she did
not prefer one over the other. The energy she got from these drugs was usually spent
painting, playing games, or partying. She also wrote long winded journal entries whenever
she was high on methamphetamine. She described why she never used methamphetamine
exclusively:

Like alot of the people | was hanging out with, they would stay up for weeks at a
time. Like how the f--- do you do that without going insane. Because if | stayed up
like one night | was like, maybe | had mental issues or something but | couldn’t do
it. I'd go fucking nuts. So I' d take a Xanax and pretty much go to sleep.

Sleep was not the only reason for Mariato add a downer like Xanax to her
methamphetamine experience. She later revealed that she would drink alcohal, if she
thought she used alittle bit too much methamphetamine. The use of alcohol would then
allow her to drive herself home after a party. A polydrug user, she agreed that she never
simply experienced the high produced by methamphetamine by itself. Mariadid not wait
until the methamphetamine induced high naturally wore off, but she would help the process
along by adding either Xanax or alcohal.

Not every user was as dependent on taking a“downer” after the initial methamphetamine
use like Maria. Tom, a 48 year old White male, who had along standing history of abusing
multiple drugs never thought he would prefer anything over pain pills. He preferred the
downers because he described himself as “high strung” and “hyper.” He enjoyed the
calming effect of the various pain pills he took throughout the past 20 years. His aversion to
uppers subsided when he was introduced to ice, a smokable form of methamphetamine:
“They showed meice and boy it hit the ceiling from there. | learned, ice was the only
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amphetamine I’d ever done in my life that | would turn apain pill down for.” Unlike Maria
who used the methamphetamine induced energy for creative and socia purposes, Tom used
ice while simply hanging out with friends and his wife smoking for hours on end. He noted
that instead of giving him energy, the only thing he wanted to do was smoke more.

The effects of methamphetamine were long lasting. At the end of the weekend, Tom had
used such alarge amount of the drug that he had to induce sleep in order to be able to work
the next day. When asked how he made himself go to sleep, the respondent said:

If you had them you’ d take Xanax to calm yourself down enough to get to sleep.
That first night was alittle rough after you' re coming off of it. Y ou would sleep but
it would be very intermittently. It would be off and on. Y ou’ d wake up constantly
because you just - Iceis a strange drug.

Similar to Maria, who had difficulty falling asleep after using methamphetamine, Tom
attributed the inability to sleep to the overuse of the drug.

Carry, a 35 year old White woman and mother of two children reiterated these viewpoints,
but revealed a different use pattern. Carry became addicted to Xanax and pain killers after a
car accident. She quickly realized that the painkillers allowed her to forget her history of
parental abuse. Later, her best friend introduced her to methamphetamine. Addicted to both
pain killers and methamphetamine, she would take Xanax or Soma (a muscle relaxant) to
come off the methamphetamine high. She explained that in the past she had “ stayed up a
total of sixteen days one time on some good stuff.” Taking adowner like Xanax after using
methamphetamine prevented hallucinations. Those episodes where she would see peopl€e’'s
faces that were not really present frightened her.

Respondents not only reported the use of benzodiazepines as a downer following
methamphetamine use, but also the use of avariety of opioids. Peter, a 40 year old White
male who started using alcohol and prescription pills at age 6 and went on to try the majority
of illegal drugs available, initially enjoyed the energy that methamphetamine produced.
While at first he disliked the inability to sleep for days on end, he grew accustomed to this
side effect and later enjoyed that sensation because it felt like another high. As his drug use
increased he explained:

Well, I would use all week, cause | was working. And then like, maybe on
Thursday or Friday | would go get awhole bunch of pain pills— oxycontin or, or
codeine or something like that —and then | would get afifth of rum and drink that
just to try to knock myself out. | would try to at least get some rest on the
weekends.

On weekends, this respondent needed to sleep to be alert for his construction job during the
week. Peter would use during the week because the methamphetamine gave him the energy
necessary to perform well at his worksite and work longer hours. He also used pain killers
during the week to offset the effects of the methamphetamine. This combination worked
well for his hectic weekday schedule where he would have to be alert aswell as socially
engaged.

Conversely, Robert reported that he only used methamphetamine on the weekends. The 47
year old White male who began using methamphetamine at 19 years old would take
methamphetamine all weekend long, dancing at clubs, and hanging out with his friends on
the beach without ever going to sleep. In order to come off methamphetamine after a
weekend binge, Robert took prescription pain relievers. The respondent suffered from
restless leg syndrome and initially took the prescribed codeine to ease the symptoms. Later,
he began using pain killers after aweekend of methamphetamine use.
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Concurrent Use

M ethamphetamine users did not always take prescription drugs to help come down from
their high and alleviate symptoms, such as sleepl essness and nervousness. Respondents
pointed towards a relationship between methamphetamine and prescription opiates (Vicodin
or OxyContin) that gives energy to the lethargic effects of prescription pills or to boost the
effects of methamphetamine.

Certain respondents consumed methamphetamine after the use of prescription opioids.
Betty, a 51 year old White woman, began using prescription opioids to alleviate headaches
and dental pain. Her husband broke her jaw and beat her throughout their marriage. Soon
after the introduction to pain killers she found herself addicted to the pills and could not
function without using them. Getting out of bed without a pain pill became impossible for
Betty. Once her prescription ran out she turned to the streetsto illegally obtain prescription
pain relievers. After a decade of abusing prescription opioids, she felt “bogged down™ and
admitted to the interviewer that she had a difficult time remembering details of that time
period because she often blacked out. One of her friends offered help and wanted to make
her feel better:

And they put this stuff all over, on thisaluminum foil, handed it to me. | didn’t
know what to do. And they, they did it for me. And heat it up and put astraw to
suck the smoke. Woo wee! | loved it. It made me get up and go. From that point on
there | was.

Henceforward, she used methamphetamine on adaily basis. It gave her the energy that she
lacked from using prescription opioids. She continued her prescription opioid habit and used
the methamphetamine to counteract the unwanted effects of the pain killers.

David had a similar experience. The 34 year old White male who experimented with
marijuana during his adolescence was al so addicted to pain killers, such as OxyContin and
Dilaudid. Having had experience with panic attacks, David preferred drugs that are
considered downers such as pain killers. He agreed with Betty that he was tired of feeling
dluggish from the pain pills. Initially, his dealer provided him with cocaine to help him stay
alert while on the pain relievers. When his dealer moved from selling cocaine to selling
methamphetamine, the respondent switched as well. He explained to the interviewer that he
would add the methamphetamine to the pain relievers and a cohol. The participant insisted
that he would never consider taking an upper like cocaine or methamphetamine on its own:

I’ ve got to be down before | do that kind, before | do any speed. Whether it’s crack,
cocaine, crystal, ice. I've got to be right down. Especially since the panic attack
period in my life, you know. If | just drop a chance of speed, I'll bounce off- | don’'t
want to do it. I'll just be.

David confirmed that he was either down on pills or acohol and would not consider using
methamphetamine on its own. The use of this drug always happened while he was under the
influence of adowner.

M ethamphetamine users not only engaged in prescription drug abuse to come down from
their methamphetamine induced high, but also to boost the stimulant. Jennifer, a White, 45
year old mother of five children, explained that she did not receive enough attention as a
child. When she started her own family, she tried to make up for her mother’s lack of
parenting and wanted her children’ slives to be perfect. She overextended herself on adaily
basis and suffered from exhaustion and fatigue. Jennifer’ s friend introduced her to
methamphetamine at the age of 28:
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| was working and the kids needed dinner and homework needed to be done and |
was just totally exhausted. And agirl | had met from down the street come in with
thislittle baggie and she said here chew this. And I'm like what isit? She said,
don’t worry about it. Just chew it. And | chewed the baggie. And before | went to
work the next day I'd laid the carpet, cooked dinner, al the kids were bathed, the
homework was done, and | still had energy

After five years of daily methamphetamine use, the respondent thought she could not
function without the drug. She began taking prescription pain relievers to combat physical
pain she experienced. Soon she could not use methamphetamine without also using a
prescription pain killer. Not only did the pain killer relieve her of the feeling of
methamphetamine induced paranoia, but also it boosted the effects of the methamphetamine.
Despite the fact that Jennifer wanted to be an exemplary mother she lost her children
temporarily to the foster care system when officials discovered her drug use.

Substitution Use

Respondents' substitution use reflected the replacement of one drug with another drug that
produced similar effects. Respondents alluded to a complex relationship between
methamphetamine and Ritalin or Adderall, including a“cleaner” high and availability and
accessibility of each drug.

Eric, a 27 year old White male, began using methamphetamine with his girlfriend who had
been using it for years. He liked the stimulant-induced feeling. As a musician, the drug let
him accomplish more than he ever anticipated:

| will play guitar until | have learned the entire song, made five more songsin the
process and have almost broken my arm and can’t move my arm for the next three
days. Because | was so determined to get finished with that. Y ou finally finished
what you could never accomplish.

When the interviewer asked him whether methamphetamine was his favorite drug, Eric
revealed that he preferred the attention deficit hyperactivity drug Adderall. Adderall gave
him the much needed energy to accomplish his goals. Because Eric was not able to afford
health insurance he did not have access to the stimulant. His methamphetamine consumption
cost him little to nothing because his friends would provide it for him.

Alexis, a 22 year old White woman, began using a variety of legal and illegal drugs during
her high school years including alcohol, ecstasy, Valium, cocaine, Xanax and Adderall.
Eventually afriend and her boyfriend introduced the respondent to methamphetamine. She
stayed up for several days and noted that the drug increased her productivity. Among the
negative side effects that Alexis experienced were nausea, itchiness of skin, and paranoia.
She complained that, at times, she was unable to distinguish between reality and fantasy.
Two other reasons kept Alexis from further experimenting with methamphetamine;

| know the basic chemicals that are used and most of it | don’'t want entering my
body and | don’t want some backwoods redneck making my drug. It sounds stupid
that | want a pharmaceutical company feeding me drugs, but | don’t know. And it
was just alittle too much for me.

Since a pharmaceutical company produces Adderall, the drug was acceptable to Alexis. The
drug aso allowed her to use without others knowing. The physical and psychologica effects
of Adderall were less intense than those associated with methamphetamine use, and Alexis
replaced methamphetamine with Adderall for getting high.
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Kyle, a 26 year old White male with along history of experimenting with alcohol,
marijuana, ecstasy, and other pills, abused Adderall with agirlfriend for four years before he
replaced it with methamphetamine out of sheer necessity because his girlfriend’'s
prescription ran out. In his opinion, methamphetamine had the same effect that Adderall had
on him. He referred to methamphetamine as “the next best thing.” Adderall allowed him to
party, but it did not necessarily make him feel good. He continued using Adderall to avoid
coming down off the drug. When he used methamphetamine he was looking for asimilar
effect. He began liking the methamphetamine induced high even more than the effect of
Adderall and became adaily user within a short period of time.

Some users replaced methamphetamine with Ritalin when the former drug was unavailable.
Anna, a 34 year old Latinawho started taking illegal substances, such as cocaine, marijuana,
narcotic pills and heroin during her early teenage years, explained the link between
methamphetamine and Ritalin as a matter of convenience. Whenever she could not locate
methamphetamine, she would use Ritalin instead. The legal drug was easier to obtain in her
social circle. As opposed to Alexis and Kyle, Anna did not have a preference for either drug.
When one was not available the other would do as a substitute.

Consequential-based Use

Switching

Severa respondents mentioned a previous childhood or adult attention deficit disorder
(ADD) diagnosisincluding treatments with Ritalin or Adderall before their
methamphetamine use. Chris, a 23 year old White male reported growing up in aloving
home, received two different ADD diagnoses, one in third grade and one in sixth grade. The
first time, treatment included the use of Ritalin, but neither he nor his parents liked the
results. His parents took him off the medication and home-schooled him instead. When at 12
years old he experienced learning difficulties, he returned to the doctors and received a
prescription for Wellbutrin, adrug typicaly given for depression, for his ADD symptoms.
Later his doctor prescribed Adderall, but Chris did not respond well to the drug. He thought
that Adderall exacerbated his symptoms. He began using methamphetamine when he
changed socia circles and the members of his new group all used the drug. Chris observed
that his new friends were generally upbeat and full of energy when on methamphetamine.
He drew the parallel between his own ADD experience of being restless and unfocused and
what his friends were telling him about the drug induced high. Once he began using
methamphetamine he enjoyed the sense of control it gave him.

Eric, the 27 year old musician previously mentioned, had a similar history with using
medication for his ADD symptoms as a child and teenager. He took Ritalin and Adderall for
several years. At the time of the interview, Eric used methamphetamine and compared his
methamphetamine use and his ADD symptoms. When the interviewer asked what he got out
of his methamphetamine use, he explained that “ extreme determination, ambition and
devotion” were primary outcomes of hisuse. Eric would prefer using Adderall if only he
could afford the health insurance that would give him access to the drug. Because he did not
have alegal method of obtaining the prescription drug, he settled for methamphetamine
instead. The ability to concentrate on tasks is a repeated theme throughout these interviews.

While similar to the patterns of substitution, switching here refers atransition from using
methamphetamine to exclusively or amost exclusively using prescription opiates. This
switch was usually due to the availability of prescription pills through prescriptions and the
resulting physically addictive nature of opiates, medically known as opioids.
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Erin served as an example of someone who switched from methamphetamine to pain pills
because of the availability of the latter substance. The 31 year old White woman increased
her methamphetamine use when her oldest son died from a chronic disease. At the time of
his death, she wasin drug rehabilitation, but relapsed as soon as she had to deal with the
death of her child. The drug lifted her mood and increased her energy levels at atime when
she needed it. It allowed her to forget painful memories of her dying child. Availability of
the drug was not an issue for the young woman. She resided in an area where access to
methamphetamine was instantaneous: “ It was around where | lived and just the people |
knew that did it | would ask them to get it for me. It was just easy to get. It wasjust basically
around.” Her methamphetamine use decreased when she and her husband got accessto
painkillers, a switch that was not deliberate. Because her husband had several injuriesto his
back and neck, they had easy access. A doctor prescribed the pain medications for her
husband’ sinjury and, until the time of the interview, had not suspected addiction problems.
As expected with the use of opioids, their use substantially increased and Erin began to take
pain pillsto keep the withdrawal symptoms at bay. Her husband appeared to allow her to use
his supply to the detriment of his own pain.

By the end of the study, a number of inactive methamphetamine users in the same network
as Erin were beginning to use prescription pain pillsin a previously defined pattern. Most
seemed to be headed toward a switching pattern in the near future. Because of the intense
physical addiction of prescription opioids, few were able to afford other drugs or had time to
use other drugs once withdrawal symptoms occurred. One White male nicely summarized
this relationship between methamphetamine and prescription pain pills: “Well you know,
with meth comes another, uh addiction. Downers, pills, to go to sleep. There’ s another
addiction.” Our respondents who had been using pain pills for along time eventually made a
break with methamphetamine and began to seek more and stronger pain pillsto relieve
withdrawa symptoms. Unlike many of the stimulant and stress-related pills mentioned in
other trajectory patterns, opioids, if continued, would become these respondents’ major
addiction and prompted a switch from methamphetamine to the use of pain pillsin an
exclusive use pattern.

Discussion

Our qualitative interviews focused on alink between methamphetamine and prescription
pills. The results of our datareveal the complexity of the relationships between theillegal
and legal substances. They indicate that there are five dominant trajectory patterns of use:
sequential use, concurrent use, substitution use, consequential-based use, and switching
between primary choices of drug.

The sequential use of methamphetamine and prescription drugs was prevalent among our
sample of users. These individuals first consumed aform of methamphetamine and later
used a prescription drug to come down from the methamphetamine high. Respondents
enjoyed the energy they got from using methamphetamine. This energy was often used to
either perform at ajob site, such as construction, to party with friends all weekend long, or
to focus on specific tasksin and around the home, as well as on childcare. Respondents
often spent several days awake and alert due to the effects of the continued use of
methamphetamine. Eventually though, users wanted to sleep and found themselves unable to
do so. In order for such usersto rest, they needed to take a“ downer” in the form of a
benzodiazepine or an opiate. The prescription drugs participants most frequently named
were Xanax and OxyContin. These results are similar to what Bungay and colleagues (2006)
found in their sample of street youths in that users added a depressant to their primary drug
experience. While our respondents chose prescription pillsto aid in coming down from
methamphetamine, Bungay’ s participants smoked marijuana.
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Researchers have described the concurrent use of multiple drugs as a phenomenon in
methamphetamine users. Arria and colleagues (2005) reported the use of alcohol and
tobacco in a sample of methamphetamine using women. In our sample, some users reported
concurrent use of methamphetamine and prescription drugs. The concurrent use of the two
types of drugs served two purposes. On the one hand, while experiencing a prescription
opiate high that often left users sleepy, without energy, or “bogged down” respondents
mentioned using methamphetamine as an energizer. The order of use changed depending on
the respondent. Some consumed methamphetamine first and then added a pain killer to
alleviate paranoia, while others were on a continuous prescription pill high and then used the
methamphetamine to override pain killer induced lethargy. Respondents insisted that they
did not use methamphetamine unless they were also using aform of prescription drug. On
the other hand, users reported that the prescription pills alleviated parancia and at the same
time would boost the effects of the methamphetamine. Overall, concurrent usersinsisted that
they always preferred to do the upper as well as the downer at the same time.

The relationship between Ritalin/Adderall and methamphetamine use is rather complicated.
Some individuals preferred using the prescription drug rather than the street drug because
the high was “ cleaner” and more controllable. In addition, they described coming off
methamphetamine as harsher in comparison to the prescription drug. While some
respondents thought of Adderall or Ritalin as alighter version of methamphetamine, others
suggested that the two substances had the same effect on the user.

Inciardi and colleagues (2009) found that prescription pills are viewed as safer in
comparison to illegal drugs bought on the streets. Our respondents confirmed these findings
and reported distrust in the unknown ingredients that are part of methamphetamine. Adderall
and Ritalin are made by pharmaceutical companies and participants believed them to be
safer. Overall, users reported that convenience, accessibility, and price played alargerolein
whether the street drug or the prescription drug was taken. On the whole, this group of users
preferred the prescription drug but would use methamphetamine if they could not obtain
Adderall or Ritalin.

While researchers dispute the connection between a childhood diagnosis of attention deficit
disorder and future methamphetamine use, our data reveal that a previous ADD diagnosis

was not uncommon. Respondents commented on the inability to concentrate without taking
methamphetamine. Many drew parallels to their past use of prescription ADD medications.

Finally, the increased availability caused by a growing trend to have pain medications
prescribed and the resulting physical addiction to pain pills led some methamphetamine
users to switch from using methamphetamine as a drug of choice to only using pain pills.
Their use steadily increased and these respondents reported that they were now only taking
the pain pillsto prevent withdrawal symptoms. “Pill mills,” or clinics that reap great
financial benefits by selling prescription drugs, provided an endless supply of pain

medi cations to those addicted.

Theresults of this study pose several implications. For one, treatment of methamphetamine
users primarily focuses on behavioral change, which had some success in the past (Rawson
et a., 2002; Roll, Petry, & Stitzer, 2006). While efforts are underway to develop
medications to treat methamphetamine dependence, there are no medications approved at
thistime (Vocci & Apel, 2007). Treatment can be difficult for a polydrug abuse diagnosis
because each drug abused has to be independently evaluated and treated and take into
account the effects of use of each drug and their synergistic action. This requirement
complicates and possibly prolongs treatment significantly. For example, dependence on
prescription opioids is often treated with methadone. Treatment and health providers often
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do not work in concert, and complications of medication with other treatment could result in
negative medical results, mental relapses, or even dezath.

The detrimental health effects of illegal drug abuse are exacerbated by legal prescription pill
use and misuse. The mixing of different drugs can lead to higher rates of morbidity and
mortality. By contributing to a better understanding of the patterns of polydrug use and the
process involved in accessing an illegal drug like methamphetamine and diverting
prescription pills for misuse and abuse, we can improve our strategies for prevention,
intervention and treatment.

Limitations & Future Research

The mgjor limitation of this study is that we cannot generalize the findings beyond the
research sample. However, as an exploratory qualitative study, it does not require a
probability sample. Our goal was to gain a better understanding of methamphetamine and
prescription drug use trgjectory patterns among a suburban sample of methamphetamine
users, and a convenience sample was sufficient to achieve it.

Obvious challenges to the reliability and validity of self-reported data include the tendency
to not report behaviors that are considered undesirable, illegal or self-incriminating, called a
social desirability bias (Guest, Bunce, & Johnson, 2007). Social desirability isan even
greater problem when we collect data from individuals with illegal behaviors (Johnson &
Ritcher, 2004). Strategies used to reduce the problems of social desirability biasinclude
establishing rapport with the participantsin the study and being flexible and perceptive
regarding when to ask sensitive questions (Fontana & Frey, 1998). Spending time with the
participants in their own community, and answering participants questions honestly when
asked, helped to gain reciprocal trust.

In areview of studies using self-reported data on drug use, the primary problems with
validity were prevalent in those studies with samples drawn from prison and treatment
programs (Harrison & Hughes, 1997). Studies using ethnographic research and community—
drawn samples increase the validity of self-reported data (Fendrich, Mackesy-Amiti, Widar,
& Goldstein, 1997). In sum, extensive research finds that self-reported data can be reliable,
particularly when the interviewer is familiar with the community and the interview is not
conducted in aclinical setting (Anglin, Hser, & Chou, 1993; Weatherby, Needle, Cesari,
Booth, McCoy, Watters, Williams, & Chitwood, 1994).

Another limitation is that we selected the sub-sample from alarger study whose goals did
not include afocus on prescription drugs. Because our original sample included both active
and inactive methamphetamine users, we were able to identify inactive users who had
substituted methamphetamine for another drug. The simultaneous use of prescription drugs
by methamphetamine users also emerged from this data, revealing a number of distinct use
patterns at different point in the trgjectory. These patterns need to be further explored with
larger samples among populations identified as polydrug users.

We need future studies that begin with the purpose of examining the patterns found here to
gain a better understanding of these trajectories. The in-depth details of the social context,
health effects, and changes in the trajectories of methamphetamine and prescription drug use
are instrumental to devel oping better interventions for polydrug users. The effects of using
methamphetamine combined with a methamphetamine dependence diagnosis remain largely
unknown and need our attention in future research studies. Motivations for use and cessation
need more exploration in future studies to inform prevention and treatment efforts.
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