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Abstract

Methamphetamine (MA) misuse is a recognized health issue in New Zealand, and there is a
lack of appropriate treatment available for individuals who are methamphetamine
dependent. This research sought to gain insight from individuals in New Zealand who have
experienced MA dependence and now identify as being in recovery, to discover which
strategies, approaches or treatment appeared helpful in their recovery.

The participants in the research were seven adults who had abstained from
methamphetamine for six months or more. Hermeneutical Phenomenological research was
conducted through in-depth interviews, which were audiotaped and transcribed before
being analysed. The data were analysed using interpretative phenomenological analysis,
which has its theoretical origins in phenomenology and hermeneutics.

Four themes emerged to describe the lived experience of recovery from methamphetamine
misuse: Getting Away, Support, Personal Sources of Strength, and Treatment. Each theme
held importance in the participant's recovery from MA and provided insight into their
journey in abstaining and being in recovery.

This research should provide valuable information for further research to be conducted on

this important health issue. The findings may also be used to assist others who want to enter

recovery but do not know how, or what may help them.
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Chapter 1

Introduction

Methamphetamine has had a great deal of publicity, with some of the headlines, images and
news reports providing insight into some of the harm that use of this drug has been
associated with. Recent headlines in New Zealand such as “Fleet double murder” in which an
uncle and nephew were killed in 2017 after a botched methamphetamine cook (Owen,
2019), and “Meth psychosis blamed as man accused of killing his mum and torching her
house” (Weekes, 2019), highlight the crimes that have allegedly been associated with

individuals under the influence of methamphetamine.

Methamphetamine (MA) is a synthetic drug which is a member of a family of drugs known as
central nervous system (CNS) stimulants, titled amphetamine-type stimulants (ATS),
comprised of amphetamines-group substances (primarily amphetamine, methamphetamine,
ecstasy and methcathinone). Other drugs in this class include cocaine, ephedrine, and
methylphenidate (Weisheit & William, 2009). MA comes as a clear, crystal-like compound or
as a powder that can be used by snorting, injecting, inhaling or ingesting. The powder can be
ingested orally or by inhaling via the nostrils, and the crystal compound is normally smoked
through a glass pipe. Methamphetamine powder or crystal can also be made into a solution

and injected or inserted in the anus and absorbed via the anal mucosa (Fields, 2017).

MA is a substance that does not occur in nature and must be synthesized in a laboratory.
There are many street names including speed, crank, crystal, ice, meth, chalk, chicken
powder, peanut butter-crank, go-fast, crystal meth, shabu-shabu, glass, go qgip, and chris
depending on the geographical area, the dealer and the form, crystal versus powder (Fields,
2017). Despite legal restrictions that countries have imposed on methamphetamine, it is one
of the most frequently used drugs worldwide and is recognized as an important health issue

(United Nations Office on Drugs and Crime (UNODC), 2019).

Providing effective treatment for MA dependence is a growing need. There is knowledge
that can be readily sourced on what the drug is, its effects, how it is manufactured, the

seizure rates and trafficking of the drug, but less is known about the treatment options and



how well these are working. It has been established that there is a need to look further at

treatment options and recovery (Stoneberg, Shukla & Magness, 2017).

If we would like to reduce the spread of MA misuse and have success in treatment and
recovery from MA dependence, we need to identify what past users themselves view as
having helped them beat the addiction. Service users have detailed knowledge and
understanding of their own health status, support needs, and aspirations. These individuals
know better than anyone else the pains and struggles of addiction and the excitement of
successes and hold the understanding that could perhaps provide the information required to
understand what strategies, approaches or treatment would be helpful for recovery from MA

(Bloom, 2016).

Therefore, the aim of the research is to gain insight into the strategies, approaches or
treatment that have been deemed helpful by individuals who identify as being ‘in recovery’
from methamphetamine dependence and have abstained from methamphetamine for six

months or more.

| begin with a personal account of why | decided to conduct this research, then the remainder
of the introduction provides relevant background on the health issue (history, the global issue
with MA, health consequences), the nature of drug dependence (definition, diagnosis, models
of drug dependence) and the experience of drug dependence and recovery (treatment

options, experiences of recovery, drug dependence and recovery in New Zealand).

1.1 Background of Research

| have become increasingly aware over the last few years of the MA problem within New
Zealand. From my own experience working in an organization dealing with clients that have
mental health issues in New Zealand, | noted that many of these individuals had drug issues
and | gained first-hand insight into the difficulty for some who were seeking appropriate
treatment for MA use. It was difficult for them to find appropriate treatment services and
they presented with a devastating form of dependence, that had led them on a downward
spiral, and caused much destruction within their lives. MA stands out as a drug that has
severe consequences and causes much harm and distress to the user, and also to the user's

family, friends, and the wider community.



It was this insight from clients, the media, and individuals that | personally knew of or had
heard about becoming affected by MA, and the harm caused in communities from MA, that
led me to want to conduct research on this phenomenon of concern. | carried out a
literature review to see what research had already been conducted on MA. | found available
literature on what MA is, how it is used, initiation of use, and the effects of MA, but there
had been less attention on treatment options and successful recovery outcomes. Most of
the studies had been conducted overseas, and there was little to be found about recovery
from MA in New Zealand, or the meaning of this from a consumer perspective. It became
evident that there was a need for further research on recovery from MA and that the

scientific field could benefit from this.

This prompted me to conduct an exploratory study and gain insight from individuals who
have lived experience of identifying as being ‘in recovery’ from MA dependence to see what
approaches have helped or contributed to their journey of recovery, in the hope that this
would provide useful information for the scientific field. It was my hope that this research
could potentially provide data that would prompt further research on the area of treatment

and recovery.

1.2 History of Methamphetamine

Amphetamine was first produced in Germany in the late 1880s and has been named the
‘parent drug’ of methamphetamine, which was first synthesised in 1919, by a Japanese
scientist (National Institute on Drug Abuse, 2018a). Amphetamine and methamphetamine
produce similar physiological responses, but methamphetamine differs from amphetamine
in that, at comparable doses, much greater amounts of the drug get into the brain, making it
a more potent stimulant which has longer lasting and more harmful effects on the central
nervous system. MA is also easier to make, and the powder is soluble in water, making it

allowable for injection (Narconon International, 2019).

Nothing was done with the drug from its synthesis until the late 1920s when it was seriously
investigated as a cure or treatment for nearly everything from depression to decongestion.
In the 1930s amphetamine was marketed by an American pharmaceutical company Smith,
Kline and French as an over the counter inhaler to treat nasal congestion, named Benzedrine

(Weisheit & William, 2009).



During World War two, German pharmaceutical company Temmler marketed
methamphetamine tablets as a non-prescription drug under the name Pervitin. This was
provided to Japanese, American, British and German military personnel, as the drug
produced adrenaline, heightened alertness and a willingness to take risks, and therefore the
soldiers would use it to enhance endurance and ward off fatigue for long campaigns.
American pilots also swallowed ‘pep pills’ newly marketed as ‘methamphetamine’ by global

manufacturer Burroughs Wellcome (Roll, Rawson, Ling & Shoptaw, 2009).

When the war finished in 1945, ample supplies of the drug were available. In 1949, New
Zealand drug companies, like their counterparts in Britain and America, began marketing
pure amphetamine as an appetite suppressant. There was cause for concern when reports
emerged among long-term users displaying paranoid and psychotic behaviours. Despite this,
through the 1950s local amphetamine use continued virtually unregulated as new varieties,
such as the Burroughs Welcome global brand Methedrine, came on the market. The drugs
on the market came under scrutiny in New Zealand when a New Zealander shearer died
after taking Benzedrine to increase his chances when attempting the world shearing record.
In 1956 the annual conference of hospital matrons at Invercargill requested the health
department to impose some sort of control of the sale of slimming pills and that they be

made available only by medical prescription (New Zealand Drug Foundation, 2016).

The pattern changed markedly in the 1960s with the increased availability of injectable
methamphetamine and the US government began to impose restrictions, making use illegal
by 1971. The 1970 Controlled Substances Act severely restricted the legal production of

injectable MA, causing its use to decrease (Covey, 2007).

In the 1980s the US began to tighten regulations around the use and sale of ephedrine, a
pharmaceutical precursor used to make a crystal form of MA. As a result, illegal
methamphetamine laboratories turned to an easier to obtain precursor, pseudoephedrine, a
chemical found in many cold medicines (Covey, 2007). This is around the same time that
New Zealand was drawing up regulations to ban amphetamines, finally restricting their

supply to hospital pharmacies (New Zealand Drug Foundation, 2016).

Despite the tightening of regulations, MA use exploded in the US in the early 1990s.
Between 1994 and 2004, MA use rose from just under 2% of the US adult population to

approximately 5% (Halkitis, 2009). Mexican drug trafficking organizations set up large



laboratories in California and from there it spread across the US and into Europe, through

the Czech Republic and other parts of the world (Halkitis, 2009).

New Zealand's MA problem developed from the late 1990s and the growth in use was not
identified or responded to swiftly enough, allowing for speed of drug market development
with a high prevalence rate among the population. Methamphetamine laboratories were
established in New Zealand in the early 2000s, and by 2005 the drug was truly established in

New Zealand society (New Zealand Drug Foundation, 2016).

1.3 Global Aspects of Methamphetamine

Methamphetamine has been recognized as one of the most frequently used drugs
worldwide, and an important health issue that requires close attention. International
organisations such as the International Narcotic Control Board (INCB), United Nations Office
on Drugs and Crime (UNODC), and the European Monitoring Centre for Drugs and Drug
Addiction (EMCDDA) work to produce accurate statistics at an international level on
prevalence of use, production and manufacturing, costs associated with drug use, drug
seizures and arrests, drug trafficking and more. These organizations work in collaboration
and exchange information and knowledge, in order to enhance understanding of the global

drugs phenomenon (European Monitoring Centre for Drugs and Drug Addiction, 2018).

Information from these international organizations, as well as other sources, have been used
in this chapter with the focus of providing insight into MA trends from the time period of
1990 to the present. It needs to be noted that, when providing information on MA, data and
statistics are often representative of the amphetamine group substances ATS, but statistics
solely on MA are reported on where possible. The information provided will look at global

trends, while also providing information specific to New Zealand.

From its explosion of use in the 1990s, there was a continuous increase in amphetamine and
MA production, with production peaking in 2000. China and Thailand together accounted for
70% of global meth seizures in 2000-2001 and seizures from other Asian countries added
another 15% of the world total (UNODC, 2017). It had been identified through the UNODC
2001 World Drug Survey that East and South East Asia had high levels of MA use, with
Thailand ranking the highest, and Australia ranking second before America and Europe

(UNODC, 2001). The import of MA into Australia started in the late 1990s and large-scale



shipments occurred from 2000/2001 allowing for an increase in supply and demand
(European Monitoring Centre for Drugs and Drug Addiction, 2018). The Philippines also
reported especially high use of MA, with an astounding 92% of all clients in treatment for
drug abuse suffering from MA related problems in 1999, and an established link between

the rising levels of use and unemployment being a cause for serious concern (UNODC, 2001).

The UNODC 2003 Global Drug Survey reported an estimated 34 (0.8%) million individuals
had abused amphetamines, which was a slight increase on the previous year, with the
highest abuse rates coming from the same countries; East and South-East Asia, Europe now
taking second place, followed by Australia and the United States (UNODC, 2003).
Amphetamines were accounting for approximately 10% of treatment needs on a global level,
and the number of globally dismantled laboratories used to produce MA had steadily
increased from 547 in 1990 to 17,853 in 2004. An overwhelming amount of the laboratories
were dismantled in North America, mainly the United States, and to a lesser extent, Mexico.
They were also dismantled in East and South-East Asia, South Africa, and Oceania (UNODC,
2004).

The issue of MA in New Zealand, as in other countries, had steadily increased since the late
1990s and New Zealand's dismantled laboratories increased from 1 in 1998 and 9 in 2000, to
201 in 2003, before lessening to 182 in 2004 (UNODC, 2004). This caused a change in
legislation with MA being reclassified in New Zealand in 2003 as a Class A drug, which gave
police greater search powers and the ability to impose longer prison sentences. An
increasing number of New Zealanders receiving treatment for drug abuse were identifying
MA as their primary drug of abuse with 10% of treatment episodes in 2004 involving MA,
and MA being identified as the third most commonly abused drug in New Zealand, following

alcohol and cannabis (New Zealand Drug Foundation, 2016).

The global trends for prevalence of use indicated a slow rise from 2000 to a drastic increase
in 2005, with stabilization of prevalence then occurring in the 2006-2008 period. This was
attributed to the control programmes, prevention programmes, and growing awareness of
the risks associated with MA. The ephedrine and pseudo-ephedrine needed for MA
manufacture were also much more difficult to source than in the later 1990s and early 2000s

when the market was rapidly expanding. The reduced availability of pseudoephedrine-based



cold medicines, combined with sustained law enforcement seemed to have had a dramatic

impact upon domestic manufacture of MA in America especially (UNODC, 2008).

By 2008, the 2008 UNODC World Drug Report stated that approximately 20 million
individuals used amphetamines within the last year, of which an estimated 15 or 16 million
were using MA. This figure was similar to that for heroin or cocaine at a global level for 2008
data, for the first time in many years, as MA usually exceeded global levels of these drugs.
The problem use of MA in Oceania was still documented as high despite signs of a declining
trend, and still reported as one of the highest in the world with the prevalence of
amphetamine use in Australia at 2.7% among the population aged 15-64 in 2007 and New
Zealand at 2.1% or approximately 80,000 among the population aged 16-64 (UNODC, 2008).
The New Zealand Arrestee Drug Abuse Monitoring programmes measure drug and alcohol
use among people who have recently been detained by police and New Zealand found MA
the second most commonly detected drug (10%) in 2008. (UNODC, 2010). MA related
convictions in New Zealand rose significantly from 2004 when there were 1167, to 2009
when there were 2435. In 2009, the New Zealand government launched the
Methamphetamine Action Plan, a response to the reportedly large number of MA users at

that time (European Monitoring Centre for Drugs and Drug Addiction, 2018).

By 2015 national experts considered MA to be the most used drug in China, Mexico, Japan,
Philippines, and Singapore. Quantities of MA seized increased by 12 percent to a record high
of 158 tons. The amount of MA seized had been increasing over the last few years, likely as a
result of increased law enforcement, but it was also a reflection of a growing market for the
drug. In Oceania, quantities of MA seized increased in New Zealand from 15kg in 2013 to 0.4

tons in 2015 and in Australia from 2.3 tons to 5.4 tons over the same period (UNODC, 2015).

The New Zealand Drug Harm Index explores the costs and harm of drugs at a personal level
and community level. It stated that in 2014/15 amphetamine-type stimulants caused a
personal harm cost of $256 million and a community harm cost of $92 million. There was
$16 million put towards intervention costs and, in comparison with other drugs, this was the
second highest overall, with the highest being cannabinoids. The government put $15 million
into initiatives to reduce the drug in 2016 but the New Zealand Police have reported that the
availability of the drug has increased, and they have not been able to tackle the issue or have

success in reducing it. Documents released to the press show police seized more than twice



as much methamphetamine in 2016 than any other year but this has had no effect on the

availability of the drug (Meth Xpert NZ, 2019).

Up until 2016 New Zealand methamphetamine was mainly coming into the country from
China and South East Asia. Since then Mexico has manufactured to New Zealand, having
identified New Zealand as paying a high price for MA. To indicate the mark-ups and profit
margin comparisons, in Mexico you can get 1kg of MA for $1000, the USA pays $5000-$7000
for 1kg, and New Zealand pays $150k-$200k for 1kg. This kind of mark-up was tremendous
(New Zealand Herald, 2019). The global drug survey did not show clear data for New
Zealand, but the New Zealand Health national survey (New Zealand Ministry of Health, 2016)
found 0.9% of New Zealanders (aged 16-64 years) reported using amphetamines in 2014/15,
similar to rates found in 2011/12 and 2012/13. The most recent New Zealand Health Survey
2015/16 found that participants aged between 25-34 had the highest prevalence of
methamphetamine use (2.4%), followed by 16-24 years (1.6%) and lowest in 55-64 years
(0.3%). Male use was significantly higher than female at 1.7% versus 0.6% for females. Maori
were found to have used more than non-Maori with 2.9% of Maori adults using, compared

with 1.3% non-Maori (New Zealand Ministry of Health, 2016).

In 2016 the new president of the Philippines, Rodrigo Duterte, introduced the ‘war on drugs’
in which he vowed to eradicate drugs and individuals who used drugs by any means possible,
including death. Since taking office on June 30, 2016, the anti-drug campaign had led to the
deaths of over 12,000 Filipinos by the end of 2017, and in 2018 the president vowed to
continue his murderous campaign (Human Rights Watch, 2018). About 275 million people
worldwide, which is roughly 5.6% of the global population aged 15-64 years, used drugs at
least once during 2016. 192 million used cannabis, 34 million used opioids, 34 million used
amphetamines and prescription stimulants, 21 million used ecstasy, 19 million used opiates
and 18 million used cocaine in 2016 globally. These statistics showed an increase had

occurred in the use prevalence of global amphetamine use (UNODC, 2018).

The 2017/18 New Zealand Health Survey results for amphetamine use in the past 12 months
indicate a prevalence of 0.7%, which is an estimated 26,000 adults. This is a lower
percentage than 2015/16. The survey found that participants aged between 24-34 (1.5%)
had the highest prevalence, followed by 15-24 (1%), and 55-64 (0.1%) had the lowest, which

shows the same pattern as in past surveys. Maori use (2.3%) remains comparatively different



from non-Maori use (0.7%). The most recent government statistics show that the overall
numbers of people who use MA in New Zealand have remained relatively consistent in the

past five years (New Zealand Drug Foundation, 2018).

Anecdotal evidence suggests MA use is more concentrated in some communities than others
and although overall usage of MA is low at a population level, misuse of the drug remains a
serious concern, particularly in some communities (New Zealand Drug Foundation, 2018).
Analysis of drug metabolites in wastewater has found rates of MA use in Whangarei are two
to four times higher than in Auckland or Christchurch, which is consistent with anecdotal
reports of high rates of use in Northland. The results showed an overwhelming dominance of
MA with nationwide use equating to $1 billion a year and an estimated $20 million per week
in social harm. The Assistant Commissioner of Police described the data as the "best

information New Zealand has ever had" (Beynen, 2019).

ATS were the second most commonly used class of illicit drugs globally in 2018 and the
decline in levels of use reported at the start of the decade in some regions of the world, had
been reversed in recent years (O'Donnell et al., 2018). The 2018 World Drug Report (UNODC,
2018) indicates that markets for MA are extending beyond the usual regions and continue to
rapidly grow, despite successes in shutting down popular trading platforms. Every year it
seems there is an increase in seizures and a new record for the largest seizure number,

however, MA continues to be one of the leading drug issues in many parts of the world.

So, what is methamphetamine doing to people? What sort of effects does it have on an
individual's level of functioning, health and wellbeing, and what are the symptoms of such a

substance? The next section provides information on the effects of MA.

1.4 Health Consequences of Methamphetamine Misuse

Individuals use MA for reasons which can include physical or mental performance
enhancement, experimentation as a social activity, escapism from inner issues, or through
peer pressure. There are aspects of an individual's environment, biology or own personality
and genetic makeup that can cause them to be more susceptible to the drug. This can
include mental illness, socioeconomic status, social relationships, culture/ethnicity,

hereditary predisposition, and trauma-related events (New Zealand Drug Foundation, 2018).



Central nervous stimulants such as MA act upon neurotransmitters, which are chemicals that
send information between brain cells. MA targets three neurotransmitters: dopamine,
serotonin, and norepinephrine and all three play a role in the effects of the drug. Dopamine
influences body movement, memory, attention, problem-solving, core body temperature,
hunger, mood and the pleasure centres of the brain. Serotonin acts on influencing mood,
sleep, sexuality and appetite and norepinephrine plays a large role in attention and ability to
concentrate (Weisheit & William, 2009). When identifying MA users, some of the common
characteristics include signs of agitation, excited speech, decreased appetites and increased
physical activity levels. Common symptoms include dilated pupils, high blood pressure,
irregular heartbeat, chest pain, shortness of breath, nausea and vomiting, diarrhoea, and

elevated body temperature (Halkitis, 2009).

MA is a powerfully addictive stimulant that poses a great risk to overall wellbeing. MA has a
short half-life (rate of time it takes for half of the drug to no longer be in the bloodstream)
and therefore the user will often repeat use, which results in the onset of rapid dependence
in comparison with other drugs such as alcohol. The cross over from the initial time an
individual uses MA to when they reach loss of control and become dependent on the drug
can be rapid for MA users, and generally the dependence on the drug occurs and takes a
hold of the individual's life long before they acknowledge it or can see what has happened

(Halkitis, 2009).

Gordon & De Jong (2018) state that once this dependence on the drug has occurred,
tolerance to the drug develops quickly, with users needing to increase their dose, which in
turn leads to magnification of the side effects. The seven stages of MA that individuals who

have developed dependence tend to go through are:

1. High amounts of dopamine in the brain creates rush, excitement, and pleasure. This

lasts 30 minutes.

2. High —focused and awake and gets a false sense of importance and intelligence. This

lasts for 4-16 hours.

3. Binge - uncontrollable use of MA until nothing creates the high anymore. Lasts 3-15

days.
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4. Anger, rage, and hallucinations take control. This stage is the most dangerous lasting

hours or days.

5. Sleep — body function shuts down and the body enters a state of deep sleep, lasting

1-3 days.

6. Hangover — exhaustion, dehydration, and hunger cause mental and emotional

damage, lasting 2-5 days.

7. Withdrawal happens or goes through the cycle again.

Heavy use can result in neglect of self-care routines such as sleeping, eating, personal
hygiene and exercise, which can lead to sleep deprivation, malnutrition, and dental damage.
Long-term use can cause anxiety, depression, and damage to the nervous system and
susceptibility to infectious disease. The lack of sleep can induce drug psychosis, and
intravenous use increases the risk of contracting diseases such as HIV/AIDS (Gordon & De
Jong, 2018). Users can have occasional episodes of sudden and violent behaviour, intense
paranoia, visual and auditory hallucinations. There can also be a tendency to compulsively
clean and groom, and repetitively sort and disassemble objects such as cars and other
mechanical devices or to spend hours invested in a hobby that includes use of the user's own

handy work and concentration (Halkitis, 2009).

These effects have a devastating effect on an MA user's life as they often neglect their
families, friends, and communities, and become burdens to society instead of contributing
members. They then often lose their jobs, money, and family and can hit ‘absolute rock
bottom’ before realizing they need to do something about the crippling effects this drug has

had on their lives (Roll et al., 2009).

11



Chapter 2

The Nature of Drug Dependence

2.1 Definition of Drug Dependence

The definition of addiction or drug dependence and the difference between the two can be
difficult to understand. Some organizations have different definitions, use the words
interchangeably or even abandon both terms altogether. In this research, the terms
‘methamphetamine misuse’ and ‘drug dependence’ are mainly used in place of ‘addiction’,

as these are less derogatory terms.

When the term drug dependence or addiction is used, this usually refers to a physical or
psychological dependence on a substance. Drug dependence is marked by a change in
behaviour caused by biochemical changes in the brain after continued substance abuse and
characterized by the symptoms of tolerance and withdrawal. While it is possible to have a
physical dependence without being addicted, addiction is usually not far from being reached.
It is also possible to have psychological dependence, without physical dependence, as it
depends on the type of drug used as to how the addiction and withdrawal symptoms work

(Addiction Centre, 2019).

Addictions are persistent and drive individuals to continue to take substances that are
harmful to them. Although addiction used to be thought of as a sign of moral weakness, it is
now understood by the majority of organizations and providers working with drug use as a
condition that is caused by changes in the brain due to the use of addictive substances.
Addictive drugs stimulate pleasure and motivation pathways in the brain much more
strongly than natural rewards and therefore repeated exposure to these drugs can cause the

brain to prioritize substance use over normal and healthy activities (Drug Abuse, 2019).

2.2 Diagnosis

The term diagnosis means to identify the condition, disease, disorder or presenting problem.
It has been established that MA is a highly addictive substance and when abused regularly it
is possible for someone to become dependent on it. This means that the person is unable to
control how much and how often they use it, they develop a tolerance to it, and they

experience withdrawal if they try to stop using it (Roll et al., 2009).
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When individuals disclose their MA use to a health practitioner, screening and assessment
are initially important so that knowledge can be gained on current and past MA use, other
drug use, level of dependence, physical and psychological health, withdrawal factors, social
factors, trauma history and readiness for change. Gathering this information is important
because it provides the background needed in order to help establish whether there is a
drug dependence issue and the level of treatment that would be required. Alongside this
information, in order to make a formal diagnosis, the American Psychiatric Associations

Diagnostic and Statistical Manual is used (Gordon & De Jong, 2018).

The American Psychiatric Association's Diagnostic and Statistical Manual of Mental Disorders
(DSM) is a diagnostic guide used for psychiatric diagnoses, drug dependence disorders, and
disabilities. The DSM-5 is the fifth and latest edition, which was created with more than 400
experts from 13 different countries and was published in 2013. The DSM-5 recognizes
substance-related disorders resulting from the use of nine separate classes of drugs: alcohol,
caffeine, cannabis, hallucinogens, inhalants, opioids, sedatives, stimulants (including
amphetamine-type substances such as methamphetamine) and tobacco (Hartney, 2018).
The American Psychiatric Association's Diagnostic and Statistical Manual of Mental Disorder,
fourth edition, had amphetamine use disorder and cocaine use as separate drug
dependence disorders but these have been combined into a single stimulant use disorder in
DSM-5. This change was made from the previous DSM-IV due to the similarity of effect for
amphetamines and cocaine (American Psychiatric Association, 2018). In order to meet
criteria for an MA related substance disorder (classified as a stimulant use disorder) the

criteria in the diagnostic manual are as follows:

A pattern of an amphetamine-type substance, cocaine, or other stimulant use leading to

clinically significant impairment or distress, as manifested by at least two of the symptoms in

Table 1 (American Psychiatric Association, 2018) below, occurring within a 12-month period.

A mild stimulant use disorder is defined as the presence of two to three of the

symptoms.

A moderate stimulant use disorder is defined as the presence of four to five of the

symptoms.
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A severe stimulant use disorder is defined as the presence of six or more of the

symptoms.

Table 1: DSM-5 Criteria for Substance Use Disorders

The stimulant is often taken in larger amounts or over a longer period than was

intended

There is a persistent desire or unsuccessful efforts to cut down or control

stimulant use

A great deal of time is spent in activities necessary to obtain the stimulant, use

the stimulant, or recover from its effects

Craving, or a strong desire or urge to use the stimulant

Recurrent stimulant use resulting in a failure to fulfil major role obligations at

work, school, or home

Continued stimulant use despite having persistent or recurrent social or

interpersonal problems caused or exacerbated by the effects of the stimulant

Important social, occupational, or recreational activities are given up or reduced

because of stimulant use

Recurrent stimulant use in situations in which it is physically hazardous

Stimulant use is continued despite knowledge of having a persistent or
recurrent physical or psychological problem that is likely to have been caused or

exacerbated by the stimulant

Tolerance, as defined by either of the following:

e A need for markedly increased amounts of the stimulant to
achieve intoxication or desired effect
e A markedly diminished effect with continued use of the same

amount of the stimulant




Note: This criterion is not considered to be met for those taking stimulant
medications solely under appropriate medical supervision, such as

medications for attention-deficit/hyperactivity disorder or narcolepsy.

Withdrawal, as manifested by either of the following:

e The characteristic withdrawal syndrome for the stimulant (refer
to Criteria A and B of the criteria set for stimulant withdrawal, p.
569).
e The stimulant (or a closely related substance) is taken to relieve
or avoid withdrawal symptoms.
Note: This criterion is not considered to be met for those taking stimulant
medications solely under appropriate medical supervision, such as

medications for attention-deficit/hyperactivity disorder or narcolepsy.

It is important for health practitioners when conducting an assessment, screening tool or
making a diagnosis, to ensure it is culturally appropriate. It is important for the health
practitioner to have insight into what the individual's culture is and the cultural norms that
surround this. For example, careful information gathering is required to determine the
presence and content of delusions and hallucinations because when unusual beliefs or
sounds (e.g., spirits) are described by indigenous people, it may be that these thoughts are

part of their cultural beliefs so the content should be carefully checked (Jenner & Lee, 2008).

The withdrawal symptoms that are experienced by MA users, even after long periods of
abuse, do not include physical withdrawal symptoms like vomiting and shaking. MA use
creates more of a psychological dependence than a physical dependence and therefore
withdrawal is more likely to produce psychological symptoms such as depression, anxiety,
and cravings (Drug Abuse, 2019). Dependence and addiction are medically treatable
conditions. The goal is to separate the individual from the drug in a slow and controlled way

to allow the body to readjust to a normal level of functioning (Drug Abuse, 2019).
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2.3 Models and Theories

Models and theories of drug dependence are used to identify causes and explanations for
the development of substance use and addiction. These have been useful in providing a
framework for clinicians in understanding addiction, guiding treatment approaches, and
influencing how they work with clients and collaborate with colleagues (McCrady & Epstein,
2013). No single theory is sufficient in explaining drug dependence and therefore we look at
a range of theories which provide different explanations for the factors and elements
involved. There are a large number of theories and models that have been proposed by
certain authors to help shape and understand practice, and therefore they cannot all be
given mention, but this section provides a sample of some of the most dominant theories in
the field. The main theoretical models of drug dependence essentially fit into four
frameworks: Biological, Psychological, Sociological and Biopsychosocial (Teesson, Hall,

Proudfoot & Degenhardt, 2012; Goode, 1993; Rassool, 2009).

Biological

The biological theories of drug dependence focus on physiological and genetic factors and
include the Disease, Genetic and Neuroscientific theories. Disease Theory dates back to the
1880s when it became popularized through the development of Alcoholics Anonymous (AA)
through the efforts of Bill Wilson. In the 1970s, the medical community and treatment
professionals incorporated the Disease Theory into treatment programmes (Margolis &
Zweben, 2011). This theory states that addiction is caused by a physiological deficit making
the person unable to tolerate the drug. Certain races of individuals are more susceptible to
certain drugs than other people. For example, some individuals may be highly responsive to
the effects of MA after trying it once and develop a fast dependency, whereas some do not
experience this. There are differences in individuals' levels of responsiveness to the drug due
to the differing levels of reinforcement experienced, and the differences in the ability to

physiologically deal with the drug's effects (Fisher & Harrison, 2013).

Disease Theory states that diseases are incurable, progressive and fatal if left untreated. The
theory states that if the individual has the disease, it never goes away, and no treatment
method will allow the addict to use again without the danger of a return to problematic use.
Therefore, the aim of treatment is abstinence from all substances, as the belief is that

ingestion of drugs, even small amounts, leads to loss of control (Lewis, 2014). The theory has
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been challenged and criticized for being theoretically weak and unscientific, but the Disease
Theory is considered more humane than some theories and has allowed for less blame to be
placed on the individual with drug dependence which has enabled drug users to seek and

receive treatment without fear of stigmatisation (Lewis, 2014).

Genetic Theory states that individuals have a genetic predisposition and vulnerability to
using and developing dependence on drugs. Many of the studies testing this have been
based on alcohol, rather than other drugs such as MA, and the degree to which genetic
factors play a part in drug dependence needs further investigation, but a number of studies
have been conducted in the form of family studies, adoption studies and twin studies. These
studies have suggested that drug dependence is linked with genetic or induced biological
abnormality of a physiological, structural or chemical nature and, depending on the
substance, 40-70% of the risk in developing dependence can be attributed to genetic factors
(Rassool, 2009; Teesson et al., 2012). Experts have discovered many loose relationships
between genes and addiction but none definitive enough to declare a single gene
responsible. There has not yet been a single way found to diagnose or provide prevention

that is based solely on genetics (Fields, 2017).

Neuroscientific theories focus on the effects that drugs have on the brain. Neuroscience with
the aid of neuroimaging is gradually revealing how the brain changes as a consequence of
regular drug use (Fraser, Moore & Keane, 2014). Different drugs have different effects on
the brain, and with regards to MA Teesson et al. (2012) state that “MA directly stimulates
the release of dopamine independently of neuronal excitation. MA also inhibit the reuptake
of the catecholamines and directly stimulate catecholamine receptors, increasing overall
activity” (p. 37). Despite different drugs having different primary actions on the brain, there
are two major pathways which have been implicated as being common to the effects of
most drugs of dependence and these include the dopamine reward system and the
endogenous opioid system (Teesson et al., 2012). Some addictive drugs, such as MA,
produce more than 10 times the dopamine that is released naturally, making drug use
pleasurable and rewarding. Dopamine responses decrease with chronic drug use as neural
pathways adapt to the drug use and the brain responds to overstimulation by decreasing the
number of neurons that are able to respond to dopamine which reduces the overall

responsiveness of the dopamine reward system.
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After drug taking ceases, the decreased responsiveness of the dopamine system explains the
sense of withdrawal, depression, and lows that often follow (Fraser, Moore & Keane, 2014).
The brain's endogenous opioid system is also involved with the increased dopamine levels
and providing rewarding effects, but also has other functions including reducing pain,
developing tolerance to the drug, and dysregulation when the drug is removed from the
system (Teesson et al., 2012). Fraser, Moore & Keane (2014) explain the differences in the
two systems by stating “The dopamine reward system is said to be associated with the
incentive, preparatory aspects of reward, which are experienced as thrill, urgency, or craving
whereas the opioid system is associated more with the hedonic aspects of reward, such as

the feelings of enjoyment that follow use of a drug” (p. 38).

Psychological

Psychological theories can be grouped into Psychoanalytic, Personality and Behavioural
Theories. Psychoanalytic Theory derives from the work of Sigmund Freud, who is famous for
discussing the human mind and its role in unconscious behaviour. This theory suggests that
individuals are driven by unconscious drives and that, developmentally, individuals go
through a series of psychosexual stages as children, with drug dependence being attributed
to conflicts in these stages of development, sensual satisfaction (avoidance of pain and
anxiety), and conflict among the id, ego, and super-ego. The id is the biological component
of the personality that includes one's instincts, such as sexual and aggressive drives and
hidden memories. The super-ego operates as a moral conscience and the ego is the realistic
part that mediates between the desires of the id and the super-ego (Rassool, 2009). Drug
use is used to provide relief and the hypothesis states that, rather than simply seeking
escape and euphoria, individuals are attempting to medicate themselves for a range of
painful emotional states (Margolis & Zweben, 2011). There are major methodological
problems with psychoanalytic studies and limited empirical evidence has been found to
support the theory, but Freud's Psychoanalytic Theory has formed the basis for many other

current theories (Rassool, 2009).

Personality Theory states the importance of personality traits in the formation and
maintenance of dependence and asserts that there are certain personality traits that change
the likelihood of an individual becoming dependent on drugs (Rassool, 2009). Hans Eysenck
proposed a psychological ‘resource model’ in which drug dependence develops in order to

fulfil a certain purpose that is related to the individual's personality. Eysenck suggests there
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are three major and independent personality dimensions: P (psychoticism), N (neuroticism)
and E (extraversion) and that for some individuals drug-taking behaviour holds benefits,
even though it also produces negative consequences. Psychoticism refers to character traits
such as aggression, impersonality, and impulsivity. Neuroticism refers to moodiness,
irritability, and anxiety and extraversion refers to talkativeness, assertiveness, and
excitability (Teesson et al., 2012). Some theorists argue that individuals have an ‘addictive
personality’ and longitudinal studies of children have found that, in general, adolescents
who are rebellious are more likely to use drugs. These studies suggest that personality

vulnerabilities may lead to later drug use (Teesson et al., 2012).

The Learning and Behavioural theory states that individuals learn through
observation/reinforcement and direct experiences. Individuals learn through observation
that substances can be used as a form of coping, with stress, depression, anxiety or anger, to
feel more relaxed or sociable, or to escape the pain. This can be observed through family,
the media, friends, etc. For example, as children, they may observe their parents coping with
stress, depression, anxiety or anger by drinking alcohol or smoking cigarettes. Substance
misuse is a maladaptive coping mechanism but is common due to the effects that substances
can have on altering an individual's state of mind. That teaches others who are observing

this behaviour that substance use is a way of coping (Fields, 2017).

Individuals who observe this behaviour and see the outcome may decide they would like to
try that as well. A lot of individuals haven't learned proper coping skills, so substance use can
appear to be an attractive option when observing others doing it. If there is enjoyment and
the substance use provides pleasure and reinforcement to want to repeat the behaviour,

then the individual likely will (Fields, 2017).

These individualistic approaches to understanding drug use have resulted in the Moral
Model. The Moral Model originated during the early 20t century. It was the predominant
theory of substance abuse up until the 1930s and has driven treatment programmes for
decades. A Moral Model has been advanced by practitioners, political leaders, and the
general public to the present day and states that addiction or drug dependence is the result
of moral weakness and a consequence of personal choice (Rassool, 2009). The theory
describes individuals as capable of making decisions whether they use the substance in a

problematic manner or not, and the theory states that individuals often use the substance to
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cover up their negative feeling state or underlying pain, which can include associated
character traits such as envy, anger, sadness, or pride. When individuals use the substance, it
allows these feelings to temporarily go away which reinforces the choice to continue this
action. Therefore, the more that the substance is used to escape the underlying problems,

the more dependence on the drug develops (Fisher & Harrison, 2013).

The Moral Model holds that it is important for the individual to have treatment in order to
work on the underlying problems and help them to live a fulfilling life, without making a
choice to use drugs. This theory has contributed to creating a stigma about addiction and
addicts and therefore is a controversial theory due to the confronting message it sends
around accountability and self-ownership of the issue (Fisher & Harrison, 2013). Disease
Theory differs from Moral Theory in that addiction is viewed as a primary disease and this
can, therefore, help to reduce the stigma that drug users feel with the Moral Theory (Fisher

& Harrison, 2013).

Sociological

Goode (1993) states that biological and psychological theories tend to emphasize
individualistic factors whereas sociologists tend to make broader, structural factors the focus
of their theories (p. 73). Theories that will be discussed include Sociocultural Theory, Social
Learning Theory and Social Control Theory. The sociocultural theory was created by Lev
Vygotsky and expands on the learning and behavioural theory by stating that the initiation of
addictive behaviours is supported by influences in the environment, media, and social
circles. The media is constantly trying to promote materialistic or luxurious items for
individuals to purchase, and the ‘popular’ or ‘cool’ looking cars, and fashion, are displayed
frequently in one's environment. There can be peer pressure in social circles to want to look
good or prove something to others by the number of items one has when in reality what

individuals truly need is a lot more basic (Fisher & Harrison, 2013).

The influences in one's environment can differ dramatically depending on the cultural
environment, and with regards to substance misuse some family or social circles may be
encouraging of this and some may not be, which can also impact on decision making.
Relapse is common if there is peer pressure from social circles to continue using. The Moral
Model explained drug dependence as a matter of personal choice caused by character

deficiencies, but this theory provides factors that are external to the individual and includes
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factors such as cultural, religious, family, social circles and psychological factors (Fields,

2017).

Social Learning Theory (SLT), theorized by Albert Bandura, suggests that drug use begins and
continues through modelling, positive and negative reinforcement, expectancies, and an
individual's own sense of self-efficacy (Margolis & Zweben, 2011). Modelling involves
observing and then copying that observed behaviour. Observing drug use by others allows
individuals to develop the sense that it is appropriate behaviour and learn how to
successfully perform such behaviours themselves (Margolis & Zweben, 2011). The extent to
which drugs are used or avoided depends on how reinforced or rewarding the behaviour
was, such as experiencing euphoria or pleasurable emotions from MA, or how much
negative reinforcement is experienced, such as comedowns and withdrawal symptoms
(Goode, 1993). Goode (2011) states “If the rewards or reinforcement outweigh the negative
reinforcement, the individual will develop, and continue to reinforce, patterns of drug
abuse”. Studies suggest that ‘expectancies’ can be a more powerful determinant of drug
effects than the actual physiological properties of the drug itself, and that most individuals
‘expect’ they will have positive reactions after using drugs in the sense that they expect they
will feel more socially assertive, competent, have pleasurable emotions and enhanced
experiences (Margolis & Zweben, 2011). The greater the level of self-efficacy an individual
has, the less likely they will respond inappropriately in a situation, and as a result individuals
in treatment learn how to effectively deal with their stresses and issues, and learn to
anticipate future stresses to avoid situations that may trigger states of stress and increase

the desire to use drugs (Margolis & Zweben, 2011).

Social Control Theory (SCT), as developed by Travis Hirschi in 1969, suggests there are four
major social bond elements: attachment, commitment, involvement, and belief. If
individuals attain these elements in their lives through the social bonds they have developed
within their families, communities, and environment then the theory suggests they are less
likely to commit deviant acts such as using drugs (Goode, 2011). Deviant acts result from an
absence of social control, weakened social bonds and SCT also argues that deviant behaviour
is caused by childhood upbringing and the lack of parenting that promotes children to learn
a sense of discipline and self-control (Goode, 2011). Walter Reckless, one of the first
theorists to discuss this theory after it was developed, proposed two types of control that

individuals use to restrain from committing deviant acts. These include inner containment
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and outer containment. Inner containment is restraint from within a person and outer
containment is a factor preventing a behaviour because of a factor within the environment.
For example, these would both be present in the case that the inner containment was
embarrassment, and the outer containment was a security camera being in place. These two
elements may prevent an individual from using drugs in the family home (Bowser, Word &

Seddon, 2014).

Biopsychosocial

The Biopsychosocial Model assumes biological, psychological and social factors contribute to
drug dependence and all three components are recognised under this model. Many models
of addiction could be criticized for failing to attend sufficiently to social and environmental
factors, but this model takes into consideration a broad range of factors and recognises that
biological, psychological and social factors are all important factors which interact in the
result of addiction (Rassool, 2009). The Biopsychosocial model provides a holistic approach
for health professionals to work with, and by adopting a multi-dimensional approach this
model has provided a new conception of drug misuse that focuses attention towards a new

set of questions about the nature and process of addiction (Rassool, 2009).
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Chapter 3

The Experience of Drug Dependence and Recovery

3.1 Treatment Options

Methamphetamine misuse is a global issue and multiple sources repeat that further
research is required to understand which approaches or treatments would be effective in
reducing the use of methamphetamine (Jenner & Lee, 2008). The 2018 World Drug Report
(UNODC, 2018) stated that drug treatment and health services continue to fall short with the
number of individuals suffering from drug use disorders who have received treatment
remaining low. According to the report, some 31 million individuals who use drugs suffer
from drug use disorders, meaning their drug use is harmful to the point where they may

need treatment.

The 2018 World Drug Report (UNODC, 2018) also reported international data that identified
that users of MA reported high rates of wanting to use less or to seek help, second only to
tobacco users. A survey in Australia of over 130 MA users reported that when given the
choice of who they would be most comfortable to seek help from, 38% chose friends or
family members, followed by 29-31% for health professionals such as a general practitioner

or psychologist (Gordon & De Jong, 2018).

Despite their desire to use less and seek help, in a review of treatment research Halkitis
(2009) states that MA users do not typically seek help until they present with severe
consequences. This is typically because they are enjoying the drug's effects too much to
want to seek help, and when things go on a downward spiral and they do seek help, they are
then highly addicted to the drug due to the prolonged use (Jenner & Lee, 2008). The
literature suggests there are a range of individual and service level barriers that can prevent
MA users from getting treatment. Barriers can include embarrassment or stigma, lack of
funding and resources, privacy concerns, lack of awareness regarding treatment options,
limited access to services, and lack of supports (Halkitis, 2009). Another big issue
undermining the success of MA treatment options is the significant shortage of providers
with expertise in this specific drug addiction and an unavailability of appropriate services

(Cannon, 2018).
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Services generally have a poor record of attracting MA users into treatment in the first place
(engagement) and keeping them in treatment (retention). However, research shows that
overall outcomes for MA users are improved by establishing a firm relationship (rapport),
family support for the user, greater treatment satisfaction, and longer retention in

treatment (McKetin et al., 2017).

To date, no one modality to treat MA dependence has been identified as fully effective,
either in community-based, clinical or research settings so this is already a barrier for
individuals to be integrated into an appropriate and successful treatment. However, there
are some treatment approaches with some evidence of efficacy, with further knowledge
required to understand what else may be helpful. At present, the Matrix Model remains one
of the most publicised and well-respected approaches to addressing MA addiction. Cognitive
Behavioural Therapy and Contingency Management are also well supported counselling-
based treatment approaches and studies show that the contingency management approach
can be useful in conjunction with the behavioural therapy as it allows the individual to

engage in other negotiated or contracted desirable behaviours (Weisheit & William, 2009).

The Matrix Model is an outpatient treatment approach that was developed in the United
States during the 1980s in response to an overwhelming demand for stimulant abuse
treatment services. This model was initially developed and applied with cocaine users and
was then adapted to be applied with MA users in the late 1990s (Cobzaru, 2010). This is a
comprehensive behaviour treatment approach that combines behavioural therapy, family
education, individual counselling, 12 step support, drug testing, and encouragement for
non-drug-related activities (Cannon, 2018). The Matrix Model has been refined over time
and is implemented through dialogue between a clinician and clients/families in an
outpatient setting. The focus is on developing insight through understanding how the drug
affects brain function as well as elements of relapse prevention, behavioural changes, family
communication, healthy environments and methods to use in maintaining abstinence

(Cannon, 2018).

Cognitive Behavioural Therapy (CBT) combines behavioural and cognitive strategies to aid
the client in changing thought and behavioural patterns. Cognitive behavioural strategies are
based on the theory that in the development of maladaptive behavioural patterns like

substance abuse, learning processes play a critical role. Individuals in CBT learn to identify
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maladaptive coping strategies and behavioural patterns by applying a range of different skills
that can be used to deter the dru