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Abstract

To better understand methamphetamine (MA) use patterns and the process of recovery, qualitative

interviews were conducted with adult MA users (n=20), comparing a sample that received

substance abuse treatment with those who had not received treatment. Respondents provided

detailed information on why and how they changed from use to abstinence, and factors they

considered to be barriers to abstinence. Audio recordings and transcripts were reviewed for

common themes. Participants reported a range of mild/moderate to intensely destructive problems,

including loss of important relationships and profound changes to who they felt they were at their

core, e.g., “I didn’t realize how dark and mean I was... I was like a different person.” Initial

abstinence was often facilitated by multiple external forces (e.g., drug testing, child custody

issues, prison, relocation), but sustained abstinence was attributed to shifts in thinking and salient

realizations about using. The treatment group reported using more and different resources to

maintain their abstinence than the no treatment group. Findings indicate individualized

interventions and multiple, simultaneous approaches and resources were essential in reaching

stable abstinence. Understanding long-term users’ experiences with MA use, addiction and

abstinence can inform strategies for engaging and sustaining MA users in treatment and recovery.
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Research on addiction recovery indicates there are multiple pathways to achieving sustained

abstinence, with influences varying across individuals, substances and contexts; and

although drug treatment may be an important contributing factor, it represents only one of

the paths to recovery (German et al. 2006; Laudet,Savage & Mahmood 2002). Klingemann

(2012) suggests recovery from alcohol dependence appears over time as an interplay

between individual actions, societal reactions and positive and negative life events, while
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subjective accounts of recovery maintenance are being continuously constructed and

reconstructed. Klingemann further argues that individuals implement a wide range of

recovery maintenance strategies, including experiencing a new quality of social relationships

and pursuing meaningful activities, with the change process contingent upon the subjective

weighing of specific maintenance factors and the importance attributed to their interplay.

In a study by Best et al. (2008), reasons for initiating drug abstinence among heroin users

included “being tired of the lifestyle” and personal health or psychological crises, however,

factors associated with sustained recovery were primarily social. Similarly, a study of users

of heroin and cocaine indicates social support and having ties to employed persons were

related to reduced drug use (Williams & Latkin 2007). Although, social support did not

protect against having strong drug network influences, suggesting interventions need to

focus both on strengthening social support and disassociating from drug-using ties.

According to Teruya & Hser (2010), “Turning point,” a key concept in the life course

approach, emphasizes the long-term developmental patterns of continuity and change in

relation to transitions in social roles (e.g., parent, employee, drug offender) over the life

span, and may be particularly beneficial in the study of changes in drug use behaviors. This

approach takes into account multiple factors contributing toward abstinence, persistence, or

relapse. The life course approach often begins with a particular event, experience, or

awareness that results in changes in the direction of a pathway or trajectory over the long-

term. Similarly, awareness of life purpose, defined as the subjective reason for a person’s

existence derived from their beliefs and values used to produce and manage life goals

(Lyons, Deane & Kelly 2010), and commitment to abstinence are motivational constructs

that predict reductions in drug and alcohol use; Laudet, Savage & Mahmood (2002) have

proposed that these mechanisms underlie recovery. Spiritual/religious orientation and

change, forgiveness of self, and self-help participation also have been reported to be

important aspects of recovery and play a significant role in the restoration of health

(Robinson et al. 2011; Galanter et al. 2007). Accordingly, Laudet, Savage & Mahmood

(2002) describe the complex nature of these motivational constructs of recovery as the

product of relationships among internal and external circumstances. As improvements begin

to occur in key areas of functioning, the individual may come to see that abstinence has

benefits, and abstinence is required for these benefits to endure and accrue.

Related to methamphetamine (MA), a study involving Filipino American MA users suggests

individuals become involved in social networks that facilitate their use, and recovery occurs

when users change their social networks and stop using drugs as a means of coping with

social class disadvantages. The realization that their networks have enabled and reinforced

their drug usage serves as a major turning point in helping them ‘‘break free’’ from the

social ties that foster continued use (Laus 2012). Other factors, including users’ perceptions

of the functionality of MA may also provide an important key to understanding reasons for

its use (Lende et al. 2007). In a study of 48 MA users in Thailand, all were introduced to

MA by people close to them and reported trying it for reasons including curiosity, a way to

lose weight, to enhance work, and to “forget life’s problems” (Sherman et al. 2008).
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Motivations for using MA among HIV positive men who have sex with men centered

around sexual enhancement and self-medication of negative affect associated with being

HIV positive, including social rejection, negative self-perceptions and fear of dying

(Semple, Patterson & Grant 2002). Among suburban adults who used MA, a qualitative

study indicates use is often initiated and continued for functional purposes, and continued

dysfunctional use was related to coping with the stress of loss of work, broken relationships,

and other stressors of a suburban lifestyle. The pressure of keeping the family and home up

to the standard expected in suburban neighborhoods appeared to be particularly stressful for

young people who were just starting families in a difficult economic environment (Boeri,

Harbry & Gibson, 2009).

To better understand MA use patterns and the process of recovery, this study explored

factors that may facilitate or impede abstinence, from the perspectives of adults with long

histories of primary MA use. These factors may vary between populations treated and

untreated for substance abuse; consequently, the study examines MA users who had and had

not received formal substance abuse treatment at the time of study enrollment. The

qualitative interviews included questions on both facilitators of, and barriers to abstinence.

However, respondents were encouraged to spontaneously focus their discussions on related

issues and concerns that were most salient to them. As a result, much of the data from these

interviews center around facilitators, as respondents discussed these topics in greater detail,

describing diverse experiences and motivations to explain why and how they were able to

initiate and maintain abstinence.

Methods

Participants

Qualitative interviews were conducted with a subset (n=20) of individuals who participated

in a long-term follow up study of MA use; these 20 participants had at least six months of

consecutive abstinence from MA use at some point between their baseline and eight-year

follow-up interview. In earlier phases of the study, two samples of adult MA users were

recruited: (1) a sample who received treatment for MA abuse (n=351), and (2) a sample who

had not participated in formal substance abuse treatment (n=298). The treated sample was

recruited from a stratified random sample of 1995–1997 treatment admission records in Los

Angeles County and first interviewed in 1999–2001. Description of the treated sample and

study procedures can be found in Brecht et al. (2004). In 2001–04, follow-up interviews

were conducted with the treated sample, and the not treated sample was recruited and

interviewed. The not-treated sample was recruited using community approaches including

an acquaintance sampling approach, key informants, and extensive outreach in a range of

Los Angeles county community venues to achieve socio-demographic and MA use behavior

diversity.

In 2009–12, eight-year follow-up interviews were conducted with the treated and not treated

samples. Natural History Interviews (McGlothlin, Anglin & Wilson 1977; Murphy et al.

2010) were conducted at baseline and follow-up, assessing a comprehensive array of

sociodemographic, criminal, and physical and mental health characteristics; in addition,

detailed life-course data on substance use and treatment were collected using a timeline
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follow-back approach with recall anchored by subjects’ critical life events. A total of 460 of

the 649 respondents who completed the baseline interview also completed the eight-year

follow up interview. Overall 87% of participants were located, and 76% of surviving

participants completed the eight-year follow up.

In order to identify a diverse range of participant experiences for this qualitative analysis in

the present study, a targeted sampling strategy was used to select a subset of respondents

from those who completed the eight-year follow-up interview. The sample examined in this

analysis (n=20) was 65% male; 35% African American, 35% White, 25% Hispanic and 5%

multi-ethnic; the average age was 46.2 (SD=9.5); 45% received treatment and 55% had not

received treatment prior to initial study recruitment. On average, participants had 12.2

(SD=8.7) cumulative lifetime years of MA use (i.e., years of use were not necessarily

uninterrupted). At the eight year follow-up interview, they had an average of 7.0 (SD=6.7)

years of uninterrupted MA abstinence; 35% (n=7) had 0 to 2 years of abstinence (shorter-

term abstinence), and 65% (n=13) had four or more years of abstinence (long-term

abstinence); 3 participants had used MA in the past month, 2 had used in the past year and

the remaining 15 had been continuously abstinent for more than one year. In order to select

respondents able to discuss facilitators of MA abstinence, selection criteria included at least

six months of continuous MA abstinence at any time between their baseline and eight-year

follow up interviews.

Data collection

Face-to-face individual qualitative interviews were conducted at or after the eight-year

follow up interview in July 2012 through November of 2012. Respondents provided detailed

information on why and how they changed from MA use to abstinence and factors that

facilitated abstinence and factors that they considered to be barriers to abstinence. Interviews

lasted approximately 30 minutes and were digitally recorded and professionally transcribed.

Interview questions were open-ended, for example, “What made you realize you wanted to

stop using MA?” and “What made it hard to stop?” Respondents were first asked to describe

what was going on in their lives around the time they stopped using MA. In an effort to

encourage respondents to spontaneously discuss topics that were most salient to them, the

interviewer maintained the focus of the interview on the barriers and facilitators mentioned

by the respondent. Interviewers used follow-up questions and probes to explore the topics

that emerged during the course of the interviews. Respondents were paid $40 for their

participation, and most were interviewed by the same trained interviewer who conducted

their eight-year follow-up interview. The Institutional Review Board at the University of

California, Los Angeles approved study procedures.

Analysis

Two researchers listened to each interview recording multiple times, took notes, and read

and re-read the transcripts to identify major themes, commonalities, and differences that

emerged directly from the data. Line-by-line reviews of the transcripts and notes were

conducted to identify first-level codes for descriptors of important themes pertaining to

facilitators of, and barriers to MA abstinence. Data corresponding to each first-level code

were reviewed, and sub-codes were established to divide the first-level codes into more

Herbeck et al. Page 4

J Psychoactive Drugs. Author manuscript; available in PMC 2015 July 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



specific categories. The results correspond to the emergent categories. Interviewers asked

follow-up questions during the interviews when any inconsistencies or confusion arose in

respondents’ narratives until issues were clarified. During the coding process, discrepancies

in coding categories were discussed by the researchers until agreement was achieved.

To assess prevalence of identical or comparable responses, percentages of respondents

mentioning each theme are presented in the findings. To examine whether treatment status

may be related to abstinence facilitators and barriers, codes are presented overall and for

those who did and did not receive treatment prior to study recruitment. This approach

allowed the key themes to emerge directly from the respondents’ experiences and shows the

prevalence and variability of themes across respondents and across treatment status. The

average number of facilitators and barriers per respondent was calculated for the sample

overall and by treatment status. Direct quotations drawn from the transcripts explicate each

theme.

Results

Overall, a range of experiences with MA was reported, from mild/moderate problems to

intensely destructive, including loss of important relationships and profound changes to who

respondents felt they were at their core, e.g., “I didn’t realize how dark and mean I was… I

was like a different person” (African American man, age 48, treatment). Serious problems

occurring shortly before initiating abstinence from MA use were commonly reported (e.g.,

homelessness, criminal involvement, intolerable anxiety, paranoia, hallucinations). On the

other hand, some respondents also described memories of the fun, camaraderie and good

times they had while using MA. For example, a respondent reported, “… there’s a euphoria

that comes with it, and a very devil-may-care attitude about it. Sometimes I have missed the

carefreeness of it… I’m not gonna lie… you hear me say, ‘Oh, that was misery,’ but there

was a lot of pleasure in it too” (Mexican-American man, age 55, treatment).

Facilitators of MA Abstinence

Figure 1 maps coded responses of facilitators of abstinence to four major themes and several

sub-themes, and identifies which themes and sub-themes were primarily reported as

facilitators of abstinence initiation only, and which were facilitators of both abstinence

initiation and maintenance.

External factors—Many participants reported initial abstinence was facilitated by

multiple external forces (e.g., frequent drug testing, threat of loss of children, prison,

relocation). Several of these themes were reported by half or more of the sample, including

pressure/concerns from family members, and treatment participation (see Table 1 for

description and examples of themes, and Table 2 for counts and percentages of themes

reported). Three of the 11 respondents who never received treatment prior to study

recruitment had entered treatment since their baseline interview and reported that it helped

to facilitate their MA abstinence. Thus, half of the total sample (n=10) reported treatment

facilitated abstinence. Two respondents in the treatment sample did not report treatment

facilitated their abstinence. Concerns and pressure from family members was the most

commonly reported theme among respondents with short-term abstinence (71%, n=5).
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Similarly, 57% (n=4) of those with short-term abstinence reported external pressures (e.g.,

prison) prompted their abstinence: “My last prison run was just the end of it. I couldn’t take

it anymore… there was some life-threatening things that happened during my last term in

prison. I just couldn’t do it anymore (White man, age 48, Treatment).

Internal factors—Sustained abstinence was more often attributed to internal factors, such

as a shift in thinking and greater awareness of the personal and interpersonal consequences

of their drug use; e.g., an African American woman age 42 who attended treatment and with

sustained abstinence indicated that her shift in thinking allowed her to accept help from

others and to listen to her children express how her drug use affected them; she reported,

“it’s a work in progress… getting my children’s trust back.”

Time—Likewise, time and building momentum (i.e., abstinence is facilitated by

incremental successes over time) were important themes facilitating initiation and

maintenance of MA abstinence; 85% (n=11) of those with 4 or more years of abstinence

indicated this factor facilitated abstinence, e.g., a respondent described how his lifestyle has

completely changed with long-term MA abstinence, “I go to the gym every day now, except

the weekends. Since I moved back up here, we’ve been raising chickens, the garden, the

crops… It’s a lot of work… but a lot less stressful (White man, age 31, No treatment).

Effects of MA—Almost half the sample overall (45%, n=9) reported mental health

concerns prompted their MA abstinence; 62% (n=8) of those with long-term abstinence

reported this was a facilitator (as did only one with short-term abstinence), e.g., a Mexican

American woman (age 42, Treatment) reported, “I was probably losing my mind. I was

mentally just deteriorating from the MA… major hallucinations, very, very depressed.”

Differences by treatment status—The treatment group (i.e., those who received

treatment prior to recruitment) reported an average of 9.1 factors that facilitated their MA

abstinence, whereas the no treatment (prior to study recruitment) group reported 6.6

facilitators. More respondents in the treatment group than the no treatment group reported

facilitators including self help, having learned new ways of coping, building momentum and

feelings of shame/guilt if relapsed. Conversely, more respondents in the no treatment group

than the treatment group mentioned as facilitators that MA was never a serious problem and

MA was no longer pleasurable.

Barriers to Abstinence

Table 3 shows percentages of themes related to barriers to MA abstinence for the sample

overall and by treatment status at study enrollment. Barriers to abstinence showed

considerable variation among individuals in this sample overall, and barriers for some

appear to be facilitators for others.

Social context—Some respondents reported the same general barrier/facilitator, but very

different experiences, for example regarding living in a sober living home: “I was in some

ridiculous sober living home that was horrible because they just took our GR money, and

they didn’t mind if you got high” (African American man, age 41, No treatment). Another
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respondent described his experience in sober living, “…there wasn’t substance use allowed

at all… and I took a ten-week course in property management, got my accreditation with

that, and for the past eight-and-a-half years, I’ve been basically managing apartments, and

got my life back on track” (White man, age 44, No treatment). While one respondent felt

that attending self-help meetings was discouraging and “made me want to use,” another

respondent reported self-help participation was critical to his recovery.

The impact of respondents’ drug-using social networks on ability to remain abstinent was

mentioned by respondents in both the treatment and no treatment group. A woman in the

treatment group described the difficulty of letting go of that network: “When you’re doing

drugs, you have a group of people that you get loaded with, you associate with, you buy

from, you hang around… You have a certain type of camaraderie with people that do the

same thing you do. That’s just like a person that, say you’re on the running team, and you

run because you like that rush you get from running. All of a sudden, you’re injured and you

can’t run with this group of people anymore. You miss that camaraderie of you guys

meeting up on a Saturday morning, running through the beach, and all of a sudden, you

don’t have that anymore.”

Physical and psychological effects of MA—The most commonly reported themes

related to barriers to MA abstinence were desire to use for fun, to self-medicate/cope with

stressors, and craving/addiction. Among those with long-term abstinence, 69% reported

barriers to abstinence were desire to use for fun (n=9) and craving/addiction (n=9). Among

those with short-term abstinence, the most commonly reported barriers were desire to use

for fun (57%, n=4) and to self-medicate/cope with stress (57%, n=4).

Shift in thinking about self and/or MA use—Likewise, respondents indicated that

self-doubt and “putting myself down” perpetuated their use; however, another respondent

reported that her use of MA was causing her to lose self-confidence and this realization

prompted her to stop using MA.

Differences by treatment status—On average each respondent regardless of treatment

status reported about 4 barriers. Nearly all (82%, n=9) of the no treatment group reported

that a desire to use for fun was a barrier to abstinence, compared to less than half (44%, n=4)

of the treatment group. In contrast, most of the treatment group (78%, n=7) reported craving/

addiction was a barrier, compared to 36% (n=4) of the no treatment group. Other factors

mentioned to a greater extent by the no treatment group were reality testing (e.g., “to see

what would happen;” “to test the waters again”), for energy, and living in an environment

with other drug users.

Discussion

Overall, our study findings are consistent with a study of alcohol and heroin users,

indicating recovery experiences vary widely and are associated with supportive peer groups

and more engagement in meaningful activities (Best et al. 2012). Similar to a study of

alcohol dependence (Klingemann 2012), a wide range of recovery maintenance strategies

was identified, and as reported by Mitchell et al. (2011), many respondents described their
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experience with abstinence and recovery as an accumulation of positive changes (i.e.,

“building momentum” and achieving incremental successes over time). Similar proportions

of the treatment and no treatment samples endorsed specific themes as important facilitators

of abstinence, including supportive social networks, productive use of time, physical and

mental health concerns and external pressures. For both groups, initial abstinence was often

facilitated by multiple external forces (e.g., drug testing, child custody issues, prison,

relocation), but sustained abstinence was more frequently attributed to shifts in thinking and

salient realizations about using.

Several interesting distinctions emerged between the respondents who received treatment

and those who did not; for example more of the treated sample reported learning new ways

of coping and building momentum as facilitators. In contrast, more respondents in the no

treatment group mentioned as facilitators that MA was never a serious problem and MA was

no longer pleasurable. These differences suggest some MA users who do not access

treatment may use and abstain from MA for reasons they perceive to be less problematic

than reasons reported by many of those who received treatment.

Regarding barriers to abstinence, there appeared to be similarities and differences between

the treatment and no treatment groups. While each group reported approximately four

specific barriers on average, the no treatment group reported a higher rate of using for fun,

whereas the treatment group reported a higher rate of using due to craving/addiction. This

may reflect a difference in actual or perceived severity of MA use between the two groups,

with a greater proportion of the treatment group expressing what may be a more serious

clinical problem (“craving/addiction” versus “having fun”). Regarding similarities,

participants in both groups expressed involvement in a drug-using social network as a

significant barrier to abstinence, and respondents poignantly described the difficulty of

letting go of this network. Similarly, in a study of suburban adults, MA use was often

predicated on camaraderie or identity-formation with drug-using groups composed of peers,

family members or coworkers, and for the majority of MA users, the entire drug trajectory is

intertwined with, and impacted by, sociality (Boshears, Boeri & Harbry 2011).

The importance of the use of peer support, self-help and sober social networks was also

clearly emphasized as facilitating abstinence, predominantly by the treatment group. This

resource may be of particular importance due to its association with greater self-

determination and community affiliation, as indicated in a study by Boisvert et al. (2008).

The study reports homeless drug users who participated in a peer-supported community

program expressed these attributes, reaching out and supporting each other, and taking

proactive steps to direct and influence their own recovery process. Similarly, participants in

our study expressed how supporting others was an important component of their own

recovery. Moreover, achieving recovery from MA appears to be, in many ways, a unique

and personal experience for these individuals, many of whom expressed self-determination

in lining up the resources they needed to maintain abstinence and continue the positive

changes they had initiated.

Research has documented cases of individuals who have recovered from a variety of drug

problems without treatment, e.g., ‘maturing out’ from drug use with the assumption of new
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life roles (Cunningham 2000). Although the majority of the no treatment sample remained

without treatment during the eight-year follow up period, a subset of these individuals

reported similar barriers to MA abstinence and utilized many of the same resources as the

treatment sample to initiate and maintain their abstinence. Individuals who did not access

treatment continued to rely on other important social, internal and external resources to

facilitate their abstinence. Results reflecting our no treatment sample are consistent with a

study of rural MA users who reported quitting or reducing their MA use due to health, legal,

and/or family issues, and used strategies including willpower, self-isolation and staying

busy; only 3 of 24 respondents quit or reduced their use as a result of utilizing drug

treatment programs (Sexton et al. 2008).

Results of this study should be interpreted within several constraints. Data are self-reported

and retrospective, and thus may be affected by respondents’ ability to remember and

accurately report information. However, as a component of the parent study, respondents

had recently completed the Natural History Interview, a type of timeline follow-back

approach with recall anchored by subjects’ critical life events (Murphy et al. 2010);

interviewers utilized this timeline to facilitate recall during the qualitative interview. The

study sample was primarily drawn from Los Angeles County, California. Therefore,

findings may not apply to MA users in other geographical locations. The open-ended format

of the study may have resulted in greater contributions to the dataset from respondents who

were more expressive and motivated to discuss their thoughts and experiences.

Despite these limitations, this study provides further understanding of why people continue

and discontinue MA use, from the perspectives of those who lived the experience, building

on previous research (Klingemann 2012; Boeri, Harbry & Gibson 2009; Sexton et al. 2008).

Unlike previous studies, our findings examine the experiences of people with long histories

of MA use, showing similarities and differences of those who have and have not received

treatment. A significant proportion of individuals in our sample shared experiences that

suggested they were chronically and seriously impaired due to their MA addiction, while

others seemed to be able to control or discontinue their use prior to experiencing substantial

impairments. These insights may be helpful to researchers, treatment providers and MA

users to better understand the array of factors that facilitate and impede abstinence, and the

long-term resources needed to promote and sustain recovery. Findings indicate

individualized interventions and multiple, simultaneous approaches and resources are

needed in reaching stable abstinence. Understanding long-term users’ experiences with MA

addiction, relapse, and abstinence can inform strategies for engaging and sustaining MA

users in treatment and recovery. Future work should longitudinally examine facilitators and

barriers to abstinence from MA and other substances, in an effort to develop interventions

early in the course of substance use careers.
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Figure 1.
Interrelated themes identified as facilitators of initiating and maintaining MA abstinence
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Table 1

Themes and example quotes of facilitators of methamphetamine (MA) abstinence

1 External factors:

Social context, establishing and preserving important relationships, avoiding drug using social network

Concerns about their children

My kids said they couldn’t tolerate it… they said, “Mom, you’re gonna end up on the street. You’re just looking like an old
bag-lady.” … so I knew I needed to change. It wasn’t easy. (No treatment, woman, age 54, White).

Concerns/pressure from other family members and/or partner

I can honestly say now, at this point, it [parents’ “tough love” with regards to his MA use] was probably one of the best
things that they ever did, because it really helped to open my eyes on how precious life is and how being responsible and
independent and taking care of yourself - it’s really like an ego-booster. It kind of helps with your self-confidence and it keeps
you going… it makes you an independent, great adult (No treatment, man, age 44, White).

Self-help, AA, NA participation

I strategically placed myself in situations where other people were doing the same thing… like going to meetings… got a
sponsor (Treatment, woman, age 42, African American).

Non-drug-using social network (other than self-help)

Well, I knew Fred from 1983… and he always supported me. I mean, he says, “Oh… you shouldn’t do that. That’s not good
for you.” I’m like, “Oh, I know, I know, but you still like me, right?” He goes, “Of course I do.” One thing about Fred, he
was a straight man who was religious, but at the same time, he knew what I was into… and he accepted me for who I was…
he was a rare bird (No treatment, man, age 52, Multi-ethnic).

Other external factors that motivate abstinence

Treatment

I had been in some sort of a program where they arrest you, but they send you to rehab… and I never ended up doing that
before. So I figured you’re gonna have to probably just do the stupid program for six months or whatever, and just do it and
get through it. So, at that point, I mean, I had this kind of epiphany… It’s that moment where you just realize, “I can’t do this
by myself…” I was taken directly to my rehab, and it was the best thing that ever happened to me. (No treatment, man, age 44,
African American).

Church, spiritual connection, forgiveness, prayer

Finally, for whatever reason… I started going to church. I had been going to meetings, and once I implemented the meetings
and the church, for me, that was the key that had been missing before. That helped me with consistent sobriety … other than
that, I kept relapsing, relapsing, relapsing… (Treatment, woman, age 42, Latina).

External pressures (mandatory drug tests, jail, threat of jail)

Finally I made the decision to stop, that’s because my kids were taken from me… I wasn’t going to be able to get them back if
I was unable to test clean… I failed a couple tests. Then finally…they told me they were gonna give my kids up for adoption…
I just stopped. I can’t explain it. It just—it seemed like I didn’t have time to think about the drugs because I was too busy
trying to think about how am I gonna get them back (No treatment, woman, age 29, Latina).

Relocation out of drug-using environment

[When asked what helped you stop using MA] Getting away from everybody because everyone… that I hung out with at the
time, everyone did it. Everyone either smoked crack, or they smoked meth, or they shot heroin, and I decided to leave the
whole area… we ended up moving down to Texas, and down there, well, it turns out, it was around there everywhere too, but I
didn’t know anybody… I didn’t want to get to know anybody just in case I go to their house one night, and they pull out a pipe
(No treatment, man, age 31, White).

2 Internal factors: Intrinsic acknowledgement of a need for change; shift in thinking, knowledge, awareness:

Shift in thinking

About drug use

I know it [MA] didn’t help any, I mean intellectually, I knew that. When I stopped for a little bit and I noticed how… even if
you aren’t really happy… you still feel at least a little more level (No treatment, man, age 46, White).

About priorities and/or important aspects of self

I told myself, I said, “I can do better… I’m pretty smart… this is not the way I want to live.” (No treatment, woman, age 55,
African American).

Profound change in perception of self
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I was angry all the time. I had a chip on my shoulder… being on it [MA] for so long, I didn’t realize how angry, and how
ugly, and dark, and mean that I was. I’m just so glad I’m not that person anymore (Treatment, man, age 48, African
American).

Social and emotional awareness

Learned new ways of coping with emotions/problems

To not be able to shut it off when I want to, sometimes I miss that… The death of my mom was very hard, but what I did right
way was started making phone calls. Family members, my support team… and said, “Okay, this one, this one, I need support
with, because I don’t know what’s gonna happen… I knew there was gonna be alcohol around, and I just asked people to keep
me accountable (Treatment, woman, age 42, Latina).

Awareness of consequences of drug use and how it affects his/her life

I didn’t like the life I had. I mean, I like my life now. I like the life that I’m building… I’m respected, which I don’t know that I
was before. People look at you, like your family members, they don’t trust you…They don’t know you. And all that, coming
back slowly but surely as you replace all that other stuff with what people do remember they like about you or they can trust
you or they do love you or whatever, it’s great… you just make choices (No treatment, man age 41, African American).

Feelings of shame/guilt: negative feelings about self or behavior if resumed MA use

The toll [my MA use] was taking on my family was just—it had been the end for them. They weren’t gonna help me anymore…
[When asked about things he does to stay clean] I visit with my family quite often. Just being with them makes me feel good. It
reminds me also how hurt they would be if I were to backslide and start using again. So talking with them (Treatment, man,
age 48, White).

3 Time: extending length of time abstinent, and productive use of time

Building momentum over time

I’ve obtained a lot of time… every day that gets put behind me makes it easier to get another day ahead of me. I’ve got almost
seven years clean. That’s the most I’ve had in my entire life (Treatment, man, age 48, White).

Productive use of time overall

I remember [my mom] telling me, “I hope that when it’s my time, you won’t think of doing, you know [using MA].” … That
stayed in the back of my mind. I said, you know what, I can’t check out… Now I’m always working at the house… re-
landscaping, doing a lot of stuff. I draw and I paint, so I redesigned our whole house… so those are good affirmations when
we walk in, and we’re like, “This is your mom’s house!?” (Treatment, man, age 55, Latino).

Specifically helping others with abstinence

I would go to rehabs, and pick up guys, and take them to meetings or to their families. Assist them. Then, that would give me a
better view of what it’s like when you first stop. Yeah, it gave me a full picture of how f’ed up I was (Treatment, man, age 49,
African American).

4 Physical and psychological effects of MA

Physical health concerns

I wasn’t eating. I wouldn’t eat for two or three days, almost a week… and then when I ate, I felt like I only can eat a little bit.
My stomach wouldn’t take no food. The doctor said I was real close to having major problems (No treatment, man, age 47,
African American).

Mental health concerns

I felt good not doing it [MA]. I felt really good, but when I did it, I was depressed. I didn’t go to sleep. I didn’t eat… I was
angry. Very angry. I would try to blame it on someone else because of the way I felt. It was me doing it. I feel much better, I
mean, I feel like I’m useful again (No treatment, woman, age 55, African American).

MA use was never serious problem/never felt addicted

It wasn’t like friends of mine that do it, and people that do it every day until their teeth are falling out. It never got in the way
of work, although… at one point I was feeling too anxious and weird, and I told my boss that I had partied over the weekend.
He goes, “Yeah, go home, relax.” … (No treatment, man, age 52, Multi-ethnic).

MA was no longer pleasurable/was unpleasant

It wasn’t the same effect anymore… it would be a really weird effect, paranoia… it wasn’t the same feeling as when it first
was… —once I would try to stop and do it again, it was kind of like, “Ew, I don’t really like this anymore.” It was like
something that I just didn’t want to continue doing (No treatment, woman, age 30, Latina).

Physical effects of coming down from MA not worth it

Just to think of the consequences and how I would feel in the mornings, and I’m like, “I can’t do this.” I just was miserable,
so I stopped it… A lot of times whenever I would stop using… I would have times I’d get really bad dreams. I’d feel like a
presence that would come, something evil, something bad would come. A lot of times, as soon as I’d start using again, it
wouldn’t bother me (Treatment, man, age 55 Latino).

J Psychoactive Drugs. Author manuscript; available in PMC 2015 July 01.



N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

Herbeck et al. Page 15

Table 2

Facilitators of methamphetamine (MA) abstinence by treatment status*

Facilitator, n (%)
No treatment

(N=11)
Treatment

(N=9)
Total

(N=20)

External factors:

Social context:

  Concerns about their children 4 (36%) 3 (33%) 7 (35%)

  Concerns/pressure from other family members and/or partner 7 (64%) 6 (67%) 13 (65%)

  Self-help, AA, NA participation 1 (9%) 6 (67%) 7 (35%)

  Non-drug-using social network (other than self-help) 3 (27%) 5 (56%) 8 (40%)

Other external facilitators:

  Treatment 3 (27%) 7 (78%) 10 (50%)

  Church, spiritual connection, forgiveness, prayer 4 (36%) 4 (44%) 8 (40%)

  External pressures (mandatory drug tests, jail, threat of jail) 5 (45%) 6 (67%) 11 (55%)

  Relocation out of drug-using environment 3 (27%) 1 (11%) 4 (20%)

Internal factors:

Shift in thinking:

  About drug use 2 (18%) 0 (0%) 2 (10%)

  About priorities and/or important aspects of self 3 (27%) 4 (44%) 7 (35%)

  Profound change in perception of self 2 (18%) 3 (33%) 5 (25%)

Social and emotional awareness:

  Learned new ways of coping with emotions/problems 1 (9%) 6 (67%) 7 (35%)

  Awareness of consequences of drug use 4 (36%) 3 (33%) 7 (35%)

  Feelings of shame/guilt if resumed drug use 0 (0%) 3 (33%) 3 (15%)

Time

Building momentum over time 2 (18%) 6 (67%) 8 (40%)

Productive use of time overall 8 (73%) 7 (78%) 15 (75%)

  Specifically helping others with abstinence 2 (18%) 3 (33%) 5 (25%)

Physical and psychological effects of MA

Physical health concerns 4 (36%) 4 (44%) 8 (40%)

Mental health concerns 5 (45%) 4 (44%) 9 (45%)

MA use was never serious problem/never felt addicted 4 (36%) 0 (0%) 4 (20%)

MA was no longer pleasurable/was unpleasant 3 (27%) 0 (0%) 3 (15%)

Physical effects of coming down from MA not worth it 3 (27%) 1 (11%) 4 (20%)

Average (SD) number of facilitators reported: 6.6 (1.9) 9.1 (2.3) 7.8 (3.3)

*
The sample was regular MA users with 6 or more months of MA abstinence; 45% received treatment for primary MA use and 55% never received

drug treatment at study intake.
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Table 3

Themes related to barriers to methamphetamine (MA) abstinence by treatment status

Barrier to abstinence, n (%)
No treatment

(N=11)
Treatment

(N=9)
Total

(N=20)

Social context:

  Friends or partner using 5 (45%) 3 (33%) 8 (40%)

  Partner/family “enabled” MA use (e.g., partner provided money, ignored drug use) 2 (18%) 3 (33%) 5 (25%)

  Resided in a drug-using environment 4 (36%) 1 (11%) 5 (25%)

Physical and psychological effects of MA

  “Self-medicated”/used MA to cope with feelings or stress 5 (45%) 6 (67%) 11 (55%)

  Wanted/needed energy (e.g., to work, clean house) 4 (36%) 1 (11%) 5 (25%)

  For fun (e.g., adventure, excitement, euphoria) 9 (82%) 4 (44%) 13 (65%)

  Craving/addiction 4 (36%) 7 (78%) 11 (55%)

  Coming down is so hard, so kept using 1 (9%) 1 (11%) 2 (10%)

Shift in thinking about self and/or MA use:

  Self-doubt, identity as a MA user (e.g., it’s what I know best) 2 (18%) 3 (33%) 5 (25%)

  Reality testing (e.g., this time it will be different) 3 (27%) 1 (11%) 4 (20%)

Other barriers:

  Alcohol use (loosens inhibitions) 2 (18%) 2 (22%) 4 (20%)

  Having money 1 (9%) 1 (11%) 2 (10%)

  Psychosocial problems prior to drug use 1 (9%) 0 (0%) 1 (5%)

  No longer involved with Dept of Family Services 1 (9%) 0 (0%) 1 (5%)

  Having more free time 1 (9%) 0 (0%) 1 (5%)

Average (SD) number of barriers reported: 4.1 (2.2) 3.7 (2.1) 3.9 (3.9)
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