
Introduction

“Problems? They’ll take care of them on their own”

“On an early morning in February, I woke up to
about two feet of snow, which had fallen during an
overnight storm. I struggled to shovel my way out
of the house and get a taxi to a meeting regarding
a new opioid prescription law, Chapter 488 Legis-
lation passed by the Maine Legislature during the
127th session (2016), entitled, Prevent Opiate
Abuse by Strengthening the Controlled Substances
Prescription Monitoring Program.1 It was the first
legislative effort in Maine to address the opioid cri-
sis. During a break in the meeting about Chapter
488, I was reminded of an opioid use disorder
story told to be me by Dr. Smith, a Primary Care
Physician (PCP), about one of his clients.
Like many Down East fishermen, his client, Do-
minic, injured himself several times during his
work. Never having time to fully heal, Dominic’s
injuries turned into chronic condition with severe
back pain. Not able to afford time off, Dominic
went to his PCP and received a prescription for one
of the extended release opioids. His pain was re-
lieved, and he was able to work again. The opioid
medication was intended to be a temporary solu-
tion enabling Dominic to continue work. Yet when
the summer season ended, the lobsterman was still
using opioids, potentially even more than at the be-
ginning. When the PCP discharged him from his
medical practice, the lobsterman was already de-
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pendent and needed to find a substitute. Driven by
horrific withdrawal symptoms, he initiated a
search for other, often illicit opioids. Dominic en-
tered the practice of this provider after a long jour-
ney involving the criminal justice system. I
wondered why Dominic had not asked for medical
help for his symptoms sooner. Later, Dr. Smith
noted, that, “Mainers are proud people who don’t
like to ask for help. A lobsterman? That is probably
the most ‘Maine’ you can get. They don’t want to
talk about their feelings.” (Field notes, 2017)

Unfortunately, Dominic’s situation is not unique. The
problem of Opioid Use Disorder (OUD) in Maine is com-
plex, embedded in a socio-historical context that defies
quick or simple solutions. Maine, a predominantly rural
state, relies heavily on seasonal manual labor in the fish-
ing and lumber industries along with tourist-oriented serv-
ices, crucial to its economy. Despite decent wages, many
Maine residents are required to work several jobs during
the summer to save money for the rest of the year. The in-
tense summer season is followed by a long, dark winter,
often accompanied by feeling of isolation caused by
scarce social life in its small, scattered towns. According
to Dr. Smith, Dominic did not have a steady income, and
the misuse of opioid medication may have developed, in
part, from a difficult social, economic, and geographic
context. Other researchers exploring the phenomena of
OUD in rural areas have also described socio-economic
vulnerabilities that diminish the ability of people with
OUD to seek treatment, particularly among those with
low educational attainment, no health insurance, and low
incomes.1-3 The purpose of this study was to explore the
ecological perceptions of OUD among community leaders
and health care providers in rural Maine.

The larger context: The national opioid epidemic 

Opioid consumption has become a national crisis with
opioid related deaths rising by 200 percent between 2000
and 2015.4 Since the early 2000s, the U.S. Public Health
Services has noted an increase in use of opioid prescrip-
tion medication (OPM). The Center for Disease Control
(CDC) and the National Institute on Drug Abuse (NIDA)
recognized the problem and urged implementation of poli-
cies restricting use of.5

Significant changes in opioid prescription and drug
poisoning patterns took place in the United States between
late 1980 and 2015, according to CDC data.6,7 In the
1980s, pharmaceutical companies developed new, refined
formulations of Extended-Release (ER) opioids, thereby,
changing “opioid-phobic” attitudes in the medical field at
that time.8,9 Pharmaceutical companies provided evidence
from multiple studies suggesting that medications such as
OxyContin or Hydrocodone, used over an extended pe-
riod of time, could effectively alleviate chronic pain and
allow people to regain function.10 Furthermore, the studies

indicated that ER opioids were unlikely to cause devel-
opment of tolerance or dependance, allowing manufac-
turers to advertise them as less addictive.3,9

Later, the pharmaceutical companies manufactured
opioids with Abuse-Deterrent Formulations (ADF), in-
tended to prevent people from crushing, snorting, and in-
jecting ER opioids3 and thereby, to prevent abuse of the
new generation of opioid medication. In practice, how-
ever, the intended value of these modifications proved to
be ineffective as rates of OUD rose and patients suggested
that their OUD often began with prescription medications,
despite ADF technologies.11

OUD in the rural state of Maine

In recent years, Maine has had one of the highest na-
tional use of opioid dosage in morphine equivalent per
capita (798mg/person).12 The state has also ranked among
highest in use of ER OPMs in the country.12 In the early
2010’s, the increased prescription and use of opioids re-
sulted in quickly growing numbers of opioid overdoses.
Between 2011 and 2014, Maine observed a 34% increase
in the number of all drug related overdoses and a 340%
increase in illicit drug-related overdose deaths.13 During
the same period, the number of oxycodone related deaths
averaged 41 per year, while heroin related deaths in-
creased 5.4-fold and fentanyl related deaths increased 3.8-
fold.13 In Maine, as in many other states, males and
females aged 25 to 54 were consistently the group with
the highest proportion of overdoses.13

Although Maine reported a decline in both opioid pre-
scriptions and prescription-related deaths, in 2017, Maine
continued to have one of the highest opioid overdose
death rates in the country (29.9 per 100,000); more than
double the national average of 14.6 per 100,000.14 In 2017
alone, 278 out of 360 overdoses involved synthetic opi-
oids, mainly fentanyl.14 Some evidence suggests that
Maine’s OUD crisis could be influenced, in part, by con-
textual factors specific to rural areas.

Rural areas vulnerability to OUD

Based on National Mortality Database, between 2006
and 2015, drug overdose mortality rates were higher in
rural areas, including New England, compared to urban
areas.15 In Maine, similar to other predominantly rural
states, the OUD crisis has been exacerbated by a set of
circumstances characteristic to remote, nonmetro areas. 

Communities outside of metropolitan areas with low
median household incomes and high unemployment rates
have elevated opioid prescribing rates, suggesting that
economic factors are important in fueling OUD.16 Over
the last decade, rural areas experienced a decline in high
paying jobs, which resulted in increased levels of hope-
lessness and lack of control among their inhabitants.17,18

Many rural areas have higher rates of manual labor, ex-
posing workers to higher risk of physical injury and

                                                              [Qualitative Research in Medicine & Healthcare 2020; 4:9175] [page 133]

Article

Non
-co

mmerc
ial

 us
e o

nly



chronic pain. Historically, these regions have a longstand-
ing acceptance of opioid use among workers who rely on
pain medications to manage pain and continue working
self-management.18

People struggling with OUD, residing in rural areas,
often face problems regarding availability, acceptability,
and accessibility of adequate OUD treatments. Rural areas
often have a lesser number and density of specialized clin-
ics and detox centers, offer less concurrent psychosocial
services, and have limited numbers of providers.2,19,20 More-
over, rural areas struggle with providers’ retention due to
lower salaries, limited opportunity for continued education,
longer hours, and few resources supporting their work, in-
cluding funding for Medication-Assisted Treatment
(MAT).17 Consequently, less than 10% of US providers
with suboxone waivers practice in rural areas.19 Rural area
providers are more likely to support abstinence only recov-
ery, further limiting access to MAT.17 Joudrey et al. (2019)
showed that the daily drive time to methadone clinic in
rural areas increased on average by 30 minutes compared
to micropolitan areas.20 Barriers of distance and time are
further exacerbated by the scarcity of public transportation,
a factor typical of Maine.2 Limited access, availability, and
acceptability of treatment can lead to inconsistent and dis-
continued care, increasing chances for relapse.21

Rural contexts also impact social networks. People
with OUD in rural areas tend to become members of so-
cial groups with fixed social identities. These distinct
micro-social environments enable copying and spreading
of drug seeking behaviors and quicker diffusion of illicit
prescription opioids among the members,18,22 making
them more vulnerable to OUD. Tightly interconnected so-
cial environments also heighten users’ perceptions of
stigma, preventing groups of users from seeking help dur-
ing overdose or participating in harm reduction
programs.22 Moreover, stigma present in the community
can lead to a significant discrimination and exclusion of
people labeled as “addicts,” affecting their social status,
employment prospects, criminal justice encounters, and
access to health care.22 Rural social networks introduce a
paradox, where, on one hand, strong social connectedness
can provide support needed in recovery, while on the
other, it can increase the spread of negative behaviors and
heighten stigma and exclusion. 

Purpose and research questions

The aim of this study was to understand the perspec-
tives of local community leaders and health care providers
regarding OUD in rural Maine. In their everyday work,
health care providers and community leaders negotiate
treatment recommendations, policy, funding to provide
their patients with the best standard of care. Through in-
person interviews, the following open-ended, guiding
questions were posed to direct data collection and analy-
sis: i) What are the perceptions of community leaders and
health care professionals regarding the development and

progression of OUD in Maine? ii) What are the percep-
tions of community leaders and health care professionals
regarding strategies for responding to the opioid problem? 

Additional probing questions included: interviewees’
professional and personal experiences with the opioid epi-
demic; their views on the current state of treatment and
other resources offered to people with OUD, their avail-
ability and effectiveness; common stories of OUD devel-
opment; identification of the biggest challenges OUD
posed to individuals and the larger Maine community;
their views on the historical and current approaches to
combat OUD (Appendix).

Materials and Methods

To discern the perceptions of community leaders and
health care providers, I (first author) conducted an ethno-
graphic field study, collecting field notes, facilitating qual-
itative, semi-structured interviews, and informal interviews
in the field. Ethnographies, rooted in anthropological meth-
ods, were designed to capture a holistic picture of how par-
ticipants structure and interpret their lived experiences. The
study was designed to capture participants’ understandings
of the complexity of the problem and uncover the health
care challenges related to OUD treatment through in-depth
understanding of the problem.23,24

Data collection

Participant observations

During this study, I visited eight different treatment
centers providing support and treatment to people recov-
ering from OUD to shadow medical practitioners or ob-
serve group therapy, to better understand the OUD
problem in its socio-cultural context and too learn about
types of OUD treatments and their accessibility. Prior to
conducting observations, I contacted each site and asked
the practicing providers for permission to observe. Re-
search objectives were revealed to the clients and their
consents were sought prior to conducting observations.

Field notes 

Field notes were used to document observations and
record my reflections on events during participant obser-
vations, including the flow of the sessions and conversa-
tions. I did not address the clients directly nor interfere
with the providers, unless either of them addressed me di-
rectly. During some of the individual sessions, clients
were encouraged by the providers to share their stories of
OUD. To protect the privacy of the clients, these stories
are not shared in any publicly available materials. These
accounts, however, informed the process of data analysis.
The methods employed in participant observation allow
the researcher to ask questions as they emerge in the nat-
ural context under study. The researcher becomes the in-
strument, responding unobtrusively, asking participants
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about their lived experiences and noting interactions
among participants in their naturally occurring setting.23,24
The responses to these informal questions and observed
interaction were recorded in field notes.

Each shadowing session was conducted in full HIPAA
compliance and in adherence to privacy requirements of
each individual clinic and recovery center. No identifiable
information was recorded or shared. The names of major-
ity of interviewees and all their recalled clients were re-
placed by fictional names. All notes and transcripts were
de-identified to protect participants’ anonymity.

This research has been approved by the Institutional
Review Board at the College of the Atlantic. 

Semi-structured interviews

Semi-structured interviews were conducted with rep-
resentatives of medical professionals, counselors, thera-
pists, community leaders, law enforcement, and NGOs in
the state of Maine, using purposive sampling to identify
and recruit interviewees with significant experience re-
lated to substance use. Generalizability is not an aim of
qualitative research, and does not require a sample repre-
sentative of a larger population. Purposeful sampling is
intended to identify and include individuals knowledge-
able about the research topic. These individuals may sug-
gest other respondents, who are informed or influential
regarding OUD in rural Maine.23,24

Out of 57 contacted people, 33 representatives were
interviewed in 30 individual sessions and one focus
group. On average, the interviews lasted for one hour and
15 minutes. During participant observation, informal in-
terviews were held with clients who approached me as I
collected field notes, to better understand their attitudes
towards Maine’s treatment facilities. Consistent with pur-
posive sampling, some respondents suggested interviews
with other stakeholders, who were knowledgeable regard-
ing OUD in rural Maine. As data collection and analysis
progressed, in an iterative and reflexive process, themes
regarding the interplay among medical professionals and
treatment providers became stronger and more com-
pelling. Ongoing data collection focused on exploring
these themes. As noted above, the first author as a partic-
ipant observer, was able to ask questions unobtrusively
while in the field. We continued to collect data from our
informants until data saturation was achieved.23,24

Artifacts

Copies of Maine legislation as it pertained to opioid
use, pamphlets used in treatment centers to inform pa-
tients and their relatives about available treatment and
support options, educational materials related to opioid
prescriptions given out in clinics to patients, and articles
from local newspaper featuring stories of OUD, over-
doses, and their repercussions for Maine communities
were also collected and their content helped informed the
context of the research. 

Data analysis

Thematic analysis, employing a constant, comparative
method as described in grounded theory, was used to an-
alyze the data.25,26 First, induction was used to develop ten
narrative vignettes to determine the emerging themes.27

Then the transcripts and observational data were cross-
examined, coded, and arranged into emergent themes. We
continued to collect data as themes emerged, as further
questions developed in our efforts to delve more deeply
into the phenomena under study. The developed themes
were discussed with the full research team (all authors)
and related to the post-hoc literature review on opioid epi-
demic in the rural US, available epidemiology data form
Maine, as well as OUD development and treatment theo-
ries. Data collection and analysis were guided by the Cri-
teria for Reporting Qualitative Research (COREQ)
proposed by Tong, Sainsbury, and Craig (2007).28

Results

The perceptions regarding the emergence of OUD in
Maine shared by health care providers and community
leaders are presented and summarized in Table 1. These
findings present a complex array of factors contributing
to the opioid epidemic in Maine. 

The dilemmas posed by ER opioids, managing chronic
pain, and treating OUD

The dilemma of the new class of ER opioids 

As I volunteered and shadowed at one of the rural,
critical access hospitals on the coast of Maine, I witnessed
patients admitted with drug overdose or in withdrawal. I
became privy to patients’ stories about the development
of their Substance Use Disorder (SUD) and how it chal-
lenged their everyday lives. I shadowed Dr. Carter, a PCP
with a suboxone waiver. When asked about the opioid epi-
demic, Dr. Carter indicated that the manufacturing of ER
opioids and their advertisement as “safe” were directly
linked to over-prescription patterns among physicians. Dr.
Carter argued that the rapid “incorporation of opioid pre-
scriptions” into everyday medical practice was one of the
major causes leading to the vast availability and accessi-
bility of opioids. Dr. Carter recalled how the new gener-
ation of opioids was introduced:

“In retrospect, it turned out it was the pharmaceu-
tical industry that pushed for such shift to make
profits from their long-term acting opioids such as
OxyContin. That was the case in the 90s […] and
everywhere you looked that’s what you were hear-
ing. So, unfortunately, doctors believed it and in-
corporated it into their practice. The opioid crisis
really got started thanks to the pharmaceutical
companies.” (Carter, 2017). 
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I also shadowed the medical practice of a psychiatrist
at a family mental health clinic (The Clinic) in Down East
Maine, who specialized in SUD recovery. The executive
director of the Clinic, Dr. Davis, explained his view of
OUD due to over-prescription, saying, “Due to their prop-
erties, use of opioids leads to development of tolerance,
defined as a diminished response to the same drug dose.”
Tolerance, he said, is followed by drug dependence and
addiction, both physically and psychologically. Conse-
quently, the patient will need higher dosages to achieve
the same effect. Tolerance develops over different periods
of time in different patients. According to Dr. Davis, the
over-prescription of OPM was a common story leading to
SUD. As highlighted by the interviewed providers, opioid
over-prescription became part of medical practice due to
persistent pharmaceutical advertisement coupled with
changes in the medical community regarding the signifi-
cance of pain. 

The dilemma of pain as the “fifth vital sign” 

Physicians described another factor influencing over-
prescription of pain medications. In the 1990s, the Amer-
ican Medical Association recognized pain as the fifth vital
sign. In terms of diagnosis, pain received equal status with
the four other vital signs: blood pressure, heart rate, res-
piratory rate, and temperature. The implementation of the
pain scale, the impetus to provide adequate pain treat-
ment, and the new generation of ER opioids, coalesced
into over-prescription of opioids. Dr. Carter. explained,

“This epidemic was created by prescribing physi-
cians. This is not something that grew up out of
inner cities or mafia syndicates. This was entirely
created by doctors and pharmaceutical compa-
nies… And here we are, 20 years later dealing with
the fallout from this kind of corporate, greed-based
decisions, which are taking advantage of doctors
being empathetic and gullible and focused on treat-
ing their patients’ pain… It is a very sad chapter in
the history of modern medicine.” (Carter, 2017).

Dr. Smith and Dr. Miller, physicians practicing in rural
clinics, added that many of their Maine colleagues did not
recognize the seriousness of the opioid over-prescription
problem as it developed. Both MDs were dismayed by the
continued absences of their colleagues (other medical pro-
fessionals, whose patients were affected by OUD), in
local meetings regarding the opioid epidemic and new
legislation, Maine Chapter 488, designed to address the
opioid crisis in Maine. 

The dilemma of OUD as a chronic disease

The Clinic in Down East Maine, specializing in sub-
stance use recovery, offered an outpatient based on
weekly or bi-weekly individual counseling sessions in
combination with MAT. MAT utilizes partial or full opioid

receptor agonists, such as methadone or buprenorphine;
these pharmaceuticals help stabilize patients in recovery,
help manage their cravings, and lower the rates of re-
lapses.29 Dr. Davis, who treated Dominic, the lobsterman
described in the introduction, worked alongside other
providers at the Clinic, to stabilize their patients in recov-
ery though MAT and individual counseling. Dr. Davis was
one of the few MDs who had a suboxone waiver, allowing
him to prescribe the opioid replacement medication to his
patients in recovery. Dr Davis believed that suboxone en-
abled his patients to quit “chasing the drugs,” providing
them with an opportunity to regain control over their lives,
secure a job, and reestablish relationships with their fam-
ily and friends. Dr. Davis believed, that ideally, patients
in recovery should graduate from MAT and not return to
opioids. 

Whether MAT alone was able to prevent one from re-
lapsing, however, was unclear to treatment providers, as
some of them expressed concerns that the medical model
of treating opioids had limited usefulness. Yet, Dr. Smith,
described the importance of comparing OUD to a chronic
disease, such as diabetes. He explained, 

“Diabetes is not the best analogy to use, but the
analogy offers an opportunity for PCPs [to de-
scribe opioid] addiction as a chronic disease which
requires long-term treatment. And just as diabetics
often relapse and do not strictly follow their diet,
addicts in recovery also slip and are not always
successful right away. It also aids with creating
treatment options. No one would withhold insulin
from a diabetic, right? […]. I think, it also helps
decrease the stigma around it.” (Smith, 2017).

Several of Dr. Smith’s colleagues also used the dia-
betes analogy to describe needed OUD treatment. Simul-
taneously, they criticized and disliked any legislative
efforts that could intrude into the doctor – patient relation-
ship limiting treatment options, such as the Maine Public
Law Chapter 488.1 Nevertheless, Dr. Smith, however, be-
lieved that addressing OUD solely as a diabetes-like
chronic disease did not adequately capture the full picture
of the disorder.

Socio-political context of OUD in Maine

Maine Public Law Chapter 488: An act to prevent opiate abuse

Maine Public Law Chapter 488 (2016) introduced a
prescription monitoring program and limited physicians’
treatment options for prescribing opiates.1 Several health
care providers, as noted above, expressed frustration with
aspects of the public law. Dr. Jones explained that the law
limited options for his “relapsing” patients.

“I think that whenever the government gets in-
volved in [medical] treatment, it is inappropriate.
They do not tell me if a diabetic patient doesn’t
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take their medication appropriately and relapses,
that I can’t treat them. They don’t tell me that the
person with hypertension, who smokes and does
not exercise, who then has a stroke, has a limit on
how long we take care of them. Why offer these
arbitrary rules? It is driven by dollars and not by
scientific data. We can take the attitude that we
need to balance the budget. But even then, if you
don’t treat addicts, the cost to the society and the
cost of the incarceration can be 10 times higher
than the cost of treatment.” (Jones, 2017).

Dr. Jones described the difficulties of interweaving of
medical practice with policy as it relates to OUD. The
Maine legislators, who developed Chapter 488, intro-
duced a possibility for prescribers to award patients in re-
covery with a “relapse” status, prolonging their possibility
to remain in treatment for another 6 months. Nevertheless,
study informants said that the time limitations hampered
physicians’ abilities to intervene appropriately with more
adequate resources.

Since the time of conducting the interviews, Chapter
488 has been modified. Under section 20.32, MAT was
classified as an exception, allowing physicians to continue
treating their patients with OUD without arbitrary limita-
tions on the length of MAT prescriptions.1

The criminalization of OUD and the introduction of heroin

Patients who relapsed after short-term treatment or
lack of treatment sought opioids elsewhere and often
ended up in the criminal justice system. Dr. Carter ob-
served:

“In the 90s there was an explosion of prescription
opioids, and a lot of poor rural people got addicted
that way. When people got addicted to prescription
medication, prescription opioids became more ex-
pensive and less accessible, and at that point,
heroin diffused from inner cities and became more
accessible in the rural areas […]. I think that heroin
addiction is a new phenomenon in the rural areas,
and I think it stems out of the opioid prescription
use, because I don’t think there was any other
wave of heroin “pushers” who would move from
the urban areas to come and introduce heroin here.
Heroin filled the void, when prescription medica-
tion became less available. These things come in
waves. So now we have fentanyl on the rise.”
(Carter, 2017).

Dr. Jones offered a similar view: 

“Another thing we need to think about is why the
heroin street price went down. What caused that?
What made it so readily available? So, you start
with a bunch of OxyContin from the doctor, you

develop the disease of addiction – now you are de-
pendent. Then you want to continue either with
opioid medications or heroin. And so, at first,
heroin was very expensive, and it was hard to get.
There was not much supply available on the mar-
ket. […] But as the prescription medications
started to be more expensive and harder to get,
heroin was becoming otherwise.” (Jones, 2017)

Heroin, however, was the drug of “last resort” for
many people with OUD. Heroin posed one major chal-
lenge: to be used, it had to be injected, which was a much
less appealing way of administration than simply taking
pills. Dr. Jones believed that heroin providers found a so-
lution to make it more “user-friendly.”

“People who sell heroin are not stupid. They know
that clean heroin can be snorted and that could be
appealing for people who have [an] aversion to-
wards needles. So, all in all, the continuation of the
epidemic we are observing right now is possible,
because people were able to switch to cheaper, bet-
ter [more potent], and more available heroin.”
(Jones, 2017). 

Statistics supported these physicians’ views. Heroin in-
creasingly became the cause of overdoses and deaths
throughout Maine.11,13 With the introduction of heroin, the
opioid epidemic, which presumptively began in a medical
setting, moved onto the streets and became highly stigma-
tized and criminalized. The change in venue led to involve-
ment of law enforcement and further criminal legislation,
impinging upon the doctor-patient relationship. 

Dr. Davis was deeply disturbed to see his patients be-
come destabilized and relapse due to short stays in jail.
Moreover, he did not have access to his clients while in-
carcerated. Consequently, patients whom he had treated
with suboxone were inaccessible to him and unable to re-
ceive suboxone. He wondered, “Why can’t [law enforce-
ment agencies] give them the suboxone? It’s a medication
after all. They would not take away an inmate’s insulin.”
According to Dr. Davis, the criminalization of clients with
OUD also resulted in further stigmatization, prompting
exclusionary processes that marginalized people under his
care. Dr. Smith noted that the difficulty of treating OUD
patients stemmed from historical prejudices and social
stigma associated with SUD. The strict engagement of
law enforcement created a conflict between their repre-
sentatives and the medical field.

During an informal meeting at the Clinic, health care
providers and counselors noted another persistent concern
regarding their clients, many of whom seemed over-
whelmed with everyday tasks, such as paying bills, con-
trolling finances, managing a household, or being
consistent with their children. Due to limited resources
and time constrains, the counselors concluded that the
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Clinic could not address these basic life skills and that
some of their clients may need social workers for addi-
tional support. However, they also noted that those serv-
ices were extremely difficult to obtain in Maine. It became
clear that the problem of OUD was more complex than
addressing chronic pain, physiological addiction, and of-
fering MAT.

The problem of pain

OUD arising from psychological as well as physical injury

Health care providers and counselors described a mul-
titude of factors fueling the OUD in Maine. These in-
cluded a lack of healthcare insurance, an absence of
adequate social support (public transportation, childcare),
an absence of family support, a lack of sustainable em-
ployment, and isolation. It became clear that providing
people with MAT, though vital in the initial phase of re-
covery, would not solve the problem alone. In most cases,
chronic pain could not be solved solely through medical
means. Dr. Davis explained,

“Chronic pain is a really tough problem and opi-
oids are not the solution. Chronic pain is a diffi-
cult enough problem to manage by itself. Other
socio-economic factors, psychiatric issues, and
societal problems add to it, making it even more
difficult to manage… There are people who have
legitimate chronic pain problems, and I do have
a few patients in my practice, who are reasonably
well managed on a reasonable dose of chronic
opioid that have not run into any major problems
with their opioid therapy. Unfortunately, the
downside is that, I think, most of the patients are
not well managed and [opioid therapy] is not a
very good treatment for [their] chronic pain.”
(Davis, 2017).

Given that the over-prescription of medications began
as an attempt to address chronic pain, Dr. Davis directed
his attention towards the nature of pain. According to him,
chronic pain is much more complicated than most physi-
cians understand.

“Opioids do not only treat physical pain. They treat
emotional pain. In a sense, you want to broaden
the definition of injury to psychic injury, or emo-
tional injury, like trauma, depression, profound
anxiety. Those are emotionally painful situations,
and I don’t think those get fully appreciated. And
so, what the [patients] are looking for is an escape
[from different kinds of pain] and opioids provide
that. In a very, very short term it is a solution, as
their pain diminishes. Then, very quickly they be-
come addicted […].” (Davis, 2017).

Mental health providers recalled stories of trauma and

emotional pain experienced by their patients with OUD. 
For example, Dr. Smith suggested that defining sub-

stance use as a predominantly medical problem can help
to de-stigmatize OUD and advocate for better access to
its medical treatment. However, in further conversations,
he noted that medical interventions alone cannot address
the structural changes required to provide more supportive
environments, alter social attitudes regarding OUD, and
remove barriers to wider prevention and treatment. 

Dr. Williams, the director of the outpatient methadone
clinic in one of the psychiatric hospitals in Maine, com-
mented directly on the role of both physical and psychic
pain in OUD. Dr. Williams placed emotional trauma in
the context of self-medication and SUD. 

“I hear people say, “I was using to feel numb. Now
I’m not using and life hurts.” And it’s very com-
mon for people with trauma to say that, and it
makes it much more difficult for them to engage
in recovery, cause it still hurts. And they don’t
know how to deal with their pain. The only thing
they’ve learned over the years is that “this pill
[opioids] takes care of my emotional pain. But
when I don’t have this pill, how am I going to take
care of my emotional pain?” They will need to take
time to learn how to take care of their emotional
pain. And during that time, it’s always a struggle.”
(Williams, 2017).

Unresolved, underlying emotional distress triggers re-
lapsing.30 Healing requires time during which people may
present with variable, interchangeable, psychological and
physiological symptoms. When in treatment for OUD, the
opioid-induced numbness disappears, and the feelings as-
sociated with trauma return. In the absence of support for
addressing underlying trauma, relapses in treatment be-
come more frequent. 

When asked about the common stories of SUD, inter-
viewees would often talk about underlying trauma, do-
mestic violence, physical and sexual abuse. Though,
emotional pain seems to accompany OUD often, the sto-
ries about prevailing pain and the difficulty to move on
are frequently not included in statistics or biomedical
studies. The stories of emotional pain came up repeatedly
during the interviews with healthcare providers and com-
munity leaders, who would describe the devastating reper-
cussions such events had on people’s lives. During
participant observation in recovery centers across the
state, patients would frequently mention past abuse, neg-
lect, and trauma as events leading up to or reinforcing
their OUD. The prevalence of these stories led to further
questions for health care providers about their perspective
on emotional pain in the context of the current opioid epi-
demic. One mental health counselor explained,

“Trauma is huge. It’s either because a client grew
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up in a home, where because of the use and abuse,
they lived in the environment of violence and all
of that that comes with it; or they ended up living
with individuals with high risk, and so they might
have experienced multiple rapes, assaults, or do-
mestic violence. Sometimes even being on the
street where you don’t know when your next meal
will be and what is going to happen, or simply wit-
nessing things that are violent can be very trau-
matic. Many of our clients come from homes
where there have been emotional, psychological,
and physical abuse. […] And every woman that
comes to our residential Hills program has severe
trauma; every one of them.” (Rose, 2017).

Trauma leads to susceptibility to SUD, and SUD fuels
further trauma. To illustrate the prevalence of trauma, Dr.
Williams, linked trauma to the degree of severity of one’s
OUD. 

“So [about trauma], it is something that I hear
about, time and time again, especially with the
methadone and suboxone patients. We tend to get
patients with the most severe addiction. People
with milder addiction would go to their PCP or
they would stop [taking drugs] themselves. They
don’t need replacement therapy. With severely ad-
dicted people, none of these works. […] What we
see in people with very severe addictions is a com-
mon thread of trauma.” (Williams, 2017).

Dr. Williams continued describing trauma in terms of
emotional pain and the challenges it posed to many of his
patients. Given how ubiquitous trauma was among pa-
tients who develop OUD,

Dr. Williams described the relationship between the
two as causal:

“Looking at one’s [medical] history, we can almost
say that you can start perceiving trauma as predic-
tive for severe addiction. Most people with trauma
tell us: “when I took the pill for the first time, I felt
different. I felt alive, I felt normal. For the first
time I was living without pain.” (Williams, 2017).

Dr. Williams further explained how trauma leads to
the development of OUD.

“Opioids treat emotional pain as effectively as they
treat physical pain. Pain itself has a strong emo-
tional component. There is no such difference as
physical and emotional pain, mind versus body. I
don’t think that there is much difference between
mind and body, it’s still the same person and it is
the same pain. So [opioids] treat emotional pain.
And trauma puts people more at risk for opioid ad-

diction as trauma causes that emotional pain in the
first place […].” (Williams, 2017).

Dr. Williams did not distinguish between emotional
and physical pain, but rather, portrayed trauma as making
an individual more vulnerable to the potent analgesic ef-
fect offered by opioids. Dr. Williams raised the issue of
mind-body dualism in Western medicine, the idea that the
mind and body are two distinct entities with each having
a different, essential nature.31 Dr. Williams suggested that
pain should be considered and treated more holistically.
Other components to pain, whether chronic or acute, need
to be taken into consideration to explore the sources and
design the solutions to end the opioid epidemic.

Dr. Smith expressed similar views to Dr. Williams. In
considering the treatment of chronic pain, Dr. Smith
stated,

“Chronic pain has biological, psychological and
physical components in it. And if we’re only deal-
ing with the acute medical issue and not dealing
with the psycho-social aspect of the problem, we
will never resolve it fully, because there are so
many driving forces to use or abuse temporarily or
chronically opioids.” (Smith, 2017).

Other respondents, in describing the complexity of
chronic pain, also raised concerns regarding the role of
social rejection or exclusion in exacerbating OUD through
the social component of pain. 

Vulnerability to OUD arising from influence
of social isolation, exclusion, and stigma 

The Peer Recovery Center in Portland operated differ-
ently from other recovery centers described previously. It
is not associated with a formal treatment center and does
not offer MAT to people in recovery. The center’s focus
is providing social support, understanding, and accept-
ance. Mr. Corteau, the director, and his colleagues inter-
acted with clients as peers, emphasizing the importance
of community support in recovery; they regard the med-
ical model of SUD as secondary. Peer recovery, at the
Peer Recovery Center, was about the people “who have
been there,” people who can relate and provide a different
level of trust and understanding in comparison to the dy-
namics in other medical or counselling milieus. Corteau
explained, “the opposition to addiction is not sobriety, but
social connection.” Combining the perspectives of a
provider and person in long-term recovery, Corteau ex-
plained the role of social stigma in terms of personal
shame and guilt. 

“Shame is huge in addiction. While in active ad-
diction, we use it in a maladaptive way to keep the
addiction cycle going. So, I might do something in
my active addiction that causes shame. For in-
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stance, I stole something, or I abused someone in
some way and then I felt bad about it. The way that
we cope with any emotion when we are in active
addiction is we use more substances. So, in a mal-
adaptive way shame is useful. It is part of the cycle
of using. Sometimes, when people are trying to
help, they can cause a little bit of that shame, often
not purposefully. But when you do that, especially
to those who struggle, you actually help fuel the
addiction. So, the more we can combat that feeling
of shame, the more we can propel person into re-
covery. Stigma is part of shame. If I stigmatize
you, I am shaming you, right?” (Cotreau, 2017)

Relationships between people struggling with OUD
and members of their communities are often damaged. 

Stigma associated with substance use occurs across
settings. For example, medical communities tended to
stigmatize persons with OUD. Patients dependent on pre-
scription medications who appeared in emergency depart-
ments or in primary care were often referred to as
“frequent flyers*” and “drug seekers,” and were not nec-
essarily treated compassionately or referred to treatment
resources. Stigma, triggering shame and social isolation,
contributed to cycles of relapse and OUD.

Mrs. Moore, a counselor who worked with inmates in
the Hancock county jail, also described the conflicted re-
lationships between those struggling with OUD and mem-
bers of their rural communities, saying:

“There is hurtful behavior going around because
of the addiction, as people are not in touch with
their emotions. They are numbing out through
using, so they are not in touch with many sides of
themselves, which only brings them further away
from their community and family. It is very alien-
ating and builds walls around them; violates their
dignity. […] It is hard to see how addiction is a re-
action to life challenges for those who do not have
other toolkits to solve them. Our culture does not
provide people with those skills.” (Moore, 2017).

Moore addressed how the social context and self-de-
tachment of the person with OUD creates a vicious cycle
of hurt. A person suffering with OUD needs organized
community support. Yet after years of hurtful behavior,
broken trust, followed by exclusion, self-isolation, and ex-
periences of shame, it can be difficult to find the needed
support in already small and isolated Maine communities.
Moore and Corteau comments raise the question: How
can the cycle of OUD be broken through reconnecting
people with each other and with themselves? 

Discussion

Similarities between rural Maine and the nation

Several findings from this study (see Table 1) are sim-
ilar to other published reports regarding OUD. As de-
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Table 1. Themes and supporting quotes.

Theme                                                                         Domain                                                              Supporting quote

The dilemmas posed by extended-release opioids,     The dilemma of the new class of ER opioid      “Pharmaceutical companies pushed for the use of
managing chronic pain, and treating OUD                                                                                             ER opioids, and doctors, who believed in their
                                                                                                                                                                safety, incorporated them into practice.”

                                                                                     The dilemma of pain as the “fifth vital sign”    “[This is] a fallout from […] corporate,
                                                                                                                                                                greed-based decisions, which are taking
                                                                                                                                                                advantage of doctors being empathetic and
                                                                                                                                                                gullible and focused on treating […] pain.”

                                                                                     The dilemma of OUD as a chronic disease       “Addiction as a chronic disease requires a
                                                                                                                                                                long-term treatment, […] addicts in recovery slip
                                                                                                                                                                and are not always successful right away.”

The socio-political context of OUD in Maine             Main Public Law Chapter 488: An act to          “I think that whenever the government gets
                                                                                     prevent opiate abuse                                          involved in [medical] treatment, it is inappropriate.”

                                                                                     Criminalization of OUD and the                       “You start with a bunch of OxyContin, you develop
                                                                                     introduction of street heroin                              the disease of addiction, and so you want to
                                                                                                                                                                continue with either opioid medication or heroin
                                                                                                                                                                […]. As prescription medications started to be more
                                                                                                                                                                expensive and harder to get, heroin was becoming
                                                                                                                                                                otherwise.”

The problem of pain                                                    OUD arising from both physical                       “There is no such difference as physical and
                                                                                     and psychological pain.                                     emotional pain […]. Trauma causes emotional pain
                                                                                                                                                                and puts people at risk for opioid addiction.
                                                                                                                                                                Opioids [also] treat emotional pain.”

                                                                                     Vulnerability to OUD arising from influence    “The opposition of addiction is not sobriety, but
                                                                                     of social isolation, exclusion, and stigma          social connection.”

Non
-co

mmerc
ial

 us
e o

nly



scribed by our informants, health care providers were un-
aware that the newer forms of opiates were no less addic-
tive than those used previously. Encouraged by
pharmaceutical companies’ statements of safety and effi-
cacy, physicians increasingly prescribed ER opiates.32

Similarly to our informants, other researchers have also
reported that physicians treating pain as a fifth vital sign
contributed to opioid over prescription patterns.32,33 

The understanding of OUD as a chronic disease, as
noted by our informants, has also been prevalent in the
research, which documented that long-term opioid use
leads to brain rewiring, mediated by persistent alterations
to the function of reward-processing networks in the
brain.34 The epigenetic changes result in further alterations
to signaling cascades, cellular structure, and synaptic ac-
tivities, leading to modifications critical to the formation
and recall of long-term memory.34 These underlying phys-
iological mechanisms contribute to the development of
cravings, relapse, and addiction cycles, and demonstrate
why it is difficult to discontinue the use of opioids.34

These results prompt some researchers to conclude that
OUD must be managed similarly to other chronic dis-
eases.34 A report from the National Center on Addiction
and Substance Abuse also described OUD as a “chronic
brain disease.”35

Similar to smaller states, in Maine community leaders

became involved as OUD began to strain social networks,
community resources, and criminal justice system. In re-
sponse to demand for opiates, illegal heroin networks
emerged in predominately white populations living in
Maine’s small metropolitan and rural areas.32 Social be-
liefs and attitudes regarding OUD further complicated the
problem of OUD and its treatment. Informants in this
study noted that “addiction as chronic disease” is a useful
way to destigmatize it. They argue that to prevent deaths
from OUD, laws such as Chapter 488 need to be coupled
with a significant increase in the availability of treatment
and recovery plans, overseen primarily by medical com-
munities. Nevertheless, a focus on “addiction as a chronic
brain disease” does not fully capture the problem of pain.

The problem of pain: A socio-ecological model

Findings from this study indicate that the problem of
pain, leading to opioid use, is more complex than the sim-
ple story of treating physical pain with ER opiates, leading
to tolerance, dependence, and eventual addiction. The
complexity of OUD and addressing the current crisis is
summarized in the socio-ecological model (SEM) (Figure
1). The SEM model illustrates how the opioid epidemic
emerged from dynamic interactions among a constellation
of factors, including misleading information from the
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Figure 1. Socio-ecological model representing increasing vulnerability towards OUD in Maine, based on the factors reported
by the interviewed health care professionals and community leaders. 
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pharmaceutical lobby, over-prescription patterns, medical
culture regarding pain treatment, and individuals’ per-
sonal histories of pain, their sociodemographic character-
istics, their communities’ availability of supportive social
structures, and local and regional cultural norms and poli-
cies regarding substance use. The United States’ response
to the problem of pain has deep historical and cultural
roots that may have led to restrictive views of pain, nar-
rowing treatment options and creating a fertile context for
the opioid epidemic to emerge.

The problem of pain: A historical, social perspective

In modern American medical practice, pain has been
considered difficult to measure objectively.36 Progress in
modern medicine has developed through the rigor of “sci-
entific objectivity” enabling medical researchers to de-
velop diagnostic criteria for “real diseases.”36 The
significance of “objectivity” was coupled with the estab-
lishment of mind-body dualism (in the 17th century) and
the belief in empirical or unbiased methods as the only
legitimate paths to knowledge.37 The success of experi-
mental sciences further reinforced the mind-body dual-
ism as human beings were viewed predominantly as
biological organisms (materialism) to be understood by
examining their constituent parts (reductionism) using
the principles of anatomy, physiology, biochemistry, and
physics.31,36 As noted by several of our informants, at-
tempts to objectify pain by use of a scale coupled with
reductionists’ approaches to treating pain have been
counterproductive. Informants in this study believe that
medical researchers and policymakers have overlooked
the importance of individuals’ socio-emotional context
in the development of OUD.

Pain as an integration of physical, psychological and socio-
emotional factors

The inclusion of psychological or “emotional injury”
in the definition of pain would move the medical dis-
course beyond simplistic quantifiable measurements, such
as the frequently used pain scale.38 Interestingly, neuro-
science research has provided “objective” observations of
pain through functional neuroimaging studies and
prospective clinical studies demonstrating the differences
between acute and chronic pain.38 The initial “acute” sen-
sation of pain activates the sensory “pain matrix” region
of the brain.38 However, chronic pain, impacts the under-
lying physiology of the brain related to dopamine circuits
and brain regions involved in processing emotions, re-
ward, and psychosocial events.38,39 Taking opioids for the
first time makes the prevailing pain disappear and creates
the powerful effect of disconnection from the stress and
troubles of life, the “numbing” effects often described by
health care providers in this study. Current medical prac-
tices, however, continue the anatomical focus and mind-
body dualism split regarding the perception of pain. Yet,
as demonstrated by this study, the process of understand-

ing the complexity of pain is crucial in treating chronic
pain and OUD. 

The role of social inclusion or rejection in OUD

Though it can be initiated by replication of negative
behavioral patterns within a peer group, OUD is also fu-
eled by social isolation and rejection, reinforcing shame
and stigma among those struggling with OUD. Neu-
roimaging research has revealed that the “unpleasantness’’
of physical pain activates the same regions of the brain
that are stimulated during experiences of social rejection
and self-reported social distress.40 These findings suggest
that perception of pain and social distress may share neu-
ronal circuits.40 Conversely, the presence of social sup-
port, which attenuates feelings of social distress, may alter
perceptions of physical pain. Indeed, experimental work
has shown that the presence of supportive others attenu-
ates pain perception in both animals and humans.41 There-
fore, presence of social support may be important in
regulating perceptions of pain.41

As described by the study respondents, guilt and
shame are also involved in shaping one’s socio-environ-
mental support structures. The feelings of guilt and shame,
as part of stigmatization, can have various sources. Self-
stigma is characterized as “negative feeling about self,”
while social stigma or structural stigma is related to re-
strictive rules, policies, and procedures.42 In healthcare
setting, stigma is described as a socio-cultural process in
which certain groups are devalued, rejected, and excluded
on the basis of a socially discredited health conditions.42

The impact of labeling and stigmatization on service pro-
vision presents both the potential patients and allied health
professionals with roadblocks to SUD treatment. Initia-
tives to establish new recovery centers are met with dis-
agreement from local communities, arguing that they do
not wish to have a “conglomeration of addicts hanging
out in their neighborhood.” 

Characteristics of social connections in rural popula-
tions, such as geographical isolation and fixed social iden-
tities, can intensify patterns of stigmatization.
Additionally, a paucity of social services in rural areas
compound the problems of isolation. Accessibility to so-
cial support, followed by stability, structure, and re-con-
nection are vital to help reverse “the tunnel like vision”
and “chasing behind drugs,” characteristic of drug-seek-
ing behaviors. One of our respondents, Rosenberg, stated
“The most effective recovery is to establish stability com-
prised of recognition, social support, and the possibility
for a stable employment without mistrust and stigma”. 

The emphasis on developing new coping mechanisms
to address personal and environmental challenges as well
as to change past habits during recovery go beyond the
treatment setting. Many of the people currently struggling
with OUD lack skills to cope with the problems of every-
day life. Therefore, expecting them to manage traumatic
or burdensome events in a healthy way might be unrea-
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sonable. Further, if the propensity toward OUD begins in
early childhood, through the environmental and social
structures people grow up in, maybe the factors or sources
fueling the current opioid epidemic should be searched
for beyond medical practices and rather be explored
within the context of deeper changes of societal or cultural
characteristics of rural areas, which have taken place over
the past decades. 

Conclusions

OUD is a result of multifaceted behaviors which are
strongly influenced by contextual factors and is difficult to
encompass through any single lens (Figure 1). SUD results
from dynamic interactions among an individual’s biological
and genetic predisposition, psychological constitution, and
social environment and are best described through a bio-
psycho-social model.43 The way in which someone be-
comes introduced to substances – whether through
self-medication or prescription medication– is yet another
factor that informs the patterns of one’s use. It is crucial to
recognize that the formation of these behavioral patterns is
further informed by social networks, their cohesion and
identity, as well as by community practices around sub-
stance use and its legal and moral status, medical practice
around OPMs, and social justice (Figure 1). Social policy
can further define actions that affect the well-being of mem-
bers of a society through shaping the distribution of and ac-
cess to goods and resources (Figure 1). Those factors stress
the interconnectedness between individual differences and
situational and structural characteristics that form one’s ad-
dictive behaviors.43

The current medical model of OUD continues to be
reductionist. The assumption of a linear relationship be-
tween the brain and the drug implies that the complete re-
moval of the drug or a genetic-based alteration in the brain
should solve the problem of OUD.44 Historically, solutions
addressing the problem of substance use through drug re-
moval and criminalization often only increased the stigma
and escalated the problem, as in the example of crack co-
caine epidemic in earlier decades.45 Unfortunately, many
models of OUD remain limited and therefore, are unable
to equally represent interest of all involved, while some
models can even put forth solutions mutually excluding
interests of the involved groups. An example of such con-
flicting interests was described earlier as physicians ar-
gued for the use of MAT in jails.

Alternate conceptualizations of pain and SUD would
have implications for several groups of people, including
those with OUD, their families, researchers, medical
providers, and policymakers. Any framework for the con-
ceptualization of SUD must allow for a bottom-up devel-
opment, integrated within the context of socio-ecological
model of OUD development.43 Studying OUD as a
broader cluster of factors would likely aid in broadening
its comprehension and offering “multimodal approaches

that include both individual and addiction-general treat-
ments.”46 Studies support the concept that patients with
multiple comorbidities may benefit from the development
and evaluation of integrated patient-centered interventions
that target chronic pain, opioid dependence, and other psy-
cho-social factors.47 Such an approach would require serv-
ice providers to continually assess the impact of these
factors on relapse and other treatment-related outcomes
over the course of illness.46

Though promising, the implementation of such ap-
proaches requires an adequate recognition of what causes
OUD in the first place and must provide people with an
access to various treatment options which, in Maine and
other rural areas, remains difficult either because of geo-
graphic limitations or sparseness of resources.19,48 Propos-
ing that a client needs a certain amount of counseling for
an extended period of time, different medications, or
physical therapy to address chronic pain might be difficult
in rural areas with limited providers and insufficient fiscal
resources to ensure that services can be accessible to low
income populations.18

OUD is a complex disease and as such, its understand-
ing cannot be achieved through simplified and reduction-
ist models. Focusing predominantly on OUD’s physiology
limits the financial and scientific potential to study and
comprehend OUD and its implications in a broader, eco-
logical context. By disregarding the complexity of OUD,
scientific evidence leads to the creation and implementa-
tion of policies and treatment options which have a lim-
ited ability to help those struggling with the disease and
its repercussions. With the current opioid overdose death
rates, addressing such complex conditions through sim-
plified models and promoting “one size fits all” solutions
might have negative consequences and lead to a continu-
ous increase in deaths from opioid overdoses. Most im-
portantly, any theoretical framework or policy must
remain faithful to and representative of lived human ex-
perience, or at the very least, it should allow space to meet
the needs of the people whom it is intended to serve. 

Limitations

There are multiple limitations in this study. Despite
utilization of purposive sampling, we managed to inter-
view only 58 per cent of the contacted providers and com-
munity leaders. Twenty-one of the interviewees were
either medical providers or licensed counselors, leading
to potential overrepresentation of their views in the study
results. There were no interviews conducted with repre-
sentatives of the pharmaceutical industry. Additional stud-
ies, with an in-depth focus on other stakeholders initially
interviewed in this study (such as community leaders and
criminal justice representatives), need to be conducted.

Limited funding and timeframe of this project, pre-
vented us from accessing more remote communities in
northern Maine, potentially limiting the generalizability
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of the results. Finally, Maine remains one of the least pop-
ulated states with highest percentage of non-Hispanic
whites in the US.49,50 Consequently, its inhabitants face
different sets of challenges around their OUD and as such,
their experiences may not be true, valid, or generalizable
for inhabitants of other rural US states. 
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