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Abstract

Introduction—Rising rates of methamphetamine use among populations using opioids is an 

escalating public health concern. The purpose of this manuscript is to identify socioecologic 

factors driving increases in methamphetamine use among Appalachian Kentucky adults with a 

history of opioid use.

Methods—Semi-structured qualitative interviews were conducted among 20 Appalachian 

Kentuckians in the Social Network of Appalachian Peoples (SNAP) cohort who reported 

lifetime opioid use and past 30-day methamphetamine use. Interviews focused on initiation 

of methamphetamine use, factors that influence methamphetamine use at the individual, 

interpersonal, community and society levels.

Results—Participants reported using methamphetamine to self-treat underlying issues, including 

withdrawal from opioids, chronic pain, and emotional distress. Initiation of use was most often 

facilitated through their drug networks. Participants reported that methamphetamine was widely 

available and affordable in their community. Several participants with extensive histories of non-

medical prescription opioid (NMPO) use described transitioning to methamphetamine as their 

drug of choice as opioids became less available in their community. Participants also reported 
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economic distress and lack of recreational opportunities as drivers of increased methamphetamine 

use.

Discussion—Recent increases in methamphetamine use among those with a history of opioid 

use is facilitated by methamphetamine’s relative availability and affordability. Methamphetamine 

use was also highly influenced by societal factors such as economic deprivation and policies 

that decreased availability of NMPOs. Surging methamphetamine use exacerbates inequities in 

addiction care brought to light by the opioid epidemic. Interventions aimed at addressing the 

socioecological drivers of methamphetamine use among people who use opioids are warranted.
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1. Introduction

Methamphetamine use among people who use opioids is an escalating public health concern 

in the United States and has been coined as the “twin epidemics” (Cicero et al., 2020; 

Daniulaityte et al., 2020; Ellis et al., 2018; Strickland et al., 2019). Between July 2017 and 

June 2018, opioid overdose deaths co-occurring with methamphetamine use increased by 

almost 15% (Gladden et al., 2019). In addition, past-month methamphetamine use among 

patients with opioid use disorder (OUD) entering drug treatment programs across the U.S. 

increased from 18.8% in 2011 to 34.2% in 2017, with rates among rural residents as high as 

45.7% in 2017 (Ellis et al., 2018).

The current methamphetamine epidemic follows methamphetamine epidemics in the 1990s 

and early 2000s among localized but diverse populations across the country (Anglin et al., 

2000) including the rural Western U.S. among White and Native American communities 

(Freese et al., 2000); Hawaii (Freese et al., 2000; Goebert et al., 2008); the rural Midwest 

(Grant et al., 2007); Eastern metropolitan areas (Daniulaityte et al., 2007; Halkitis et al., 

2005); and the South (Sexton et al., 2006). In some regions specifically, methamphetamine 

use emerged as an epidemic among men who have sex with men (MSM) in the 1990s and 

is disproportionately used among MSM populations to enhance sexual function (Halkitis et 

al., 2001; Maxwell et al., 2019). By 2005, Newsweek magazine named methamphetamine 

“America’s Most Dangerous Drug” (Jefferson et al., 2005), though it was soon supplanted 

by the opioid crisis.

Then and now, methamphetamine poses serious public health concerns. Nationally, over 

22% of individuals who use methamphetamine inject, which puts them at risk for infection 

and overdose (Gladden et al., 2019; Havens et al., 2013; Jones, 2020; McCarthy et al., 

2020). Among MSM, chemsex with methamphetamine is associated with increased risk 

of acquiring HIV and other sexually transmitted infections (STIs) (Nerlander et al., 2018; 

Shoptaw and Reback, 2007). Methamphetamine use is also associated with neurotoxicity 

that may lead to significant neurocognitive decline (Scott et al., 2007). Further, many people 

who use methamphetamine do not receive treatment for substance use disorders (SUD). 

In a recent study of admissions for treatment of SUD, it was found that although more 

than half of those reporting past-year use of methamphetamine met diagnostic criteria for 
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methamphetamine use disorder (MUD), less than a third of those actually accessed treatment 

(Jones et al., 2020).

Interventions to address this expanding epidemic are urgently needed. Any such intervention 

requires integration of social and cultural factors driving methamphetamine initiation 

and continued use. Past qualitative research focusing on methamphetamine use reflects 

experiences with methamphetamine use prior to the opioid epidemic (Daniulaityte et al., 

2007; Sexton et al., 2006). It is not well understood how drivers of methamphetamine use 

in the wake of the opioid epidemic differ from drivers of past methamphetamine epidemics, 

specifically in a region severely impacted by the opioid crisis like rural Appalachian 

Kentucky. Rural Appalachian Kentucky was an early center of the opioid epidemic (Havens 

et al., 2007), and it continues to suffer from stark disparities in OUD-associated morbidity 

and mortality (Brown et al., 2018; Meit et al., 2019). While non-medical prescription opioid 

(NMPO) use remains high in Appalachia (Havens et al., 2020), methamphetamine use is 

also increasing: in a cohort of rural Appalachian people who use NMPOs followed since 

2008, almost 40% of the participants reported use of methamphetamine in the past 6 months 

in the most recent follow-up visit, corresponding to a 700% increase in odds of recent 

methamphetamine use between 2008 and 2020 (Havens et al., 2020).

This study aims to shed light on the increasing prevalence of methamphetamine use via 

analysis of qualitative interviews among people who use methamphetamine and opioids 

in Appalachian Kentucky. Specifically, a detailed examination of participants’ initiation 

or continuation of methamphetamine use using a socioecological framework with four 

levels of influence to explore individual, interpersonal, community and societal drivers of 

methamphetamine use was undertaken (Jalali et al., 2020; Keyes et al., 2014).

2. Methods

2.1 Data Collection

All study participants were members of the Social Networks Among Appalachian People 

(SNAP) cohort, which is described in detail elsewhere (Havens et al., 2013). Briefly, SNAP 

consists of rural residents of Appalachian Kentucky counties who are 18 years or older 

self-reporting past 30-day use of NMPO, methamphetamine, cocaine, or heroin for the 

purposes of getting high at the time of enrollment. Participants for this qualitative study were 

recruited both from the original cohort of 503 participants in 2008, and the newly recruited 

cohort of participants initiated in 2018. Eligible participants for this qualitative analysis 

reported lifetime use of NMPOs and past 30-day use of methamphetamine. Using data 

from participants’ most recent quantitative interview, full-time field office staff identified 

participants reporting recent methamphetamine use and provided a list to the lead author 

with the age and gender of participants. Participants were purposely sampled to include a 

wide range of ages and an equal gender distribution. A total of 20 participants were recruited 

and interviewed. Written informed consent was obtained from each participant, including 

permission to record and transcribe the interview and to publish findings using deidentified 

data. The study was approved by the Institutional Review Board at the University of 

Kentucky and participants were compensated with $50 for their time.
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To provide consistency, all interviews were conducted by one individual (ERH). All 

interviews were conducted in-person in a private room at the storefront field office located in 

the center of the largest town in the county of study. The interviewer used a semi-structured 

interview guide to elicit candid answers to open-ended questions. Example questions 

focused on the experiences study participants had with methamphetamine use, including: 

1) Why did you start using methamphetamine, 2) How does your use of methamphetamine 

affect your use of other drugs, and 3) How has methamphetamine changed recently in this 

community. At 20 individuals, the study reached thematic saturation.

2.2 Data Analysis

Interviews were recorded and transcribed verbatim using a transcription service. Identifying 

information was removed from interviews and stored on password-protected computers. 

Two researchers (ERH, MM) used MAXQDA and Microsoft Excel to analyze transcribed 

interviews. The researchers applied an a priori codebook and developed emergent codes 

through an iterative process. Team members reviewed and revised coding constantly and 

sought inter-reader reliability for all coding.

Initially, readers identified segments of text where participants discussed their reasons 

for methamphetamine use and their observations about methamphetamine use in their 

community. Next, these segments of text were sub-coded with specific, emergent codes 

describing themes identified through interviews. We grouped these specific codes in our 

socioecological model of analysis with four levels of influence to explore individual, 

interpersonal, community and societal influences (Jalali et al., 2020; Keyes et al., 2014).

3. Results

Of the 20 interviews completed, the median time for completion was 44 minutes 

(interquartile range [IQR]: 31–61 minutes). The median age of participants was 31 years, 

with a range of 19 to 52 years of age. Nine of the twenty participants were female. 

Nineteen identified as White while one identified as Black (Table 1). All participants 

endorsed a lifetime history of NMPO use and past 30-day methamphetamine use. Three-

quarters of participants reported injecting drugs, including methamphetamine. Participants 

are individually described briefly in Table 2.

Drivers of methamphetamine use follow below and are grouped by socioecological level 

(Figure 1) and encompass the individual, interpersonal/network, community and societal 

levels.

3.1 Individual Factors

Participants found the high of methamphetamine attractive for the increased energy, 

perception of focus, and confidence. Two male participants independently offered that 

methamphetamine enhanced their sexual encounters, but this theme was not heard 

throughout other interviews. Participants often described the focus and energy from 

methamphetamine desirable compared to the drowsiness caused by buprenorphine and other 

opioids. One nineteen-year-old man (Table 2, P1) commented:
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“[Methamphetamine] gave me confidence [and] courage to do the things I wouldn’t 

normally do and give me the energy to do things I normally didn’t wanna do.”

Participants described using methamphetamine to treat mental health concerns including 

attention difficulties and mood disorders, and as a coping mechanism for emotional trauma. 

Trauma was often coupled with anxieties about housing security and economic strain, a 

lack of confidence in the ability to reach gainful employment, and a sense of boredom and 

perceived lack of healthy recreation options. Participants who described methamphetamine 

as a treatment for mental health concerns reported poor access to psychiatric care or 

mentioned that the medications offered by health care providers (e.g. quetiapine) did not 

work as effectively as methamphetamine. One 28-year-old man (P10) described:

“It was, you know, the best – to me, the best thing ever. All this energy. I didn’t 

have to sleep because I have nightmares. I got PTSD from my childhood, and 

when I sleep, I have nightmares. So, meth kept me awake, and I didn’t have them 

nightmares, and I was better. I thought I was better. I was numbing my pain. I still 

know that I’m numbing my pain, but…I didn’t think a lot about my childhood.”

A few participants also reported methamphetamine as a way in which to treat chronic 

pain. Specifically, it was stated that use of methamphetamine reduced pain and provided 

energy that allowed them to work manual labor jobs like landscaping and construction. One 

39-year-old male laborer with a history of chronic pain (P14) said:

“When we’ve got a big day at work, I’ll take me a couple hits that morning, work 

all day, daylight to dark or whatever we have to do to get done to make ends meet.”

Participants also described how methamphetamine use helped to suppress withdrawal 

symptoms and cravings for opioids. Several participants prescribed buprenorphine for OUD 

reported being removed from treatment after testing positive for methamphetamine, which 

led to opioid withdrawal and increased use of methamphetamine to “treat” the withdrawal. 

One 52-year-old woman (P19) shared:

“Meth will stop withdrawal; did you know that? For anything. It stops it for any 

kind of drugs – Xanax, Neurontin, [pain pills], Suboxone. So, a lot of people have 

used meth to get off Suboxone.”

Despite using methamphetamine to self-treat a variety of afflictions, many participants 

shared concerns that their methamphetamine was contaminated with products including 

synthetic opioids and wasp spray. Many participants shared stories of friends or family 

members who had overdoses or psychotic episodes they attributed to poor-quality 

methamphetamine, which increased the perception of danger around methamphetamine. One 

38-year old man (P13) shared:

“Sometimes [the meth] is fake bug spray, and sometimes it’s real. You never know 

what you’re getting….”

3.2 Interpersonal Factors

Participants’ initiation of methamphetamine use was often facilitated by members of 

their drug networks. Many participants indicated that they first tried meth passively or 
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accidentally with people within their drug networks. Several younger participants described 

trying methamphetamine without knowing what it was. One 19-year-old man (P1)described:

“I was 15 [when] I first tried meth… I seen one of my friends that I hadn’t seen in a 

while and she tells me that she had “ice cream”. I didn’t know what it was. And my 

person that I got weed off of was out, so I gave her $20 and she told me to Google 

what “ice cream” was. I was looking for weed, [but] as soon as I first took my first 

hit of meth I was like, “Oh my god” because I fell in love.”

Participants described being surrounded by people using methamphetamine. One 45-year-

old man (P16) stated:

“I live close to people that are dealing in drugs all the time…. That’s the biggest 

part of why I started using the most. It was just around me. All the time around me. 

Just daily. And then there was times, I broke down, and that I went crying … Just 

like, ‘I don’t know what to do. I can’t get away from it.’”

3.3 Community Factors

Participants uniformly described how methamphetamine is now the easiest illicit substance 

to acquire, allowing for the rapid increase in new onset in the region. One 21-year-old man 

(P4) described:

“[Methamphetamine] is the most easiest thing to get in Hazard right now. Like you 

could walk not even 100 feet and get some.”

Another 25-year old man (P8) stated how methamphetamine accessibility defined his 

community:

“Meth’s already took over. Meth is every corner, every street, every straight stretch 

you see, it’s every where you look, meth. You know, it ain’t hard to find out where 

it’s at either, you just gotta sit and watch people doing it.”

One 52-year-old woman (P19) shared:

“You don’t even hear about selling Lorcets or Percocets anymore… Only thing that 

people want now is meth, a nerve pill, Neurontin, or Suboxone. Opioids are gone 

except for people that actually take them for real pain.”

Participants consistently described how the ubiquity made methamphetamine affordable, 

especially compared to NMPOs, marijuana, and benzodiazepines. One 52-year-old woman 

(P20) indicated:

“It’s getting harder [to find prescription opioids] because they [community 

physicians] are cutting everybody off and they’re going up. [Drug dealers] are 

starting to charge more…. If there wasn’t no pain pills around, I might do a little bit 

more [methamphetamine] because I wouldn’t have my pain pills. But right now, the 

pain pills keep me from doing it.”
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3.4 Societal Factors

Participants observed that substance use patterns changed through time. Many 

participants described this transition occurring very quickly. One participant shared that 

methamphetamine “hit like a horse race—picked up, took off.” One 52-year old woman 

(P19) shared:

“But everybody I know does meth. Everybody I know that does drugs does meth. I 

never heard of meth until last year, about a year and a half ago. Never ever seen it. 

Ever even heard it spoken.”

Participants described how policies designed to combat the opioid epidemic such as 

decreased prescribing of opioids by healthcare providers impacted availability of NMPOs. 

Older participants in particular often described methamphetamine initiation only after their 

sources of NMPOs “dried up.” When one 48-year old woman (P18) shared:

“When we couldn’t find pain pills, we’d run into people who have meth, we’ve 

done meth. The doctors has cracked down writing [prescriptions for pain pills]….. 

[Initiation of methamphetamine occurred] Probably around last year, I guess…. 

Just, like getting pain pills – I know they, the doctors won’t hardly write them 

around here anymore. They didn’t write me none. I do have a bad back, but they 

didn’t write me any. They wanted me to do therapy…. I have [gone to physical 

therapy] before, it don’t help. I mean, not having the pills there, I think if there had 

been more pain pills, I don’t think I would have started doing meth, I don’t think.”

Some participants also linked rising rates of methamphetamine use to poor economic 

conditions. A shift from higher paying jobs, such as those in the mining industry, to 

minimum wage employment was frequently noted, especially among older participants. One 

former coal industry worker (P14) shared:

“I think mainly people are just trying to figure out a way to forget about their 

problems. Once they shut coal down, everybody around here… it went from 

being a happy-go-lucky town to a ghost town… pretty much as soon as the 

coal shut down, [the miners] went from making good money to making about 

minimum wage. I don’t know how many of them I knew lost their vehicles, file for 

bankruptcy, … I’d say about 50–60 percent of the ones I knew at work in the mines 

have done meth or are still on meth because I guess they just didn’t see no other 

way out.”

Another 38-year old man (P13) shared feeling fatalistic about the prevalence of 

methamphetamine while expressing concern for poor methamphetamine quality:

“I don’t know what’d help Hazard. I believe it’s too far gone. My honest opinion. 

I believe it is too far gone. Because he ain’t gonna get all of it out of here….The 

police officer telling us one time, like if the arrest two dudes, there’d be two more 

step up right behind them and start selling drugs again. Yeah, it’s this endless 

process…. And that is the truth, I mean, it’s everywhere you go. There be nine 

houses, there’d be seven of them selling meth.”
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4. Discussion

Our findings suggest the observed surge in methamphetamine use is driven by a variety 

of factors at the individual, interpersonal, community and societal levels. At the individual 

level, many of our participants reported that methamphetamine offered an attractive high, 

consistent with past studies (Baker et al., 2020; Boeri et al., 2009; Daniulaityte et al., 

2007; Daniulaityte et al., 2020; Herbeck et al., 2014; Hoffmann et al., 2017; Lopez et al., 

2021). Though two male participants shared that methamphetamine enhanced heterosexual 

sexual encounters, no participants described methamphetamine primarily for enhancing 

sexual function. There was some indication that motivations of use were not exclusive to 

get high however; pre-opioid epidemic studies documented methamphetamine was used as 

a “work drug” to improve function during manual labor and housekeeping responsibilities 

in both metropolitan and rural areas (Boeri et al., 2009; Daniulaityte et al., 2007; Sexton 

et al., 2006). Our study aligned with these findings and suggested that the perceived 

benefits of methamphetamine use may have facilitated the substitution of opioids with 

methamphetamine for some participants.

Interpersonal, or network factors, were especially important with regard to initiation of 

methamphetamine use in this cohort of rural people who use drugs. Many participants 

reported unintentionally using the drug for the first time while engaged with other drug 

network members. This finding is consistent with other research within rural and other 

methamphetamine using populations (Boeri et al., 2009; Herbeck et al., 2014; Sexton et 

al., 2006; Sun, 2007), and suggests that interventions aimed at preventing or reducing 

methamphetamine use should not ignore the impact of individuals’ networks on initiation 

and continued use.

Pre-opioid epidemic studies found that increased availability facilitated methamphetamine 

surges in localized communities (Daniulaityte et al., 2007; Sexton et al., 2006). In 

our population, this relative accessibility is facilitating a population-level transition and 

even some individual-level substitution behavior from NMPOs to methamphetamine. A 

2007 study from one metropolitan area of Ohio found that study participants who used 

methamphetamine in the 1970s or 1980s turned to other substances including crack cocaine, 

heroin, and NMPOS, then returned to methamphetamine in the mid-late 1990s or early 

2000s when they “rediscovered” methamphetamine through increased availability in their 

community (Daniulaityte et al., 2007). In our study, some older participants reported 

similar substitution behavior with methamphetamine based on the reduced availability 

opioids, though more participants in our study describe co-usage of methamphetamine and 

opioids versus complete substitution, consistent with other recent studies (Lopez et al., 

2021; Palmer et al., 2020). Additionally, the participants in the Ohio study had drug use 

histories most commonly involving prescription stimulants and cocaine that facilitated initial 

methamphetamine use (Daniulaityte et al., 2007); in our study, prescription stimulant and 

cocaine use was relatively rare compared with the ubiquity of opioid use. In this way, the 

emergence of widespread methamphetamine use in the wake of the opioid crisis is a unique 

phenomenon.
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Policies implemented to address the opioid epidemic may be playing a role pushing 

methamphetamine to the forefront in many rural communities. Several participants 

suggested that their motivation for methamphetamine initiation was that their preferred 

opioids were not available at the time. Methamphetamine was inexpensive and readily 

available. These policies, including introduction of abuse deterrent opioid formulations and 

enhanced diversion control (Alpert et al., 2018), played a large role in the transition from 

NMPO use to use of heroin and synthetic opioids by decreasing availability of NMPOs 

and creating an opportunity for other drugs to enter illicit drug markets (Cicero et al., 

2012). Policies that aim to decrease supply of ingredients to make methamphetamine or 

methamphetamine-like substances may be less effective given that ingredients may be 

substituted, as evidenced by use of chemically altered wasp insecticide(“wasp dope”) by 

people seeking methamphetamine (Dobkin et al., 2014; Young et al., 2020).

At the societal level, underlying health and economic inequities contributed to 

methamphetamine use among our participants. The people of Central Appalachia experience 

physical and mental health inequities and unequitable access to high quality healthcare 

(Case and Deaton, 2015; Meit et al., 2019; Meit et al., 2017). Study participants reported 

using methamphetamine for the self-treatment of physical and mental health conditions, 

a perceived need exacerbated by underlying disparities in mental health conditions and 

chronic pain. This is consistent with one recent study in rural Oregon that found individuals 

who concurrent use methamphetamine and opioids often used methamphetamine to mitigate 

harm from heroin use(Lopez et al., 2021). In addition, consistent with previous studies 

in rural populations, most of the participants described poverty and housing insecurity 

(Das-Douglas et al., 2008; Jonas et al., 2012). In regions severely impacted by the opioid 

epidemic, past research demonstrated widespread poverty and systemically high rates of 

opioid use contribute to feelings of fatalism which further facilitated opioid use and 

minimized perceptions of harm while decreasing help-seeking behaviors (Boardman et 

al., 2001; McLean, 2016; Monnat, 2018; Thompson et al., 2020). We found that similar 

themes of economic distress and a sense of hopelessness in the region are facilitating 

methamphetamine use. This further demonstrates the need to have interventions that address 

both the individual as well as the structural inequities driving use of methamphetamine in 

rural areas.

This surge in methamphetamine use among people who use opioids both locally (Havens et 

al., 2020) and nationally (Ellis et al., 2018; Strickland et al., 2019) demonstrates a pressing 

need to address MUD in rural communities. Addiction treatments that exclusively focus on 

treating OUD may leave room for methamphetamine use a substitute for a high (Palmer 

et al., 2020). However, current interventions for MUD are limited. Unlike medications for 

opioid use disorder (MOUD), there are no FDA-approved pharmacotherapies for MUD 

and there is a paucity of research on efficacious treatments for MUD among people who 

use opioids (Chan et al., 2020). One recent clinical trial in the New England Journal of 
Medicine studied the use of bupropion and naltrexone for MUD (Trivedi et al., 2021). 

Although the authors found that this particular drug combination was efficacious compared 

to placebo, less than one in five patients with MUD had a positive response. Further, this 

trial excluded some participants who used opioids at the time of randomization, limiting 

the generalizability of the study findings (Trivedi et al., 2021). Recent research exploring 
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use of stimulants such as lisadezamfetamine to treat MUD have yet to show conclusive 

results (Ezard et al., 2018). Additionally, untreated MUD complicates pharmacotherapy for 

OUD, as methamphetamine use is associated with decreased retention in treatment for OUD 

(Krawczyk et al., 2021; Tsui et al., 2020).Sustained-release dexamfetamine, a stimulant, 

is sometimes used for the treatment of cocaine use among individuals in treatment for 

heroin use (Nuijten et al., 2016), and studies examining use of agonist-based therapies are 

ongoing (Ezard et al., 2018) However, these therapies are currently not FDA-approved for 

treatment of MUD in the U.S. Additionally, any future pharmacotherapy for concurrent 

OUD and MUD may be limited by pre-existing barriers to addiction care. Patients seeking 

pharmacotherapy for OUD in rural areas often face barriers to treatment including healthcare 

providers perceptions of MOUD as unsatisfactory for rural patients and stigma from 

providers (Lister et al., 2020). Similar barriers and attitudes may further complicate future 

interventions for MUD.

Limitations of this study include a potential lack of generalizability and recall bias. 

Participants were recruited from one small community in Appalachia; therefore, findings 

may not be generalizable to other regions affected by the opioid epidemic. However, 

national studies that show high rates of methamphetamine use among individuals seeking 

treatment for OUD suggests our findings may not be unique to Appalachian Kentucky 

(Cicero et al., 2020; Jones et al., 2020). In addition, the interview guide was designed to 

elicit responses that were reliant on the participant’s memory around methamphetamine 

initiation and use and is therefore subject to recall bias. To mitigate this potential bias, only 

those with methamphetamine use in the past 30-days were approached for participation.

5. Conclusion

In conclusion, although motivations for use varied across participants, they were not 

confined to the individual and were also influenced at the network, community and societal 

levels. The socioecological model employed in this qualitative analysis demonstrates that 

a broad approach is necessary to understanding the increased use of methamphetamine 

that has emerged from the opioid epidemic. As such, interventions and policies designed 

to address the opioid epidemic cannot ignore the growing issue of methamphetamine use. 

Future research is necessary around how to address MUD in the absence of evidence-based 

treatments specific to MUD and in the context of treatment for OUD in rural areas.
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Highlights:

• Recent increases in methamphetamine use among rural people who use 

opioids are noted.

• Qualitative interviews reveal socioecological drivers of methamphetamine 

use.

• Ease of access to methamphetamine facilitates transitions from opioids.

• Methamphetamine use exacerbates disparities highlighted by the opioid 

epidemic.

• Interventions should address socioecological drivers of methamphetamine 

use.
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Figure 1. 
Drivers of methamphetamine use among rural opioid users using a socioecological model.
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Table 1.

Characteristics of Interview Participants

Characteristic N=20

Gender

Female 9 (45%)

Male 11 (55%)

Age (years)

<20 1 (5%)

20–29 9 (45%)

30–39 4 (20%)

40–49 4 (20%)

50+ 2 (10%)

Race

White 19 (95%)

Black 1 (5%)
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Table 2.

Demographics & Drug Use of Individual Participants

Participant Age Gender Race Polysubstance Use Current Primary Drug 
of Choice Housing Status

P1 19 M White Occasional heroin & pain pill use Methamphetamine Couch surfing with 
friends & family

P2 20 M White Infrequent opioid use Methamphetamine Sleeps outside

P3 21 M White Past heroin use Infrequent pain pill 
use Methamphetamine Lives with family

P4 21 M White Past heroin use Infrequent pain pill 
use Regular hallucinogen use Methamphetamine Lives in own 

apartment

P5 22 F African 
American

Concurrent cocaine use Infrequent 
pain pill use Methamphetamine Lives with family

P6 25 M White Concurrent pain pill use Methamphetamine Couch surfing with 
friends & family

P7 25 M White Past pain pill use Concurrent 
synthetic marijuana use

Methamphetamine & 
synthetic marijuana Lives with family

P8 25 M White Concurrent use of benzodiazepines, 
synthetic marijuana, and pain pills

Benzodizepines & 
synthetic marijuana Lives with family

P9 25 F White Past pain pill use Methamphetamine Couch surfing with 
friends & family

P10 28 M White Past pain pill use Methampetamine Sleeps outside

P11 34 F White Past pain pill use Methamphetamine Lives in own home

P12 35 F White Concurrent pain pill use Methamphetamine Sleeps outside

P13 38 M White Past pain pill use Methamphetamine Lives with family

P14 39 M White Past pain pill use Methamphetamine Lives with family

P15 40 F White Past pain pill and benzodizepine use Methamphetamine Lives with family

P16 45 M White Past pain pill & cocaine use Methamphetamine Lives with family

P17 46 F White Concurrent pain pill use Methamphetamine Lives with family

P18 48 F White Concurrent pain pill use Methamphetamine Lives with family

P19 52 F White Concurrent pain pill & 
benzodiazepine use Methamphetamine Lives in own 

apartment

P20 52 F White Concurrent cocaine and pain pill use Methamphetamine Lives with family
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