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ABSTRACT 

For the present study, the researcher used interpretative phenomenological 

analysis (IPA) to examine how those with a substance use disorder (SUD) who have 

received specialized treatment experience the language used to describe their condition. 

The researcher conducted semi-structured interviews with six participants who had been 

diagnosed with an SUD and received specialized treatment. The study explored two 

primary research questions: 1) How do those with an SUD make meaning of the language 

used to describe and discuss their condition and treatment? 2) What specific terms related 

to SUDs carry significant meanings for persons with SUD and how do they experience 

these terms and associated meanings? Following the analysis procedures of IPA, the 

researcher conducted a structural and textual analysis of the interviews. Emergent themes 

were clustered resulting in six superordinate themes: Contextual Factors Influence How 

Someone Experiences Language; Positive Language; Negative Language, Meaning, and 

Self-perception; Ways of Talking; Conversations as a Means for Healing; and Language 

as a Weapon. The discussion chapter of this dissertation provides clinical implications 

concerning treatment language as well as suggestions for future research concerning 

language describing the SUD experience.  

Keywords: Substance Use Disorder, Treatment, Addiction, Treatment Language, Implicit 

Bias 
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CHAPTER I 

 

INTRODUCTION 

 Researchers and politicians have identified substance-related disorders as a 

leading public health issue for the United States (Ashford, Brown, & Curtis, 2018b; 

Institute for Health Policy, 2001). Financial burden, in addition to the social and health 

related costs, impact not only individuals and families, but also communities across the 

nation (Botticelli, 2017). The National Institute on Drug Abuse ([NIDA], 2018) estimated 

that in 2007 substance-related disorders (tobacco, alcohol, and illicit drugs) exacted $740 

billion each year in lost work productivity, health care, and crime related costs. In 

addition to the aggregate costs to society, almost 23 million Americans who meet the 

diagnostic criteria for a substance-related disorder suffer more acute consequences 

(Substance Abuse and Mental Health Services Administration [SAMHSA], 2008; NIDA 

2018). Despite the considerable costs to individuals, families, and society, many 

individuals in need of treatment fail to receive services at a specialized facility. Estimates 

suggest that at best 10-11% of those in need of treatment, receive services at a specialty 

treatment center (SAMSHA, 2008; Center for Behavioral Health Statistics and Quality 

[CBHSQ], 2016). With over 20 million Americans, or 89% of persons with substance-

related disorders, failing to receive services, one wonders why so many individuals do 

not obtain services when studies have shown that effective interventions and treatments 

significantly reduce the burdensome costs to individuals and society (Rehm, Taylor, & 

Room, 2006).  

 Recent studies have revealed various reasons as to why those in need of treatment 

fail to receive treatment. SAMSHA (2008) conducted a national survey on health and 
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drug use in America in both 2007 and 2013 (CBHSQ, 2016). Data collected from 2004-

2007 revealed that of those who needed treatment for a substance-related disorder, felt 

that they needed treatment, and sought out treatment, close to 36% reported that they 

lacked health coverage or could not afford treatment. Others reported disinterest in 

treatment as 27% reported that they were not ready to stop using the substance, and 

12.5% reported that they felt they could resolve the problem without entering treatment. 

Some reported problems with treatment accessibility with over 10% lacking 

transportation, 7% not knowing where to go to receive treatment, and 8.1% reporting that 

there was no program available for their specific treatment needs. More interestingly, a 

significant portion of participants indicated that stigma played a factor, as 8.9% reported 

fearing that entering treatment might cause others in their community to hold a negative 

opinion and 7% worried that entering treatment would affect their job. For those who felt 

they needed treatment for alcohol or illicit drug use but had not sought out treatment, 

even more participants (11.1%) reported feeling concern that neighbors or their 

community would view them more negatively for receiving treatment, and 11.6% of 

participants worried that treatment would have a negative impact on their job. 

When the SAMSHA study was conducted again in 2013, findings indicated some 

shifts related to how stigma influenced those with substance-related disorders (CBHSQ, 

2016). There was a 1% drop in reasons related to stigma, as 10.7% of participants 

reported feeling concerned that treatment would have a negative effect on work and 

10.1% reported that receiving treatment might cause others to have a negative opinion 

concerning them. Furthermore, among those who made an effort to receive treatment, the 

2013 survey participants reported concerns about stigma only related to treatment 
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negatively impacting work (6.6%). However, when looking specifically at those in need 

of treatment for illicit drug use, the 2013 survey revealed that 15.9% (up from 14.4% in 

2007) felt concern about the negative opinion of neighbors and the community and 15.2% 

(up from 11.7% in 2007) felt that treatment might have a negative impact on work.  

More interestingly, stigma is not merely a societal formulation that persons in 

recovery face prior to treatment. Persons with substance use disorders (SUD) may find 

that even treatment professionals use language in a way that perpetuates stigma. Many 

health care professionals mirror the societal stigma of an SUD, as most negatively view 

patients diagnosed with an SUD (Van Boekel, Brouwers, Van Weeghel, & Garretsen, 

2013). Unlike other health disorders treated by healthcare professionals, those with an 

SUD find that treatment professionals use terms such as “dirty” or “clean” to describe lab 

tests as opposed to the universally and less judgmental terms “positive” or “negative” 

(Kelly, Wakeman, & Saitz, 2015; Olsen & Sharfstein, 2014). Such attitudes and use of 

language among treatment and healthcare professionals may pose a significant barrier to 

resolving this significant public health concern in America. 

Statement of the Problem 

As stigma has a negative impact on those who need and those who seek treatment, 

it is important to understand how negative views of SUDs are communicated to those 

diagnosed with an SUD. While behaviors are one means by which people communicate 

their attitudes or feelings toward another, language serves as the primary method in 

which individuals communicate. Language provides a delivery system for attitudes and 

information. Often, stigma is apparent in the language used to describe the reputation of a 

particular group (Kelly, Saitz, & Wakeman, 2016). Though many scholars have proposed 
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using more sensitive language in the description and treatment of those with substance-

related disorders, there is little research on the language used by SUD clinicians and how 

their language impacts clients/patients. One study that provides empirical evidence 

examined treatment language by focusing on the attitudes of treatment professionals and 

judgments of clients with an SUD (Kelly & Westerhoff, 2010). However, no studies have 

investigated how those with substance-related disorders and those in recovery think and 

feel about the language used by mental health clinicians in describing an SUD and the 

clients/patients who receive treatment for the disorder. To truly challenge the pejorative 

language that perpetuates stigma among this population, professionals and researchers 

must first understand the interpretations of those who have the lived experience of the 

stigma associated with SUDs.  

Significance of the problem. Recent research solicited the opinions of SUD 

treatment professionals concerning systemic barriers in treatment and revealed that 

treatment professionals advocate for stigma reduction (Ashford et al., 2018b). While 

stigma reduction sometimes refers to educating the general public, stigma reduction has 

often been tied to implicit bias in linguistics. To address the implicit bias in language that 

perpetuates stigma associated with the use of addictive substances, many seek to shift the 

language used to describe those who experience an SUD. Governmental institutions, 

advocacy groups, and editorial boards have advocated for the use of person-first language 

in reference to those with disabilities, or disorders, to deemphasize the condition and 

accentuate the humanity of the individual (Dunn & Andrews, 2015). For example, 

recommendations propose that one use the phrase “person with a substance use disorder” 

rather than “substance abuser” to describe someone who has been diagnosed with an 
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SUD (Kelly & Westerhoff, 2010). Similarly, others promote the use of the phrase 

“substance use disorder,” as opposed to the word “addiction,” to reflect language used in 

the Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5; American 

Psychiatric Association [APA], 2013). Although these language suggestions may be well 

intentioned, there is no empirical evidence from persons receiving treatment for an SUD 

to confirm that the new terms and principles guiding language use are positively 

influencing treatment. As mental health professionals, policy makers, and researchers use 

language as an avenue to influence treatment, they should seek out the opinions and 

judgments of the population being treated to understand their experience with treatment 

providers’ language and to ensure that language suggestions reduce stigma from 

clinicians and increase help-seeking behaviors of those with an SUD. By interviewing 

those who have recently received treatment for an SUD, three important objectives will 

be accomplished: 1) gain an understanding of important themes related to the experience 

of language as it relates to substance use and treatment; 2) give voice to a marginalized 

population so that they may influence the care they receive; and 3) begin to establish 

research supported language that may be implemented in treatment.  

Purpose of the Study 

Previous research has established that word choice impacts explicit and implicit 

bias among professionals and the general public toward those who experience an SUD 

(Ashford, Brown, Curtis, 2018a; Kelly & Westerhoff, 2010). To address the lack of 

understanding concerning treatment language, the present study will investigate the 

experience of those who received treatment for an SUD, specifically regarding the 

language used by treatment providers. Understanding how language impacts this 
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population is essential to creating changes that lead to improvements in treatment 

entrance, treatment effectiveness, and societal understanding of substance-related 

disorders. Phenomenology is the best fitting research approach for the purposes of this 

study, as it will facilitate the extraction of descriptive and rich data that are necessary for 

a deeper understanding of the experience of language for those with an SUD (Pietkiewicz 

& Smith, 2014). This study will specifically use interpretative phenomenological analysis 

(IPA) to examine the experience of treatment providers’ language by those with an SUD 

who have obtained specialized treatment. 

When considering the areas of investigation for this study, the first area identified 

was to understand how individuals interpret what it means to have an SUD. Though the 

DSM-5 outlines specific criteria for substance-related disorders, individuals experience 

an SUD and receive treatment in the context of their relationships and the greater society 

(APA, 2013). The first research question will focus on investigating how the person with 

an SUD makes meaning of the language others use to describe that individual and his/her 

SUD. The first research question is: How do those with an SUD make meaning of the 

language used to describe and discuss their condition and treatment? The final research 

question seeks to clarify what particular terms carry significant meanings by asking: 

What specific terms related to SUDs carry significant meanings for persons with an SUD 

and how do they experience these terms and associated meanings? 
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CHAPTER II 

LITERATURE REVIEW 

 In the past, substance-related disorders were conceptualized primarily using the 

word addiction. The most recent version of the Diagnostic Statistical Manual, DSM-5, 

uses the specific terms substance-related disorder and substance use disorder(SUD) to 

describe an addictive disorder where the individual ingests a substance (APA, 2013). The 

language throughout the literature review will reflect both past and current 

conceptualizations of an SUD. First, SUD will be defined and described as an addiction 

to a chemical substance. This discussion of addiction will highlight addiction in general 

and as it pertains to substance-related disorders. Various models of addiction and the 

history of addiction treatment will be given. Following the discussion on addiction, an 

overview of social constructionism will provide the theoretical foundation of the present 

study. Next, an examination of language use and stigma will lay a foundation for the 

present study’s investigation of addiction related language. Lastly, the literature review 

will discuss the effects of addiction related stigma and impact of pejorative language. 

SUDs and Addiction  

 Definition. Over the years, professionals have discussed the phenomenon of 

addiction using multiple terms and definitions to describe the experience of someone who 

struggles with addiction. From a medical perspective, the American Society of Addiction 

Medicine (ASAM, 2018) defines addiction as “a primary, chronic disease of brain 

reward, motivation, memory and related circuitry” (para. 1). In the mental health field, 

the term “addiction” is not used for diagnosis. In order to diagnose a client, mental health 

clinicians refer to the DSM-5 which provides criteria for substance-related disorders 
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(APA, 2013). While the DSM-5 provides diagnostic criteria for 10 classes of drugs, it 

fails to provide a definition for addiction (Reiter, 2015). The DSM-5 describes substance-

related disorders as a process by which an individual uses a substance in excess that 

results in a “direct activation of the brain reward system, which is involved in the 

reinforcement of behaviors and the production of memories” (APA, 2013). Although the 

DSM-5 does not use the term “addiction” or define addiction, its description of 

substance-related disorders describes the same phenomenon of an impacted brain reward 

system as defined by the ASAM.  

 Furthermore, the DSM-5 distinguishes that SUDs are unique from substance-

induced disorders which is a disorder that is reversible and will disappear with the 

cessation of drug use (Reiter, 2015). SUDs can be classified from mild to severe allowing 

for clinicians to view clients on a continuum. Though individuals may experience a 

variety of addictive disorders defined differently by professionals, it is important to note 

that common to all disorders is the phenomenon of the activation of brain reward and 

changes in circuitry.   

 Types of addiction. In addition to the commonly recognized substance-related 

addictions, in recent years many researchers and clinicians have observed the 

phenomenon of an activated reward system in the brain induced by various behaviors. 

Some professionals have referred to this phenomenon as a behavioral addiction, or 

process addiction (APA, 2013; Karim & Chaudhri, 2012). Though the DSM-5 provides 

diagnostic criteria for a gambling disorder, it still does not include diagnostic criteria for 

other noted process addictions such as “sex addiction,” “internet addiction,” “exercise 

addiction,” or “food addiction” due to a lack of peer-reviewed literature with empirical 



 

Texas Tech University, Rebecca Lucero Jones, August 2019 

 

 9 

evidence (APA, 2013). However, the prevalence of research concerning these process 

addictions continues to grow as clinicians and researchers try to make sense of the 

phenomena they witness as individuals engage in repetitive behaviors that activate the 

brain reward system (Karim & Chaudhri, 2012). 

 Substance-related addictions. Drugs can be defined as a substance that a person 

accepts into his/her body by way of injection, ingestion, inhalation, or absorption that 

results in a physiological change (Reiter, 2015). Drugs commonly associated with SUDs 

typically include alcohol, caffeine, cannabis, hallucinogens, inhalants, opioids, sedatives, 

stimulants, and tobacco (APA, 2013). An SUD is defined as the repeated use of drugs or 

alcohol resulting in negative consequences such as health problems, mental impairment, 

disability, and work-, school-, or home-related problems (SAMSHA, 2015). 

Alcohol is the most commonly used substance as approximately 65% of adults 

report using alcohol within the past year (Falk, Yi, & Hiller-Sturmhofel, 2008). Teenage 

drinking (ages 12-10) has steadily declined since its peak in the 1990’s (National Institute 

on Drug Abuse [NIDA], 2017). The NIDA issued a report in 2013 revealing 22.7% of 

teens use alcohol, 14.2% engage in binge drinking, and 3.7% report heavy drinking. 

Similarly, the rate of alcohol dependence declined during this same time period. In 2013, 

6.6% of the U.S. population, 17.3 million persons, experienced dependence on alcohol or 

an alcohol use related problem compared to the estimated 7.7% of Americans (or 18.1 

million) who experienced alcohol abuse in 2002 (NIDA). While alcohol is the most 

commonly used and abused substance in America, it is important to note that 34% of 

Americans (age 18 and above) report using no drugs or alcohol (Falk et al., 2008).  
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 In addition to persons who use or do not use alcohol, some Americans use illicit 

drugs or report using both alcohol and drugs at rates of 6.2% and 5.6% respectively (Falk 

et al., 2008). The NIDA (2017) estimates that in 2013, 9.4% of Americans (age 12 and 

older) used an illicit drug in the prior month. This estimate reveals an increase in illicit 

drug use, which can be attributed to an increase in marijuana use. Cannabis, or marijuana, 

is the second most commonly abused drug in the United States with approximately 19.8 

million users and 4.2 million Americans meeting the criteria for abuse or dependence 

(NIDA, 2017). Moreover, many individuals meet the criteria for dependence or abuse of 

other illicit drugs with 1.9 million Americans meeting the criteria for the abuse of 

prescription drugs and 855,000 meeting the criteria for abuse of cocaine (NIDA, 2017). 

Furthermore, the rise in opioid use has resulted in what is called the “opioid crisis” 

(Kolodny et al., 2015). As prescribed use of opioids increased starting in the 1990s, abuse 

rates of the drug similarly increased resulting in over 350,000 opioid- related deaths (both 

illicit and prescription) between 1999 and 2016 (Seth, Scholl, Rudd, & Bacon, 2018). The 

rates of substance abuse and dependence among Americans suggest that addiction is a 

significant problem impacting many individuals and families and could affect more 

people as users become dependent.  

Models of addiction. Within the field of addiction, researchers and clinicians 

have debated the etiology of addiction. Several models have been proposed to help 

conceptualize the development and maintenance of addiction. An overview of each 

model is presented in the order of historical context. 

Moral model. The first conceptualizations of addiction arose from a religious 

perspective without empirical evidence to validate the veracity of the model (Reiter, 
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2015). Individuals who displayed symptoms of an SUD were seen as lacking willpower 

suggesting that abstinence was a moral choice equally available to all individuals (Reiter, 

2015). Over the years, empirical evidence has challenged the notion of the moral model 

revealing that addiction results in physiological changes in the brain that impair an 

individual’s ability to choose abstinence. However, many current U.S. policies suggest 

that many people still view addiction according to the moral model as drug users are 

often incarcerated rather than provided treatment (Reiter, 2015). This is evidenced as half 

of all inmates meet the diagnostic criteria of a substance-related disorder, and most drug 

users who are incarcerated (80-85%) fail to receive treatment with a trained professional 

(Chandler, Fletcher, & Volkow, 2009; Mumola & Karberg, 2006). According to the 

assumptions of the moral model, persons with an SUD will recover from the disorder as 

they exert willpower or improve their moral character. 

Medical model. The medical model, also known as the disease model, has 

become the leading view of addiction (Reiter, 2015). Similar to other diseases that people 

experience, the medical model outlines how addiction follows a progressive course which 

can become fatal if not treated (Johnson, 1986). Rather than viewing the individual at 

fault for his/her chemical dependency, the person’s addiction is seen as the primary 

disease, rather than seen as a symptom of moral degeneration (Johnson, 1986). In this 

way, persons are at risk rather than at fault (Wilbanks, 1989). Under the medical model, 

addiction is a chronic condition that requires treatment. 

Family systems model. The family systems perspective of addiction purports that 

the individual with an SUD is the identified patient who has become the focal point of the 

dysfunction within his/her family (Reiter, 2015). The addiction is not a moral failure or 
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disease but is a symptom of the family’s dysfunction manifested through the individual. 

The family systems model is rooted in systems theory which argues that individual 

behavior is best understood within the context of the family system (Von Bertalanffy, 

1968). This means that one cannot look at human behavior as the summation of 

individuals’ behaviors in isolation. Rather, to understand individual behavior, specifically 

the behavior of someone with an SUD, one must examine the family system to discover 

the function of the addiction. For example, when an individual experiences an SUD, the 

family experiences the disease just as the whole body becomes ill and affected when a 

person has cancer of the liver. While it can be difficult to distinguish if the family 

dynamics caused the development of the substance-related disorder or vice versa, the 

family organizes around the addiction and reveals how the disease is maintained. Family 

systems theory suggest that by treating the whole family, the identified patient and family 

find healing. 

Biopsychosocial model. Rather than focusing on one grand reason for why 

individuals develop an addictive disorder, the biopsychosocial model asserts that 

addiction is the result of the interaction of multiple factors including genetics, social 

environment, individual psychology, and the substance or behavior itself (Griffiths, 

2005). Originating from systems theory, this model recognizes that multiple systems both 

impact and are impacted by other systems (Campbell & Rohrbaugh 2006; Samenow, 

2010). The individual’s biological system and psychological constitution interact with the 

family system and greater social network. According to this model, recovery is the result 

of addressing the various factors that maintain the disorder. 
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Harm reduction. The harm reduction model of addiction treatment offers an 

alternative to the moral or medical conceptualizations of addiction. Rather than punish or 

criminalize excessive or compulsive behaviors, addiction is seen as a social and health 

concern for individuals and the public that can be addressed in a pragmatic way (Marlatt, 

1996). Recovery from addiction is not limited to abstinence only. Harm reduction reduces 

pathology associated with addiction and aims to reduce stigma and increase access to 

treatment (Marlatt, 1996). This model seeks for the successful management of substance 

use and supports the use of medication assisted management. 

Self-medication model. Some have argued that those who compulsively use drugs 

do so in an effort to medicate their pain (Singer, 2012). Often the pain is a result of social 

stigmatization that is then reinforced by the drug use and subsequent legal and health 

consequences. The cycle of stigmatization, relief provided by drugs, and negative 

consequences hold the individual in a pattern of use that cannot easily be broken (Singer, 

2012). For individuals to recover, they must attend to the stressors that cause pain and 

find healthy coping strategies. 

Process model. Similar to the self-medication model, the process model of 

addiction focuses on how compulsive behaviors bring temporary relief to the individual. 

Pain, in the absence of protective factors, motivates the individual to use a substance or 

behavior to alter his/her mental state (Harris, Smock, & Tabor Wilkes, 2011). However, 

as the individual continually uses the compulsive behavior to alleviate discomfort, the 

compulsive behavior becomes the source of pain and shame (Harris et al. , 2011). Thus, 

the compulsive or addictive behavior functions as both the source and solution of the pain 
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locking the individual into a cycle that can only offer temporary relief. Only through 

choosing coping behaviors can the individual break the cycle that fuels the pain. 

Treatment  

History of treatment. While drug and alcohol use is an ancient practice, and the 

problematic use of these substances has existed for centuries, notions of addiction and 

recovery were only first examined in the 1800’s by Dr. Benjamin Rush (White, 2014). 

Rush was one of the first to articulate how to conceptualize alcoholism and propose that 

sobriety could be achieved. Rush, at the same time as Dr. Thomas Trotter, introduced the 

idea that drunkenness, or alcoholism, is a disease (White, 2014). As drinking patterns in 

the United States changed, a temperance movement emerged encouraging moderate 

drinking. However, as it became apparent that those who needed to moderate their 

drinking were unable to do so, the temperance movement shifted from advocating 

moderate drinking to demanding abstinence (White, 2014). Though many abstinence and 

moderation groups, such as the Washingtonian Total Abstinence Society and other 

reform clubs, formed over the next century in effort to promote the recovery of 

individuals who struggled with alcoholism, it was not until the latter part of the 19th 

century that formal treatment was introduced in the United States (White, 2014).  

Until the late 1800’s, those with addictive disorders often ended up in institutions 

or asylums that treated a variety of conditions, but by 1902 over 100 institutions 

specializing in treatment of alcohol and addictive disorders had been established 

(Baumohl & Room, 1987). Although recognition of addictive disorders had increased, 

darker trends emerged at this same time promoting a eugenic strategy to eradicate 

alcoholism. Eugenics refers to the philosophy that the human race can be improved 
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through genetic manipulation (White, 2014). This philosophy encouraged many to 

neglect the alcoholic in hopes that suicide or health related problems would eventually 

kill off those with alcoholism (White, 2014). Similarly, some proposed and carried out 

the sterilization of alcoholics to prevent the transfer of genetics to new offspring (Reilly, 

1991). Such trends continued to support the moralization of the condition. In contrast, 

other medical professionals proposed numerous physical treatments such as specialized 

diets, exposure to natural elements (sun, water, air), hydrotherapy, drug therapies, 

vaccines, convulsive therapy, and surgical procedures (White, 2014). Some drug 

therapies involved the use of narcotics to treat alcoholism (Black, 1889). Though not 

illegal at this point, the stigma associated with alcoholism and drug use began to rise. In 

1914 the Harrison Anti-Narcotic Act restricted access to narcotics for medical purposes 

only (Terry, 1915). The criminalization of drugs and the prohibition of the 1920’s 

illustrated a growing trend to eliminate drug and alcohol use. As society moved to 

eradicate the use of alcohol and drugs, treatment options gradually disappeared. The 

Great Depression of the 1930’s gave rise to increasing alcoholism; however, those 

seeking help could no longer find care (White, 2014).  

In response to the lack of treatment options for alcoholics in the 1930’s, 

fellowships (peer support groups) of recovery emerged. Though it was not intended to be 

a fellowship of recovering alcoholics, in the 1930’s the Oxford group attracted many 

seeking recovery (Clark, 1951). The Oxford Group supported the idea that personal 

spiritual growth would solve societal problems. As many alcoholics stopped using in the 

context of the group, alcoholic groups emerged under the framework of the Oxford 

Group. The most prominent group to develop at the time was Alcoholics Anonymous 
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(A.A.) (White, 2014). What started out as two men seeking peer support from another 

afflicted alcoholic, grew to large organization that still offers support to persons with an 

alcohol use disorder (AUD) (Smith, 1980). Over time A.A. developed guiding principles 

for recovery and eventually outlined the twelve steps and twelve traditions of A.A. 

(1952). Other rituals and practices such as sponsorship also became prominent within the 

program. The A.A. philosophy depended upon important tenets of identity reconstruction, 

surrender, the importance of daily practices, and the cultivation of hope derived from 

witnessing the transformation of people who struggled with alcoholism just as the new 

member struggles (White, 2014).  

Although A.A. had established guiding principles and the twelve steps, the group 

had not anticipated the franchising of its mission. The rapid growth of the A.A. program 

led to concerns about program distortion (White, 2014). Many wondered how A.A. could 

ensure that various groups throughout the country would adhere to the tenets and 

practices of A.A. The integration of A.A. into medical treatment would be an important 

development for the expansion of treatment.    

At the time of this explosive growth in the 1940’s, A.A.’s influence permeated 

treatment programs situated in hospitals. St. Thomas Hospital was the first institution to 

establish a model of medical detoxification integrated with A.A. sponsorship, step work, 

bibliotherapy, patients caring for other patients, use of ritual ceremonies (tokens and 

chips), and the notion of treatment rather than finding a “cure” (White, 2014). As St. 

Thomas could not accommodate all persons needing treatment, the collaborative effort of 

A.A. members led to the cooperation of private and public hospitals in treatment 

alcoholism. Over the course of 25 years, the efforts of the modern alcoholism movement 
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resulted in a significant shift in both the conceptualization of substance-related disorders 

and the language used to describe it. This move from a religious or moral understanding 

to a secular examination of the disorder as a disease supported the use of the word 

“alcoholism” rather than “drunkenness” to describe problematic alcohol use (White, 

2014, p. 245). At this same time the Minnesota Model emerged (Spicer, 1993). As 

several treatment sites provided chemical dependency treatment in Minnesota, a 

replicable model of treatment developed proliferating treatment programs over decades to 

come. The Minnesota Model offered several new advantages that included the 

legitimization of alcohol treatment as a professional specialty, the integration of 

spirituality and professional counselling, merging of drug treatment and alcoholism 

treatment, the concept of respect for the patient, individualized treatment plans, the 

importance of aftercare, and the focus of arresting the alcoholism (White, 2014).  

In the 1960’s and 1970’s several important developments led to increase access to 

treatment. First, the creation of the Cooperative Commission on the Study of Alcoholism 

led to an important report in 1967: Alcohol Problems: A Report to the Nation (Plaut, 

1967). This report outlined the lack of treatment options recommending a national effort 

to research alcoholism, provide education, and create a national center for federal 

leadership for the prevention and treatment of alcoholism. At the same time, legislation 

funded community mental health centers which would provide services for substance-

related disorders. Not long after, Congress passed the Comprehensive Alcoholism Act of 

1970 and created the National Institute on Alcohol Abuse and Alcoholism (NIAAA) 

(Smithers, 1977). Two years later the National Institute on Drug Abuse (NIDA) was 

established (White, 2014). These legislative acts marked an important shift in treatment 
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history. At last, there was a national movement for the treatment of substance-related 

disorders. At this critical moment in treatment history, insurance companies began to 

offer alcoholism treatment benefits and reimbursement for outpatient treatment services 

(Hallan & Montague, 1975).  

By the 1980’s there were three types of treatment: publicly funded treatment, 

private treatment programs, and addiction treatment for military personnel, both active 

and discharged (Holcomb, 1981). At this point, standard treatment in the U.S. consisted 

of detoxification, medical care, group-oriented outpatient services, 21-28 day A.A.-

oriented inpatient services, and aftercare counseling. Alcoholism and drug treatment also 

finally had a professional infrastructure to support addiction counseling as its own 

discipline. The accreditation and licensing of treatment programs, emergence of 

counselor associations, training programs, the credentialing and licensing of drug and 

alcohol counselors all provided the necessary structure for the explosive growth of the 

1980’s (White, 2014). However, this exciting time of growth and widespread support 

would soon face both a financial and ideological backlash. As treatment expenses 

increased, insurance companies developed what is known as “managed care” to ensure 

cost-effective treatment, though some wondered if the focus was more on reducing costs 

to providers by diminishing access to care (White, 2014). The gatekeeping by managed 

care companies only tightened as benefits favored outpatient over inpatient services and 

inpatient services dropped from 28 days to as low as a few days for detoxification (Mark 

& Coffey, 2004; White, 2014). Once again, the treatment industry was weakened. 

Current treatment. Several important themes mark current treatment in the 

United States. Starting in the 1990’s, many advocated that there are multiple pathways to 
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recovery and that abstinence may not be necessary for every person (White, 2014). At 

this same time the neurobiology of addiction demonstrated how addiction is a disease, 

most prominently impacting brain function (Leshner, 1997). Similarly, researchers 

introduced the role of genetics and intergenerational transmission of substance-related 

disorders (Goodwin, 1978). The twenty-first century welcomed several new and 

important concepts concerning substance-related disorders and treatment: 1) addiction as 

a chronic disease, 2) a developmental model of recovery, 3) a continuum of care, 4) 

controlled drinking as opposed to abstinence based recovery, 5) harm reduction model, 6) 

family recovery, 7) the need for specialized services for adolescents, 8) the use of formal 

assessments, 9) medication assisted treatment, and 10) relapse prevention (White, 2014). 

The variety of ideas has led to what is known as the “recovery revolution” which focuses 

on the essentiality of long-term recovery (White, 2014, p. 474).  

As various conceptualizations of addiction and models of treatment have 

emerged, several common practices characterize modern SUD treatment centers in 

America. A standard recovery treatment program follows a curriculum that integrates 

primary concepts, each of which are equally important in building the capacity for long-

term recovery in individuals with an SUD (Pettinati et al., 1999). Addiction is most often 

considered a disease that can be effectively treated by introducing an individual to tools 

that provide access to new individual and social support resources (Sanchez-Craig & 

Walker, 1982). Typically, licensed treatment and recovery professionals provide 

individual learning plans for recovery support (Knudsen, Gallon, & Gabriel, 2006). 

Weekly individual therapy sessions are recommended along with gender-specific group 

therapy. Some assignments are based on clients’ personal recovery goals. Individual 
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wellness assessments and personalized plans for nutrition, physical activity, and stress 

management along with life-skill groups focus on building the client’s capacity for 

healthy approaches to dealing with stress, anger, and other emotions, as well as building 

stable relationships (Perlman et al., 2010). Some 30-day programs concentrate on 

building a pro-social identity by increasing self-awareness and identifying values, 

boundaries, and goals (Maffina, Deane, Lyons, Crowe & Kelly, 2013). The incorporation 

of basic wellness practices in all areas of life works to support long-term recovery.  

While most treatment centers engage in such practices, recovery is achieved in 

various settings. Most commonly, those with an SUD participate in either inpatient 

treatment, outpatient services, or peer support groups. Inpatient treatment facilities have 

various lengths of stay ranging from 30 days up to one year depending on the needs of 

the individual (Jonkman, McCarty, Harwood, Normand, & Caspi, 2005). Some 

individuals choose not to attend inpatient services and instead utilize outpatient services 

based on need, finances, or preference (McCollister et al., 2009). Many in recovery for 

SUDs participate in peer support groups such as A.A., Narcotics Anonymous (N.A.), 

Cocaine Anonymous (C.A.), and have found it to be beneficial (Kelly & Yeterian, 2011).  

In addition to the various types of individual therapies available, some treatment 

facilities now include options for family therapy as well. While some inpatient treatment 

centers offer family therapy, patients only receive these services if the family is willing to 

participate (Shumway, Kimball, Baker, Dakin, & Harris, 2011). Outpatient services that 

provide family therapy have been found to be clinically effective (Crane & Christenson, 

2012). Comprehensive family education programs including multifamily therapy groups 

and individual family therapy sessions are designed to involve the client’s family system 
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throughout the recovery process (Shumway et al., 2011). The involvement of the family 

in therapy not only helps reduce stress and increases coping skills of family members, it 

also accesses the family as a resource to support long-term recovery for the patient. As 

treatment aims to support both the family and individual in recovery, the individual is 

able to manage his/her SUD more effectively at both the individual and family level 

(Shumway et al., 2011).  

While current treatment represents a culmination of the many ideas and 

experiments of past and present addiction treatment, the evolution of treatment 

demonstrates the complexity of addiction. Cycles of improvement in access and care with 

subsequent backlash characterize America’s path to understanding SUDs. Throughout 

this process the language of addiction has consistently shifted to both shape how we 

approach treatment and to reflect treatment practices. To ascertain the role of language in 

substance-related disorders and treatment, we must first look to social constructionism to 

elucidate the intricate process of language development. 

Social Constructionism 

 Social Constructionism provides the theoretical lens in which to understand how 

language used in the discussion and treatment of persons with an SUD has evolved over 

time. Social constructionism is the theoretical perspective that reality is created through 

the relational interactions between people (Anderson, 1997). Illuminated by P.L. Berger 

and T. Luckman (1966), social construction emerged as a revolutionary theoretical 

treatise tying the perspective of the individual to social processes. This challenged the 

proposition that one reality existed and argued for the social nature of knowledge. 

Language is a central component to the theory of social constructionism. As persons 



 

Texas Tech University, Rebecca Lucero Jones, August 2019 

 

 22 

author their lived experiences, they do so using language that is created through social 

dialogue, interaction, and interchange (Anderson, 1997). Social constructionism supports 

that multiple realities exist in the communal context of the person describing his/her 

world (Gergen, 1985). The meanings assigned to human experiences are rooted in and 

expressed by language. The “contextual basis of meaning, and its continuing negotiation 

across time” illustrate the process through which language both creates and reflects 

realities (Gergen, 1994, p. 66). 

Kenneth Gergen (1985) most prominently applied the theory of social 

constructionism in the field of psychology as he proposed that people engage in a 

continuous process in which they modify meanings through their language and social 

exchanges. Other prominent theorists in the field of marriage and family therapy have 

also been influenced by the theoretical concept that in therapeutic dialogue, the therapist 

is a co-constructor of new meanings that provide hope and lead to new possibilities 

(Bavelas, De Jong, Jordan, & Korman, 2014). Models such as collaborative language 

systems (Anderson & Goolishian, 1992), the reflecting team approach (Anderson, 1991), 

narrative therapy (White & Epston, 1990), and solution-focused brief therapy (O’Hanlon 

& Weiner Davis, 1989) all operate within the paradigm of social constructionism as each 

model requires the therapist and client to both contribute to a dialogue that creates new 

meanings.  

It is important to note that the therapist or treatment professional has significant 

influence over the process of meaning making as a co-constructor of language and 

meaning within the therapeutic dialogue. Though not all therapists ascribe to such a view 

of language and the therapeutic role, those who view therapy as a collaborative process 
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recognize that the therapist can never be a neutral party and that problems are not 

objectively discernable (Bavelas et al., 2014). Similar to Anderson’s and Goolishian’s 

(1992) “not-knowing” stance, the therapist acts as a collaborative partner deliberately 

encouraging the client to share his/her language and expertise on the problem. The 

therapist then participates in dialogue with the client that promotes new meanings to 

create a more satisfying life for the client.  

In application to the present study, treatment language is not something to be 

accepted as an objective representation of a given phenomenon. To better understand the 

experience of an SUD, one must first understand the complexity of the interactions that 

continually influence the language and meanings surrounding the phenomenon. While the 

structural view of language asserts that underlying meanings, or deep structure, can be 

discovered when a therapist moves past the surface structure, or language used in 

conversation, post-structuralism acknowledges that meanings are not stable nor can they 

be objectively determined (Bavelas et al., 2014). Similar to Steve de Shazer’s assertion 

that we must “look at how we have ordered the world in our language and how our 

language…has ordered our world” (1994, p. 9), treatment professionals must examine 

how they and society have shaped SUD treatment by their language and how such 

language shapes treatment and how society views the experience of an SUD.  
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Language Use 

 Most people think of language as the means by which individuals communicate 

with one another. Communication is possible because language provides a medium 

through which individuals exchange meaning through “standardized and universally 

accepted sounds and symbols” (Kelly et al., 2016, pg. 116). However, language is both 

sociological and symbolic of individual cognition (Kemp, 2011). It is important to note 

that language in its most basic form is a collection of symbols. The meanings that those 

symbols represent activate cognitive scripts that determine the behaviors of individuals 

within a social group (Kemp, 2011; Kelly et al., 2016). Individuals are not born knowing 

language. Language is the process by which a person grasps meaning and articulates 

his/her relationship to the world in which he/she exists (Kemp, 2011). In this way, 

language not only reflects cognition but also creates it.  

Because language is symbolic, it is ever-changing as it both reflects and drives 

culture. The dynamic nature of language lends to the evolution of language, which 

happens slowly or abruptly at times. Some abrupt shifts in language are driven by new 

advancements in technology or knowledge (Kelly et al., 2016). Some changes in 

language reflect a society’s values as people come together to collectively alter 

terminology in an effort to eliminate offensive or inaccurate terms (Kelly et al., 2016).  

 Lexical choice. Lexical choice refers to the process by which persons assign a 

word to a particular object resulting in a shared conceptualization of the object (Brennan 

& Clark, 1996). For example, someone may say that they would like to buy a coke. There 

are several words that could represent “coke.” The coke could refer to the specific drink 

Coca-Cola. It’s also possible that the person is referring more generally to a soft drink 
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and could have used the word “soft drink,” “soda,” “pop,” or “soda pop” to refer to the 

object of desire. Several factors impact one’s word choice. First, people generally follow 

Garrod and Anderson’s (1987) output/input coordination principle, which holds that 

persons expect to use the same conceptualization used during their most recent successful 

reference. This concept is known as recency. Second, frequency influences lexical choice 

as people tend to use a particular reference, or word, for the conceptualization of an 

object or phenomenon the more frequently the word is used (Brennan & Clark, 1996). 

Third, provisionality influences the continued use of a word, as language is a 

collaborative endeavor. Though an individual may select a particular conceptualization of 

an object and assign a word for reference, they do so tentatively as they propose their 

conceptualization in order to ground the reference (Clark & Brennan, 1991). Lastly, 

partner specificity also guides lexical choice as speakers select words to represent the 

shared conceptualization with a particular audience. As the speaker and addressee come 

to an agreement on the conceptualization of an object, they enter what is known as a 

‘conceptual pact’ (Brennan & Clark, 1996). It is through these conceptual pacts that 

terminology is assigned to describe a given object or phenomenon.  

In reference to the experience of an SUD, it is important to understand that 

conceptual pacts occur in the context of relationships where the parties may hold varying 

levels of power. It is through a conceptual pact among many persons that the 

conceptualization of an SUD emerges. This process can also be described as social 

construction. Words are simply words until they are placed into context and grounded to 

represent a shared view of a particular object or phenomenon. As persons engage in 

conceptual pacts concerning SUD, they not only create reference terms, they also assign 
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value. In this way, lexical choice not only involves the grounding of a particular 

conceptualization of SUD and naming it but may also convey meaning and relationship 

to both the disorder and those who experience the disorder. It has been found that in 

mental health treatment, lexical choice impacts client content. In a study examining 

positive and negative therapist utterances, clients mirrored the therapist’s orientation 

toward positive or negative content (Smock Jordan, Froerer, & Bavelas, 2013). The 

proposed study highlights the importance of examining the lexical choice of treatment 

professionals as they exert a strong influence on how clients and patients talk about their 

problems and solutions.  

Terminology and Stigma 

 Understanding how people select lexicon and how that language creates and 

reflects meaning, it is particularly important to examine how language conveys stigma. 

Stigma is the result of a collective social agreement that a particular behavior, quality, or 

condition is shameful (Kelly et al., 2016). Stigma itself is not language, but language 

becomes stigmatized as negative meanings are attached to terms that discredit 

individuals. In this way, language is the means by which societies assign and perpetuate 

stigma. Two evaluating factors impact the development of stigma associated with 

addiction: 1) Did the person cause it? And 2) Can the person control it? (Kelly et al., 

2016). Prior to the empirical investigation of addiction, many followed the moral model 

of addiction judging those with an SUD as someone who deserves criticism. The 

moralization of addiction and the criminalization of drug use reflected the negative 

attitudes toward those who experience an SUD. However, despite the mounting evidence 

that substance-related disorders are a disease of the brain, addiction to illicit drugs ranked 
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number one (above criminal behavior) among stigmatized social issues (Room, Rehm, 

Trotter, Paglia, & Üstün, 2001).  

Stigmatizing language in medical health care settings. Though professionals 

may assign different meanings to the terms they use to describe a specific condition, the 

larger society with less specialized knowledge and experience may perceive terminology 

used by professionals differently. Professionals may not always be aware that the 

language they use further exacerbates an already difficult condition. For example, women 

who experience a miscarriage are often shocked to hear doctors describe the loss of the 

child as a “spontaneous abortion” (Moscrop, 2013). The term abortion often implies a 

choice as the term is a shortened version to describe an “induced abortion.” Despite 

patients’ discomfort with the term “spontaneous abortion,” it was not until the 1980’s that 

the discordance between medical staff and patient language meaning was questioned 

(Moscrop, 2013). Despite the Miscarriage Association’s report that 85% of women who 

experienced perinatal loss disagreed with the use of the term “abortion,” little changed 

(Beard, Mowbray, & Pinker, 1985). Moreover, rather than adjusting terminology to more 

accurately and appropriately describe the patient’s experience, the medical community 

further pathologized the event of a miscarriage as researchers in the 1990s and 2000s 

focused on the comorbidity of psychiatric conditions (Moscrop, 2013).  

Similarly, studies have found that stigma in impacts help-seeking behaviors in 

regard to medical care. For example, the societal stigma associated with obesity has been 

identified as a barrier to healthcare for persons with type 2 diabetes (Teixeira & Budd, 

2010). Obesity has been found to be associated with development of chronic diseases 

(Wyatt, Winters, & Dubbert, 2006), and more specifically, it has been found to increase 
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the diabetic and cardiovascular processes that lead to chronic illness and death (Fox et al., 

2008). As a result of this connection, patients, healthcare providers, and society at large 

often negatively view those with type 2 diabetes (Rogge et al., 2004). The negative 

stigma attached to obesity mirrors the moralistic view of addiction as it asserts that the 

disease is a result of one’s lack of self-control and places blame on the patient their 

condition (Crandall, 1994). In addition to type 2 diabetes management, studies have 

found that in response to obesity related stigma ,female patients often delay or avoid 

seeking medical care to address a variety of health concerns including primary care 

(Drury & Louis, 2002), gynecological care (Wee, McCarthy, Davis, & Phillips, 2000), 

and mammography (Edwards et al., 2010). These research findings suggest that stigma 

not only exists in healthcare settings, but it also negatively impacts the receipt of 

treatment among those who need treatment most. 

Stigmatizing language in the treatment of mental health conditions. Mental 

health conditions are at risk of being stigmatized by the language used within the 

professional community. In a German study, focus groups were conducted with mental 

health professionals, family members, and patients who had been diagnosed with 

schizophrenia (Schulze & Angermeyer, 2003). The study revealed that patients felt 

stigmatized by even mental health professionals. The patients expressed that mental 

health professionals approached their schizophrenia with a “one size fits all” approach 

prescribing the same drug for each patient and failing to show interest in the patient or the 

patient’s personal mental health history (Schulze & Angermeyer, 2003).  

In addition to the negativity that patients receive from mental health professionals, 

psychiatrists reported that medical staff from other departments of the hospital often 
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treated psychiatric patients with disrespect. Some patients reported that specialists often 

distrusted somatic complaints, made psychiatric patients wait longer to receive services, 

and openly ridiculed them (Schulze & Angermeyer, 2003). Similarly, a separate study 

found that medical professionals held a greater amount of stigma toward patients with 

schizophrenia compared to patients who had experienced a brief psychotic episode (Rao, 

Mahadevappa, Pillay, Sessay, Abraham, & Luty, 2009). This same group of medical 

professionals also indicated greater stigma toward those who had previously been in a 

secure hospital, suggesting that healthcare professionals hold varying levels of stigma 

depending on the mental health disorder and severity. Moreover, the study participants 

reported that stigma went beyond an interpersonal level. Patients and families reported a 

lack of comprehensive treatment plans, adequate community-based services, and crisis 

intervention support services. Medical professionals reported that they often have to 

repackage the description of services they provide to obtain funding and that sometimes 

they are not able to meet the needs of patients due to a lack of financial resources 

(Schulze & Angermeyer, 2003). Clearly, patients with a mental health disorder may face 

stigma from the medical community on multiple levels.  

Stigmatizing language in the treatment of addictions. Likewise, health 

professionals may propagate stigma by the way they communicate with patients and the 

specific terms they use to describe medical conditions. A study reviewing the literature 

on stigma displayed by health professionals found that healthcare professional generally 

hold a negative attitude toward patients with substance-related disorders (Van Boekel et 

al., 2013). This negative attitude often changes the way in which healthcare professionals 

communicate, with their patients. A lack of collaboration often results in a task-oriented 
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approach which results in less personal engagement, less empathy, and shortened visits 

by health professionals (Peckover & Chidlaw, 2007; Van Boekel et al., 2013). In addition 

to less collaboration, healthcare staff often use pejorative language. Terms such as 

“clean” and “dirty” are used to describe test results or distinguish when someone is sober 

or using the substance. Medical and treatment staff uniquely use these terms with patients 

receiving care for a substance-related disorder, as most medical professionals use terms 

such as “positive” and “negative” to describe results of medical tests for other illnesses or 

medical conditions (Kelly et al., 2015; Olsen & Sharfstein, 2014).  

Even when individuals are seeking recovery, medical professionals and treatment 

staff use language that implicitly assigns stigma. Similar to other health ailments, 

prescribing medication is a common practice in the treatment of an opioid use disorder. 

Though treatment is often assisted by medical professionals who prescribe methadone 

and buprenorphine to treat the disorder, the medical community has separated this 

population from other patients receiving medical care (Olsen & Sharfstein, 2014). When 

those with an opioid use disorder take medication to treat the disorder, those in the 

treatment sector disagree that the person is in recovery. Treatment professionals are most 

likely to only consider the patient “drug-free” when he/she is no longer taking methadone 

or buprenorphine (Olsen & Sharfstein, 2014) Furthermore, regulation of the medication-

assisted treatment of SUDs perpetuates stigma as insurance companies only cover the 

most basic services (Olsen & Sharfstein, 2014). Insurance companies’ resistance to 

reimburse medical costs associated with treatment for substance-related disorders and 

mental health conditions only validates the belief that addictive disorders and mental 
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health conditions are controllable and differ from other health conditions in cause and 

controllability.  

Effects of Addiction-Related Stigma 

 In 2016, the National Academy of Sciences, Engineering, and Medicine 

(NASEM) published a report advocating for stigma change. They concluded that there is 

a desperate need to address the unyielding stigma of mental illness and SUDs. Despite 

increase knowledge and understanding of mental disorders and SUDs, stigma has failed 

to decrease (Pescosolido et al., 2010). Though many had hoped that the neurobiological 

conceptualization might reduce blame, some research has shown that such an explanation 

only increases stigma as others view the disorder as something more serious and 

transmittable through genetics (Phelan, 2005; Trujols, 2015). Interestingly, a study 

investigating the salience of negative stigmatized cues compared to highly negative non-

stigmatized cues found that even when individuals actively sought to regulate their 

emotional responses, implicit bias had a great effect on the neural response to images 

representing highly negative stigma (Krendl, Zucker, & Kensinger, 2017). Not only is the 

neural response to highly negative stigma salient, it is also rigid. It should be noted that 

the researchers included “substance abusers” in their images of highly negative 

stigmatized images.  

Likewise, a study using community-based participatory research interviewed 

focus groups comprised of current and former users, family members, and services 

providers to identify stereotypes and types of prejudice and discrimination 

(Nieweglowski et al., 2018). Their findings found that persons with an SUD are 

characterized as self-destructive, lacking job potential, and dangerous. The study also 
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found that prejudice was expressed through feelings and attitudes of pity, confusion, 

indifference, and fear. Lastly, themes of drug testing, avoidance, and being suspicious 

illustrated the discriminatory attitudes held toward persons with SUD.  

In addition to the ways that individuals characterize those with an SUD, it is 

important to consider how the criminalization of drug use and social discourse has 

impacted societal stigma regarding SUDs. In the 1980’s, the War on Drugs directed the 

U.S. public’s focus on SU as the “cause—rather than a symptom—of severe social 

problems” (Johns, 1991, p. 147). The criminalization of using or distributing particular 

drugs shapes social discourse to focus on users of illegal substances as the source of 

societal problems while releasing those who contribute to societal problems as long as 

their actions have not been deemed unlawful. Some have argued that these drug policies 

did not seek to reduce drug use, but were manifestations of racism (John, 1991; Lassiter, 

2015). One study that explored media coverage from 2000 to 2011 of opioid use found 

that public discourse became more sympathetic as new stories covered opioid use among 

white, rural and suburban populations (Netherland & Hansen, 2016). This contrasts past 

media coverage that portrayed SU as a problem among ethnic populations (Taylor, 2008). 

This history in public discourse suggests that existing racial biases were used in 

increasing stigma toward those with an SUD. With recent drug epidemics, such as the 

rise of methamphetamines and prescription opioids, media coverage has highlighted 

stories of SU among white populations. In response, society has constructed 

methamphetamine use as a problem plaguing poor white people, a group that while 

stigmatized, has not been linked to violence. This contrasts public discourse concerning 

similar drugs used by ethnic minorities (Murakawa, 2011).  
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In reaction to the more recent rise in opioid use, social discourse has described the 

evolution of this particular substance as “the opioid epidemic” using words such as 

“crisis” and “national emergency” (Gostin, Hodge, & Noe, 2017). While some have 

argued that the increased concern and motivation to reframe addiction as a biological 

misfortune is often tied to racial bias (Netherland & Hansen, 2016), other studies have 

found high rates of stigma associated with SU regardless of race (Pescosolido et al. 2010; 

Barry et al. 2014; Kennedy-Hendricks et al. 2017). Past studies have found rates of 

stigma towards persons with an SUD as high as 90% (Barry et al., 2014). The study 

conducted by Kennedy-Henricks et al. (2017) found that stigma associated with opioid 

use was not characterized by race, ethnicity, class, or geographic location. However, they 

found high levels of stigma irrespective of one’s personal connection to those who have 

experienced an opioid use disorder. Moreover, stigma was associated with favor for 

punitive policies. This particular finding from their study suggests a reciprocal 

relationship in which punitive policies and stigma reinforce one another (Kennedy-

Hendricks et al. 2017). Furthermore, the extant research exploring public views and 

media portrayals of SUDs exposes how deeply-rooted stigma is both a product of and 

contributor to public health policy, criminal laws, and constructed narratives.  

Moreover, the stigma attached to SUDs has a significant impact on the people 

who experience the SUD. The effects of stigma on persons with mental illness and/or an 

SUD are layered. Three types of stigma impact such individuals: structural stigma, public 

stigma, and self-stigma (NASEM, 2016). Though less developed in the literature, 

structural stigma focuses on the discrimination manifested by laws, policies, and 

constitutional practices against persons who are stigmatized. For example, laws 
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concerning the possession and sale of drugs and alcohol reveal particular prejudices 

against those with an SUD. Public stigma pertains to society-endorsed stereotypes 

attributed to persons with an SUD. This includes attitudes and beliefs toward both those 

with an SUD and their family members. Public stigma is also exposed when the public 

fails to support funding and services for such populations and instead rejects these groups 

and supports coercive actions. Lastly, and possibly most important to consider for 

treatment, self-stigma occurs when persons internalize the discrimination and prejudice 

they perceive coming from others. This process of internalization often exacerbates the 

situation as the individual experiences shame and low self-esteem and begins to question 

“why-try?” (Corrigan et al., 2009). These consequences for individuals are not minute. In 

fact, studies have found a negative relationship between help-seeking behaviors and 

stigma (Clement et al., 2015; Corrigan et al., 2014). Such findings illustrate a cycle in 

which those who discriminate inadvertently perpetuate internal self-stigma that prevents 

individuals from seeking the treatment that would ameliorate the problem. Above all, 

treatment professionals should seek to understand the ways in which they inadvertently 

contribute to self-stigma and particularly low self-efficacy.  

Language Used by Addiction and Mental Health Treatment Professionals 

 Despite the volume of literature on addiction and the rising amount of literature 

examining the language used within the addictions/mental health treatment community, 

little is known about the how the terminology used by treatment professionals influences 

clients’ experiences. While medical and mental health professionals are often required to 

use diagnostic terms on medical records and for insurance reimbursement purposes, it is 

unclear as to how much healthcare professionals use the addiction lexicon commonly 
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referred to among professionals and in the literature with patients. Though diagnostic 

terms usually drive vocabulary, they also reflect cultural shifts or changes in our 

understanding of a particular condition. Earlier terms describing AUD, like “inebriety” or 

“dipsomania,” are no longer used (Kelly et al., 2016). Though language is in a constant 

state of evolution, this evolution is not always consistent or intentional. The mounting 

literature exploring stigma and how language perpetuates stigma among those with a 

substance-related disorder signifies the importance of developing a greater understanding 

how language shapes recovery. 

The Language of Recovery 

  Several researchers in the field of addiction sciences have noted the importance 

of language in the process of recovery. Those who suffer from an addictive disorder often 

use treatments that are language based such as talk therapy or 12-step groups where 

individuals vocally share about their experiences. Understanding how language reflects 

the conceptualization and treatment of addiction and how language influences clients, 

patients, professionals and the larger culture is paramount.  

Language and the Development Model of Recovery. Brown and Lewis (1999) 

found that learning the language of recovery differentiated families who enter recovery. 

They noted that when individuals and families enter recovery, they learn “a common 

recovery language.” Through the language of A.A. and Al-anon, families are able to 

discuss their personal experiences of recovery within their families. Prior to speaking the 

language of recovery, these individuals had not established a narrative to describe their 

reality. Through working recovery programs such as A.A. or Al-anon, individuals learn 
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how to talk about the past, present, and future in descriptive ways that no longer concede 

to denial or distortion (Brown & Lewis, 1999).  

Families of a loved one who struggles with an SUD are often plagued by 

communication problems. The individual with an SUD often experiences denial which is 

represented in his/her use of language. Similarly, the family’s language works to 

rationalize the SUD as the family denies the existence of the problem (Brown & Lewis, 

1999). It is through language that cognitive distortions and explanations of pathological 

behavior are revealed. Through conversation, families work to ground their shared 

realities to develop a narrative of what it is really like. However, when some family 

members learn the language of recovery and others do not, this become a wedge between 

family members (Brown and Lewis, 1999). As some family members want to “move on” 

and not address the past, others feel that the omission silences other family members’ 

experiences and realities. To address the chasm in the family, the language of recovery 

works to ground the experience of each family member in a way that breaks the denial 

and creates a narrative that describes a past that was never verbally or maybe even 

cognitively processed.  

Challenging pejorative language. In recent years, researchers have initiated 

changes to the language used by clinicians and researchers to describe the experience and 

the people who experience an addictive or substance-related disorder. The editorial board 

of the peer-reviewed journal Substance Abuse was one of the first journals to take explicit 

steps to instruct authors concerning the terminology they use in their articles (Broyles et 

al., 2014). The editorial team presented four guiding principles for language use when 

writing about SUDs. First, they suggested using “people-first language” in effort to 
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recognize that a person’s disorder is only one part of their experience. For example, in 

place of using the word “alcoholic,” they recommend using the phrase “person with an 

alcohol use disorder.” Second, they emphasized the importance of terminology reflecting 

the medical nature of addictive disorder to avoid stigma attached to non-medical terms 

and promote evidence-based treatment. Third, the team stated that language should 

promote recovery to focus on resilience rather than pathology. And lastly, they suggested 

that researchers should avoid using slang and idioms.  

In addition to recommendations concerning language describing an SUD and the 

people who experience an SUD, others have turned their focus to refining language 

around addiction recovery. In 2004, SAMHSA developed a language guide for persons 

whose work relates to the prevention, treatment, and recovery concerning SUDs. This 

particular guide contains recovery focused language, person first language, and multiple 

paths to recovery. While many prefer the language of recovery that emphasizes 

individuality, multiple roads to recovery, and a positive focus on progress, not all persons 

agree that this shift is helpful. When referring to how the word “recovery” is used 

regarding serious mental illnesses, some have suggested that recovery implies choice and 

suggests that every person can recover (Long, 2015). However, others in support of 

recovery language view recovery as a long-term process characterized by multiple 

pathways, styles, and individual experiences (White, 2013). While there are divergent 

opinions concerning the effectiveness of current recovery language, it is clear that the 

intent of this language is establish a language that more accurately reflects the experience 

of an SUD and subsequent healing. 
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 Many authors have echoed the sentiment that how we talk about substance-related 

disorders matters (Keller, 1982; Kelly, 2004; Kelly & Westerhoff, 2010; Kelly et al., 

2015; Kelly et al., 2016; Saitz, 2005; Wakeman, 2013; White, 2004; White & Kelly, 

2011). In their study, Kelly and Westerhoff  (2010) investigated how commonly used 

terms describing substance-related disorders impact clinician’s judgments of clients. 

Clinicians who had a client described as “substance abuser,” as opposed to the term 

“substance use disorder,” were more likely to score higher on the perpetrator-punishment 

scale (Kelly & Westerhoff, 2010). These findings suggest that even trained clinicians are 

influenced by small language differences leading to judgments that attribute fault and 

blame to clients. Furthermore, recovery experts argue that the terminology used to 

describe individuals in treatment impacts cognitions perpetuating negative stigma, 

discriminatory policies, and barriers to treatment for those who suffer from an SUD 

(Kelly et al., 2015; Kelly et al., 2016). 

 Despite the rising tide of professionals urging for a review of the terminology, 

only a paucity of literature addresses concerns of the addiction lexicon. Most extant 

literature provides theoretical propositions of how language sustains social stigma 

(Keller, 1982; Kelly, 2004; Kelly et al., 2010; Kelly et al., 2015; Saitz, 2005; Wakeman, 

2013; White, 2004; White & Kelly, 2011). Only one study specifically measures how 

language impacts the clinician’s view of a client with SUD (Kelly & Westerhoff, 2010). 

While it is clear that experts in the field of addiction recognize the importance of 

language, no consensus has been reached as to how language concerning substance-

related disorders should change due to a lack of research concerning language. The 

language used to discuss mental health and SUDs is continually changing. With the 
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building awareness within the recovery community concerning lexical choice, it is 

important that researchers investigate the impact of specific terms currently used in the 

addiction vernacular. After all, “the very naming of something creates new realities, new 

situations, and often new problems” (Watts, 1981, p. 451). While the opinions of 

professionals and experts offer a needed contribution to resolve the language dilemma, 

recommendations of addiction lexicon should also originate from those in recovery. No 

study has examined how the population of persons in recovery think and feel about the 

language that is used to describe their personal experiences with substance use and its 

associated challenges. This study seeks to learn how persons who have received SUD 

treatment experience the language used in describing their condition and to understand 

more about the impact of language on the recovery process.  
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CHAPTER III 

METHODS 

Research Design 

Ontological assumption. Each time a researcher conducts a study, he/she 

approaches the research idea with certain assumptions that influence both the research 

question and the manner in which the research is conducted. Elements such as the 

researcher’s personal experiences, values, social position, and paradigm influence the 

construction of a qualitative study (Berger, 2015). One’s ontological stance informs how 

the researcher views reality. The present study is qualitative in nature and uses a 

subjective ontological approach. Subjective ontology operates on the assumption that 

reality is subjective, and therefore, multiple realities exist (Berger & Luckmann, 1966). 

Similarly, subjective ontology attends to the “human essence” as it acknowledges how 

humans are unique from other physical objects when being studied (Prus, 1998, p. 25). 

Because humans use language, have the ability to assign meaning, and reflect on the self 

and relation to others, reality cannot be static. Rather than seeking to discover one reality, 

the researcher recognizes the varying nature of reality and assumes that participants will 

provide data that supports multiple realities (Moustakas, 1994). As participants share 

their experiences, their own words serve as evidence of various realities. 

Social constructionism paradigm. In conjunction with my subjective ontological 

stance, I approached this study with a social constructionist paradigm. Social 

constructionism asserts that reality is constructed by individuals both internally and 

socially (Berger & Luckmann, 1966). Language reflects both internal thought and reveals 

the social process in which individuals work together to create meaning (Kemp, 2011). 
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This study seeks to better understand the perspective of individuals who have 

experienced an SUD in regard to the language used by mental health clinicians 

concerning their condition. As I conducted this study, I kept in mind that the participants 

may vary in their interpretations of their experience. Social constructionism is based on 

the belief that reality can be interpreted in multiple ways (Berger & Luckmann, 1966). 

The experience of each participant creates meaning for that individual in reference to 

prior experience, influenced by history, culture, and past social interactions (Anderson, 

1997).  

Through semi-structured interviews I attempted to better understand how 

language impacts participants as I investigated the process of meaning making and 

interpreted the subjective meanings of the language used when mental health treatment 

professionals communicate with or about those with an SUD. In this way, the participants 

and I co-constructed the meaning of the participants’ everyday realities with the language 

used to describe SUDs. Due to the focus on the psychological meanings that comprise 

one’s experience with the language describing one’s SUD, a phenomenological approach 

best fits the purpose of the present study (Giorgi & Giorgi, 2003).   

Methodological approach. Phenomenological studies inquire about the lived 

experience of a group of individuals as it relates to a phenomenon (Smith, 2011). The 

methodological approach of phenomenology best fits the aim of this study as 

phenomenology examines the taken-for-granted aspects of one’s experiences to 

emphasize the subjective meanings that create the reality that individuals experience 

(Anderson, 1997; Giddens, 1984). The present study describes the participants’ 

experiences with treatment providers’ and others’ language about their substance, as well 
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as, examines the taken-for-granted aspects of individuals’ experiences with the language 

used to describe their disorder.  

In my study, I both describe the experience of language for persons with 

substance-related disorders and increase understanding concerning how these individuals 

make meaning of language, the way language is used, and the particular terms referenced 

in relation to their SUD (Smith, 2004). Kvale (1996) emphasized the importance of direct 

description in order to understand the lived experience. Characteristic of all 

phenomenological studies, the present study operates on the theoretical underpinnings 

that support the exploration of individuals’ perceptions of their experiences (Giorgi & 

Giorgi, 2003).  

In addition, the current study uses interpretative phenomenological analysis 

(IPA), a phenomenological approach that focuses on how participants describe and 

interpret the meaning of their experiences (Pietkiewicz & Smith, 2014). Like other 

phenomenological approaches, IPA honors the richness of textual descriptions, but it 

goes further by adding layers of analysis. The aim of IPA is to describe the lived-

experience in detail and analyze the way in which participants make meaning of their 

personal experiences (Smith, 2004). In other words, IPA involves both the description as 

from the mouth of the participant and the analysis of how the participant conveys the 

meaning of his/her experience. Not only does IPA attend to the interpretative nature of 

the participant’s descriptions and meanings, but it recognizes that the researcher also 

influences the interpretation of the phenomenon being studied (Smith, Flowers, & Larkin, 

2009). As the researcher submerges him/herself in the data, he/she interprets and makes 

sense of the participant’s own interpretation of the experience with the phenomena. This 
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dynamic process recognizes the dual interpretation process of qualitative inquiry 

(Pietkiewicz & Smith, 2014). Thus, IPA provides rich descriptions of the phenomena but 

also recognizes the important and inevitable interpretative nature of research. For the 

present study, IPA most accurately recognizes the limitations and strengths of the very 

act of interpretation.  

There are three important characteristic features that constitute IPA. First, IPA is 

idiographic as it emphasizes the detailed exploration of each case (Smith et al., 2009). 

More than some other approaches, IPA focuses on delving deeper to not only understand 

shared themes of the experience but also highlight the world of the individual participants 

(Smith, 2004). Small samples are used because as the researcher dives deep into the detail 

of the individual experience, he or she uncovers the ‘essence’ of the lived experience 

revealing the universal aspects of the phenomenon (Warnock, 1987; Smith 2004).  

Second, IPA is an inductive approach for the acquisition of knowledge. Rather 

than testing a hypothesis, the data develops in a flexible manner so that the developing 

analysis most closely reflects the words and meanings of the participants (Smith, 2004). 

For this purpose, the research question must be broad enough to allow for the flexibility 

needed to be guided by the data. The inductive nature of IPA fits well with the broad 

nature of the research question for the proposed study. The principle investigator of the 

present study carefully selected the broad exploration of the experience of language 

concerning SUD for the individual with an SUD in order to allow for the data to develop 

in unanticipated ways (Smith, 2004).  

Third, IPA is interrogative in nature. While this type of analysis zones in on 

particular case studies, the analysis is completed in the context of the existing 
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psychological research and seeks to illuminate or interrogate extant literature (Smith, 

2004). The results of any IPA study must be seen in relation to other contributions in the 

field of psychology. For example, an IPA study looking at gay men’s attitudes and 

decision-making processes concerning sex found that unprotected sex signified increased 

commitment to partner (Flowers, Smith, Sheeran, & Beail, 1997). These findings set 

against the back drop of extant literature challenged the assumption that gay men’s lack 

of protected sex was rooted in a somatic pleasure seeking (Smith, 2004). Similarly, the 

present study explores the experience of language not in isolation but in the context of 

extant literature concerning language specific to the experience of substance-related 

disorders.  

Procedures 

Participants. Qualitative inquiry often benefits from purposive sampling as the 

general population may not have experience with the phenomenon being studied. In order 

to provide in-depth understanding of a particular experience, IPA requires the use of a 

purposive homogenous sample (Smith et al., 2009). The goal of the proposed study is to 

give voice to the experience of language for those who have experienced an SUD and 

received treatment. To best illuminate the experience of language for those with an SUD, 

rather than collecting a broad sample of participants with SUD, it is more useful to have a 

sample that is homogenous. The participants in the present study all experienced 

language describing the condition of an SUD as used by treatment professionals (Smith et 

al., 2009).  

Because IPA also draws upon idiography, which requires a comprehensive 

examination of each case, smaller sample sizes (3-6 interviews) are most appropriate for 
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analysis (Pietkiewicz & Smith, 2014). IPA operates on the premise that “delving deeper 

into the particular…takes us closer to the universal” (Smith et al., 2009, p. 31). Thus, 

saturation is not considered to be the goal of the data analysis. Rather, the researcher 

focuses on obtaining data rich in detail and description that allows for an analysis that 

highlights both similarities and differences in the experiences of the participants. A total 

of six participants participated in the present study. All participants completed a survey 

(see Appendix A) to determine if they at one point in time met the diagnostic criteria for 

an SUD and received specialized treatment within the last 3 years. Those who never met 

the criteria for an SUD were excluded from the study. Because the study focuses on the 

experience of language for the person with an SUD in the context of interactions with 

treatment professionals, all participants were required to meet the criteria for having 

received SUD treatment within the past 3 years. The limit on when treatment was 

received helped to create a more homogenous sample. Though all participants received 

treatment, participants were not required to be abstinent and could identify as active in 

their addiction, sober, or in recovery (whether that be abstinence-based recovery or 

controlled substance use). Participants were required to be over the age of 18 to ensure 

that the sample only contained adult participants. The experience of adolescents who 

experience an SUD may be different and should be examined in a separate study.  

Recruitment. Participants were recruited using convenient sampling. Convenient 

samples often allow for obtaining a purposive sample by targeting participants that can 

provide rich descriptions of their experiences related to the examined phenomena 

(Palinkas et al., 2015). I disseminated flyers (see Appendix B) to inpatient and outpatient 

treatment facilities in the Dallas, Texas area to be distributed among their alumni. Similar 
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to other IPA and qualitative studies, referral and snowballing (participant referral) 

recruitment strategies were used (Smith et al., 2009). I used a variety of platforms to 

advertise the research study including Tech Announce, social media, Facebook, and 

flyers disseminated to multiple sober living houses and recovery groups. Using email 

communication, I disseminated flyers to professional colleagues who work at SUD 

treatment facilities throughout the continental United States. An information sheet was 

attached to all recruitment materials (see Appendix C). Potential participants were given 

contact information so that they could communicate with me concerning the study. Once 

participants communicated a desire to participate in the study, they were asked to 

complete a short survey to verify that they had at some time point met the criteria for an 

SUD and received treatment from a specialized treatment facility. Those who meet the 

criteria were then contacted to schedule an interview in a confidential location. All 

participants were located in a separate location and elected to conduct an interview via 

the video conferencing application Zoom. Those who choose to participate in an 

interview were compensated with a $20 Amazon gift card. 

Consent and confidentiality. All participants received an information sheet 

detailing the risks, benefits, and procedures of the study (See Appendix C). This 

document informed each participant of his/her right to withdraw from the study at any 

time and his/her right to ask questions concerning the study. Participants were informed 

that they were welcome to skip questions that they felt uncomfortable answering. 

Participants were required to review and sign a consent form prior to the interview. All 

identifying information was protected. To ensure confidentiality all data was stored on a 

password protected computer in a locked office. The computer that was used for 
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transcription, analysis, and the writing of the manuscript was password protected. The 

principal investigator selected the password and was the only individual with access to 

the computer. Although signatures from participants were required for informed consent, 

legal names were replaced with fictitious names to ensure anonymity of participants. 

Some demographic information was collected using a demographic questionnaire (See 

Appendix D).  

Data collection. The quality and validity of an IPA study require attention early 

in the data collection process. IPA generally uses in-depth semi-structured interviews to 

elicit the personal accounts of the participants (Smith, 2011). As the proposed study seeks 

to explore the experience of language with a population that has been stigmatized, the 

interview process provides the best avenue to build trust with participants to extract the 

meanings of participants’ experiences. The interviewer builds rapport with the participant 

as he/she invites the participant to share the experience in his/her own way (Kaptein, 

2011). Likewise, semi-structured interviews provide the necessary flexibility for 

unanticipated themes to develop during analysis (Smith, 2004).   

Before beginning the interview, participants were provided informed consent (see 

Appendix A) and completed a short demographic questionnaire (See Appendix D). I 

conducted semi-structured 60-minute face-to-face interviews with each participant (see 

Appendix E). The interviews were all conducted using Zoom, a HIPAA compliant video 

conferencing application. I conducted the interviews in a confidential place to protect the 

participant’s anonymity. I was located in my private faculty office in Denton, TX. I 

requested that participants choose a private location of their choice to ensure that the 

interview would be conducted in confidential location. While the interviews were 
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conducted using a video conferencing application that used both video and audio for the 

interview, I audio recorded the interviews using a digital audio recorder. These audio 

recordings were later transcribed for data analysis.  

Self of the Researcher 

Because qualitative research recognizes the researcher’s influence on the data 

analysis and interpretation of results, it is important to discuss how my professional and 

personal experiences and identities intersect with the examined phenomenon. As a 

marriage and family therapist, I received special training in addiction sciences that 

included a systemic perspective concerning the development, maintenance, and recovery 

of a substance use disorder. Moreover, I taught an undergraduate course titled Family 

Dynamics of Addiction which focused on various models for understanding addiction and 

highlighted the importance of systems influencing individuals with an SUD. Furthermore, 

in my private practice, I have worked extensively with many persons who have been 

diagnosed with an SUD and their family members. Sometimes this work occurred while 

the identified patient was receiving treatment, and sometimes this work was with 

individuals and families following specialized SUD treatment.  

The idea for this particular study came to me in a meeting with academic 

colleagues. They had written a manuscript for a project (I had not contributed to this 

particular project), but the manuscript had been rejected with criticism concerning the 

terms describing those who had an SUD and their family members. It perplexed me that 

reviewers and editors were telling prolific authors and experts in addiction sciences and 

recovery that they had gotten the language wrong. As a therapist who seeks to help this 

population, I felt moved to understand more about language and the reason behind the 
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lack of consensus among those who produce new research and those who distribute that 

information. 

In addition to the experience that spurred me to ask the research questions guiding 

this study, I also want to highlight my personal investment as an advocate for this 

population. I have never personally experienced an SUD. The only person (step-dad) in 

my family to have experienced an SUD joined our family during my adulthood, some  

years after he had entered recovery. Often, those who study this topic have a personal or 

family experience with SU. However, I was driven to this field as I developed 

professionally. As a therapist, my professional work is personal due to the intimate nature 

of the healing process. Through my associations with colleagues in recovery and my 

work with clients, I have come to feel a great amount of compassion for those with an 

SUD and their families as they seek healing and support. I approached this project with 

the intent to give voice to the experiences of those with an SUD so that they have greater 

influence on the evolution of language associated with their condition and treatment. 

Prior to the study, I was unsure how to feel about the language debate. Any 

motivation behind carefully choosing terms and words seemed to come from a good 

place. However, I felt disturbed as I looked at the extant literature to find that only a 

handful of studies had even attempted to understand language and the stigma surrounding 

SU. Worse, much of the language used to describe addictions, treatment, and recovery 

has been introduced by scholars, researchers, and treatment providers rather than by the 

individuals suffering from SUDs themselves. Not one study elicited feedback from those 

with an SUD. My biggest worry was that in attempting to be politically correct and 

reduce harm, the field might only be moving the problem around rather than actually 
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discovering how language influenced treatment. After all, the terms describing an SUD 

have consistently changed over past centuries (White, 1999). Yet, the stigma associated 

with SU remains higher than criminal behaviors (Room, Rehm, Trotter, Paglia, & Üstün, 

2001). How is this current movement to alter terms going to create a new change that 

results in a changed system? 

Coming from a systemic perspective, I believe that first order change is the most 

deceptive distraction from genuine healing. If we as a field of treatment professionals 

truly want to advocate for this marginalized population, we must use discretion so that we 

do not reduce the problem of stigma to mere words. In my clinical work, I have learned 

to take a step back and look at the bigger picture to make sure that the changes we make 

promote real change, what marriage and family therapists often call second-order change 

(Watzlawick, Weakland, & Fisch, 1974). It is through this higher order of change that we 

see individuals and family systems heal as they change the rules that govern the system 

itself (Watzlawick et al., 1974). I believe that if we are to alter the way our field and 

society discuss and think about SUD, it will require a deeper understanding of the role of 

language in treatment. 

Data Analysis 

Data analysis followed the guidelines for IPA as described by Smith et al. (2009). 

They outline six important steps for a meaningful IPA study. The first step of analysis 

began with the reading and rereading of the transcript. Following the first interview and 

corresponding transcription, I immersed myself in the data by reading and re-reading the 

transcript (Smith et al., 2009). In addition, I listened to the interview as I read the 

transcript to actively engage with the data and ensure that the analysis focused on not 
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only what the participant said but also the way in which the participant shared this 

information. As I engaged in this step of analysis, I used memos to record my initial 

reactions to the transcript and my own experience as I recalled feelings and thoughts that 

I experienced while conducting the interviews (Smith et al., 2009). In this way, I 

bracketed off initial ideas and connections so as to fully immerse myself in the 

participant’s experience. This memo writing process allowed me to track my analysis and 

improve the trustworthiness of the results (Echevarria-Doan & Tubbs, 2005).  

 The second step of the analysis involved a free textual analysis of the data in 

which I examined language use and semantic content (Smith et al., 2009). During this 

step of the analysis I created detailed notes referred to as exploratory comments that “stay 

close to the participant’s explicit meaning” (Smith et al., 2009, p. 83). In addition to 

noting the important objects and meanings within the participant’s description, I also 

used interpretative noting to examine the context of the lived experience and abstract 

concepts related to the participant’s meaning making process. I used NVivo (2018) 

qualitative data analysis software to write explanatory comments, organize the data, and 

record memos for the data analysis. Following steps one and two, I shared my memos 

and explanatory comments with my dissertation chair, Stephen Fife, to elicit feedback 

that would further push the analysis. 

 The third step of analysis added another layer of analysis in which I developed 

emergent themes. Although some themes may be present in earlier notations or memos, it 

was in this stage of the analysis that I began to map the patterns and relationships 

between my explanatory notes. At this point, my analysis shifted from examining the 

transcript to focusing on the initial analysis notes (Smith et al., 2009). Because IPA 
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requires that the initial analysis stay close to the text, this step of the analysis should in no 

way comprise the integrity of emergent themes. This portion of the analysis builds upon 

the important characteristics of IPA that emphasize the importance of both description 

and interpretation. To identify emergent themes, I produced statements that captured the 

essence while being grounded in the data (Smith, 2011).  

 Once emergent themes were identified, I moved on to step four which focused on 

building connections between emergent themes. As I clustered related themes and 

explored spatial connections across themes, I identified important patterns and 

determined which themes could be discarded (Smith et al., 2009). While many interesting 

themes emerged from the data, themes that did not directly relate to the research 

questions were excluded. This allowed for the analysis to focus on the themes most 

salient to the research questions. One important strategy, abstraction, helped to identify 

‘super-ordinate themes,’ which are themes that capture the pattern or connection between 

a group of emergent themes (Smith et al., 2009).  

 Step five required moving on to the analysis of the next case. Each case was 

transcribed, reviewed, and analyzed independently repeating the same process of analysis 

used for the in-depth analysis of the first case (Smith et al., 2009). To ensure the 

idiography of the study, I bracketed ideas that emerged in the analysis of the first case in 

order to allow for new themes to develop. Throughout the analysis of subsequent cases, I 

created memos to record both my internal process and the progression of the analysis. I 

also used my research team to provide feedback on my adherence to the first four steps 

for the analysis of each interview (Smith et al., 2009).  
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 The sixth and final step of the analysis focused on patterns across cases. At this 

point the analysis became more theoretical as emergent and super-ordinate themes 

characterizing an individual case share higher order concepts with other cases (Smith et 

al., 2009). Although higher order concepts identify interesting patterns across cases, the 

uniqueness of cases were also valued. In this step, with my research team I identified 

both higher order patterns and idiosyncratic qualities. By including the words of the 

participants to elucidate super-ordinate and case specific themes, I demonstrate how the 

analysis is tied to the participants’ lived experiences.    

Trustworthiness of the analysis. To ensure the trustworthiness, I used multiple 

validation strategies as proposed by Guba and Lincoln (1989). Consistent with 

recommendations from Guba and Lincoln, I used peer debriefing to improve the quality 

of my findings (Anney, 2014). A research team assisted me with the data analysis. Team 

members provided peer examination and triangulation throughout the data analysis 

improving the credibility of the inquiry findings (Anney, 2014). My dissertation chair 

functioned as an external auditor to review my analysis at several time points during the 

study. I also debriefed with my chair to provide space for another person to witness my 

process as the researcher. Debriefing provides an opportunity for others such as my chair 

to ask challenging questions concerning the research methods, findings, and conclusions 

(Creswell, 2007). Lastly, I performed member checks in which I shared the results with 

the participants and elicited their feedback (Dahl & Boss, 2005). 

To track the progression of my analysis I kept a research journal, where I wrote 

memos and debriefed as part of a bracketing process. This bracketing process did not 

completely eliminate researcher bias but increased transparency through critical analysis 
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of the researcher’s presuppositions (Kvale, 1996). Though IPA accounts for the 

researcher’s interpretations, strategies such as bracketing help the researcher to isolate 

personal experiences and examine the phenomenon with a fresh perspective (Husserl, 

1927). In addition, the theoretical focus of interpretative qualitative research encourages 

continual exploration of the given topic (Angen, 2000; Creswell, 2007). The approach 

does not seek to exclude the researcher but acknowledges the researcher throughout the 

analysis to make the researcher’s involvement transparent. Rather than focusing on 

reducing the role of the researcher and seeking to establish an objective truth, 

interpretative qualitative research acknowledges the role of the researcher in the analysis 

and findings.  
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CHAPTER VI 

RESULTS 

Sample 

The sample included six participants who had received a diagnosis for an SUD 

and had completed treatment within the last 3 years. The sample consisted of four men 

and two women ranging in age from 19 to 43 years old. Participants resided in several 

states including Florida, Maryland, Ohio, Texas, and Utah. Four of the participants 

identified as white. One participant identified as African American, and one participant 

identified as biracial (races not specified). All six participants identified as heterosexual. 

Almost all participants identified that they were single and never married (n=5). Only one 

participant identified as divorced or separated. Half of the participants reported having no 

children (n=3). Other participants reported having 11, 8, and 2 children (these numbers 

included stepchildren and adopted children). The participants varied in their 

religious/spiritual affiliations (see table 1). Half of the participants reported a high school 

diploma as their highest level of education (n=3). One participant reported receiving 

some high school education and two participants had bachelor’s degrees. Three 

participants reported being employed full time while two reported being unemployed. 

One participant was a full-time student, unemployed. Regarding annual household 

income, two participants reported making less than $20,000, two reported making 

$20,000 to $34,999, one reported making $35,000 - $49,999, and one reported making 

$75,000 - $99,999. All participant demographic information is displayed in Table 1.  
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Table 1 
 
Participant Demographics 
 

 

Variable  N (%) 

Participants 

     Male 

     Female  

     Total 
Ethnicity 

     Caucasian 

     Biracial 

     African American 

 

4 (67) 

2 (33) 

6 (100) 
 

4 (67) 

1 (16.7) 

1 (16.7) 

Sexual Orientation 

     Heterosexual        

 

6 (100) 

Age 

     Mean 

     SD 

     Range 
Relationship Status 

     Single/never married 

     Divorced/ Separated        

Number of Children 

     Mean 

     SD 

     Range 

Religion 

     Baptist 
     Agnostic 

     Latter-day Saint 

     Christian 

     Catholic 

     None 

Level of Education 

     Some High School 

     High School Diploma 

     Bachelor’s Degree 

Current Employment 
     Employed Full Time 

     Unemployed 

     Unemployed, Full Time Student 

Average Household Income 

     Less than $20,000 

     $20,000 – $34,999 

     $35,000 - $49,999 

     $50,000 – $74,999 

     $75,000 - $99,999 

 

32.7 years  

8.4 years 

19-43 
 

5 (83.3) 

1 (16.7) 

 

3.5 

4.8 

0-11 

 

1 (16.7) 
1 (16.7) 

1 (16.7) 

1 (16.7) 

1 (16.7) 

1 (16.7) 

 

3 (50) 

1 (16.7) 

2 (33.3) 

 
3 (50) 

2 (33.3) 

1 (16.7) 

 

2 (33.3) 

2 (33.3) 

1 (16.7) 

0 (0) 

1 (16.7) 
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In addition to demographic data, information was collected concerning the 

participants’ treatment experiences (see Table 2). Most participants were diagnosed by an 

SUD treatment professional (n=4). However, some received their diagnosis from a 

medical doctor (n=2), psychiatrist (n=2), or mental health professional (n=2). Some 

participants received diagnosis from multiple professionals (n=4). Ages of first 

intoxication ranged from 13 to 21. Years of using substances ranged from two years to 20 

years. The participants received various forms of treatment and some attended treatment 

multiple times. Types of treatment included inpatient (n=4), outpatient (n=4), medical 

doctor (n=1), psychiatrist (n=2), and other mental health professional (n=2). Only two 

participants had received specialized treatment once. Two participants reported receiving 

treatment two times. The other two participants reported attending treatment 5 and 11 

times, respectively. The length of time in the most recent treatment ranged from 4 months 
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to 1 year. Of the participants that reported being completely abstinent (n=4), the number 

of months sober ranged from 11 to 18 months. For the other two participants who 

successfully managed their use, their time of recovery ranged from seven to 24 months. 

Table 3 
 
Superordinate Themes and Subthemes 

Theme 1: Contextual Factors Influence How Someone Experiences Language 

Subthemes: 

1. Expertise 

2. Relatability 

3. Readiness to Change 

4. Awareness of the Problem 

5. Body Language 

 

Theme 2: Positive Language 

Subthemes: 

1. Language that empowers clients 

2. Genuine concern 

3. Relaxed language 

 

Theme 3: Negative Language, Meaning, and Self-perception 

Subthemes: 

1. I am a bad person 

2. They take pleasure in my pain  

3. I am a freak 

4. I am broken 

5. My family does not understand me 

 

Theme 4: Ways of Talking 

Subthemes: 

1. Dehumanizing language 

2. Getting specific 

3. No bullshit 

 

Theme 5: Conversations as a Means for Healing  

Subthemes: 

1. Root cause 

 

Theme 6: Language as a Weapon 
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Major Findings 

 After reviewing and analyzing the interview transcripts multiple times, several 

themes emerged from the participants’ accounts of their experiences with language. Some 

initial themes were later removed due to a lack of sufficient support or because they did 

not directly relate to the primary research questions. Two primary research questions 

guided the data analysis: How do those with an SUD make meaning of the language used 

to describe and discuss their condition and treatment? And what specific terms related to 

SUDs carry significant meanings for persons with an SUD and how do they experience 

these terms and associated meanings? The clustering of emerging themes resulted in six 

superordinate themes, some of which contained subthemes. The superordinate themes 

included: Contextual Factors Influence How Someone Experiences Language; Positive 

Language; Negative Language, Meaning, and Self-perception; Ways of Talking; 

Conversations as a Means for Healing; and Language as a Weapon (see Table 3). The 

descriptions of the superordinate themes and subthemes, as well as the participants’ 

accounts of their experiences, are presented below. 

Theme 1: Contextual Factors Influence How Someone Experiences Language 

Participants report that their experiences with language concerning their SUD 

were heavily influenced by key contextual factors. Many seemed unaware of how 

language had both shaped and reflected their SUD experience until a shift in contextual 

factors allowed for language to be experienced in new ways. One participant shared his 

doubts concerning talk therapy:  

When it comes to treatment, you’re just going there to talk. They’re going 

to tell you why you shouldn’t do this. How’s that going to help me? I’m 
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sick, throwing up, there’s no way for me. I knew I had a problem with it. 

(Participant 6) 

 

It was hard for participants to believe that any conversation could impact them in a way 

that would enable change. Nevertheless, participants reported they became open to 

treatment and help from talk therapy as they experienced important shifts in certain 

contextual factors. The most poignant contextual factors influencing participants’ 

experience of language include expertise of treatment professionals, readiness to change, 

relatability, awareness of the problem, and body language. 

Expertise. Many participants talked about the important role of psychoeducation 

in their treatment settings. As they learned more about why their use had evolved into an 

SUD, they reported being more willing to listen to treatment professionals, due to their 

expertise. One participant remarked, “You can hear the intimidation in the voice first of 

all, you can hear it. You know you in the wrong area and you know that he ain’t talking 

about real rocks when he say, ‘He got rocks.’ (Participant 4)”. This participant also 

responded to the expertise of treatment, “I felt like they knew more and what it did is 

made me challenge myself.” Likewise, other participants shared how this expertise 

contrasted conversations and language experienced in their families: 

Well, for one, they (treatment professionals) taught you about your 

disorder, so therefore you got a better understanding. Family, they just 

nag, nag, nag about it. The facility was actually telling us things about 

it…I’d say everything they taught me helped my process. Participant 1) 

 

Participant 5 also described how the influence of treatment professionals helped her to 

finally make sense of her SU: “I understood like what it is like for the compulsion to 

use…When they explained it, and then explained the science of it.” As participants 
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learned more about what they were physiologically experiencing, they became more 

receptive to other suggestions from treatment professionals. 

Relatability. In addition to the expertise of treatment professionals, participants 

indicated that their experiences with language were influenced by the relatability of the 

person who spoke the words. They emphasized the importance of finding peers in 

treatment they could relate to or a professional with whom they could connect. The 

participants shared that whether it was a peer or treatment professional, a person’s 

relatability impacted their receptiveness to treatment. When participants relayed the 

language used by treatment professionals, it was sometimes similar to the very words 

their families and friends had used. However, when particular terms were used by people 

who had experienced an SUD or people who seemed to have a greater understanding of 

SUDs, the participants felt that the language was appropriate and helpful where before 

such language had been damaging. Participant 2 spoke about the importance of working 

with individuals who had experienced addiction and how this built trust that enabled him 

to listen and act on treatment advice.  

I guess that was also the big difference…at rehab the first time I don’t 

think any of these doctors are drug addicts or anything like that…they’re 

looking at me like I’m sick, you know? Like I have a physical issue, and 

they’re just trying to find what treatment plan is going to medically solve 

it…You know, they haven’t really been through it. I don’t think they know 

what it’s like. And then when I’m talking to somebody and they’ve done 

what I’ve done, and probably worse, and it’s like, “Look, dude, it gets 

better.” And they look happy, and their life looks good, and I’m like, 

“Shit, dude, I want that.” You know? Like tell me how you got to the point 

where you’re at right now…And the second one was like, everybody that 

I’m talking to is a person that was just as bad off as me, and were using 

the same drugs, and were doing the same thing, and now they’re like, 

“Look, dude, you’re not special,” you know?...It meant a lot more, I could 

trust them...because they look happy, and I’m not. And they’re not trying 

to give me meds or tell me that my mind is all messed up. … it was more 
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like… I was being guided by somebody that’s actually been through it, 

you know, and is not just a doctor. 

 

The participant further shared his views on how the relatability of the peer or treatment 

professional influences what language should be used when discussing the SUD 

experience.   

Yeah. If they haven’t experienced it then I feel better about it. Because…I 

feel like the word addiction just has, it’s a big old negative thing, and it’s 

like, I feel like when other people say that it’s kind of like 

condescending…And then dependence, it just, I don’t know, it just sounds 

better of someone that hasn’t been through it, like it’s just like a physical 

or chemical dependence. 

 

Likewise, participant 6 talked about the importance of seeing and talking with peers in 

the treatment center. He reported that listening to the stories of others who had become 

sober helped him to feel more hopeful about his own ability to get better. 

I would say I was more optimistic, and I started getting more faith, you 

know what, this isn’t as bad as I was making it. There’s people who were 

a lot worse and you know what, they’re clean and sober now. So, if they 

could do it, I could do it. 

 

Similarly, he talked about how the optimism that resulted from his interaction with 

people helped him to be more open to the advice he was given in treatment. 

When I would go home, I would really think about what they would say. I 

would take their advice, and I would do it. Just the positive outlook 

because before I didn’t have a positive outlook at all. I knew that this thing 

was going to kill me. When you’re really far into that, it’s how you 

feel…Once I started getting help, being more optimistic, I took the whole 

program more serious. The NA was part of the treatment with the 

Suboxone, and I started participating more in that. Before I wouldn’t talk. 

All these things that they were suggesting, they were helping. Even if it 

just helped in the slightest way, it was having a positive effect, and it was 

helping.  
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As participants identified persons they could trust, they were more receptive to treatment 

suggestions and also found new meaning and support in language that had previously 

been stigmatizing.  

Readiness to change. Participants shared that they often struggled to listen and 

consider what was being taught in treatment due to a lack of readiness to change. Half of 

the participants had made numerous attempts to obtain some form of treatment for their 

SUDs. These individuals often talked about how they were not ready to change when 

they first went to treatment.  

I didn’t take anybody serious about it… I’ll tell other people, I was the last 

one to know I was a drug addict. Everybody knew I was. And I don’t 

know, my mind was just always justifying it…I would hear the word drug 

addict, or something like that, and I can just make up rationalizations for 

why I was like that. …I’d be like, “I’m not that bad. So, I’m not a drug 

addict.” … I just kind of let it fly above my head and not take it serious at 

all…But, I just was not ready to be sober at the time that I went there. 

(Participant 2) 

 

I went to NA meetings. I had attempted to do something like that one time 

before, and I don’t think I was ready for it. What I should say is, I don’t 

think I was ready to quit at that time. (Participant 6) 

 

Two participants had started using substances during their teenage years. These 

participants felt forced into treatment by their parents who had identified that their use 

had become problematic and warranted intervention. Both participants reported knowing 

little about treatment but hoping that treatment professionals would cure them. Participant 

2 explained, “The first time it was like, I’m the patient, you know? I’m sitting there, and 

they’re trying to figure it out for me.” He also described his first treatment experience as 

“sitting there at a rehab facility begging to get cured.” His description of expecting 
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someone else to heal him demonstrated both his lack of understanding concerning 

treatment and his resistance to accept what treatment professionals were telling him.  

 Although participants were not ready to change initially, each indicated that they 

experienced a shift in which they became open and interested in change – a shift in which 

change became something they desired for themselves. With this shift, they became more 

open to the treatment that was offered by treatment professionals. Participant 5 described 

the shift that she experienced from her first treatment experience where her parents had 

pushed her to go into treatment and the second time when she herself approached 

treatment with hope and seriousness. 

So, I just was going out on a limb and hoping that something would save 

me... So that was the first time I went to that kind of church, or the rehab, 

and then the second time I went, in 2014, to a regular rehab, a secular 

rehab, or whatever you call it. And that time... I was having better hopes. I 

was hoping it was nothing like [the first treatment center]. …the second 

time, I think they were a little nicer. I mean, since I wasn’t ... I was more 

serious about being there. The first time, I wasn’t as serious, so the second 

time, I think they could see my seriousness. (Participant 5) 

 

Participant 6 reported that the negative experience when he first reached out for help 

prevented him from continuing to pursue help. While it is unclear whether he could have 

been ready for change had he found the support, participant 6 indicates that he knew 

things had to change when he sought out treatment again. 

When I finally went to [inaudible] I really feel like I was near my rock 

bottom. I had played this thing out, it stopped being fun a long time ago, 

you know what I mean? I had to quit; I didn’t know how. By that time, I 

really had no place to turn when it came to getting help. (Participant 6) 

 

As participants became more ready to change, they report being more serious about 

treatment and listening to the advice and counsel of treatment professionals. 
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Awareness of the problem. One interesting finding concerning how participants 

experienced language focused on the participant’s awareness of their problematic SU. All 

participants spoke about dichotomous language, or language that focused on the terminal 

nature of an SUD. The participants also noted that treatment language was often 

dichotomous emphasizing behaviors and conditions that should “never” or “always” 

occur. Sometimes this was helpful; other times it had a negative effect. The determining 

factor concerning how this language was received centered on the participant’s awareness 

of the severity of the SUD. Those who were unaware that their SU had become a problem 

reported that such language assisted in helping them to consider change and receive help. 

Participant 1 discussed how conversations with her family influenced her perception of 

how alcohol was impacting her behaviors. She shared that it was not until her family 

began to complain that she began to reflect on her alcohol use. 

Well, like I said, after a while, during your somewhat sober moments 

before you get the alcohol in you, you just think about things. Is this really 

true? Am I really not taking care of myself? I mean, I wasn’t even taking 

care of hygiene issues. 

 

Similarly, she reported that treatment professionals similarly emphasized the seriousness 

of her SUD, stating, “They made sure to let you know that this was a matter of life or 

death…I mean that sticks out for me…It brought seriousness to the situation.” Participant 

4 had no awareness of the severity of his own SUD due to the high use among his family 

and peers. 

I just thought it was okay, nobody had a problem. It was all good…It 

definitely (laughing) gave me no motivation to be a better person. I didn’t 

want anything in life or didn’t look at anything in a different state because 

I’m always, “Oh yeah, that’s what I’m talking ... “ Everybody’s proud of 

you for what you were doing. It was dumb, it wasn’t making a lot of 

sense… I wanted more for myself, and I thought, I had a new baby 
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coming, so I was like, “Okay I don’t want my kid seeing what I saw. I 

don’t want my child to turn out how I was.” I knew that there was more of 

a burning desire inside of me to be a different person. 

 

Later he recounted how language in treatment, specifically the catch phrases of 

abstinence-based recovery, helped him:  

Well, they’re definitely stay in your head: “Stay clean,” “Do the 

meetings,” “30 in 30,” “90 and 90.” I mean all that stuff stays in your 

head. It’s very cliché. No matter where you go in the world, that’s 

probably exactly what they’re doing in every NA, AA, CA meeting, 

they’re all saying the same thing. 

 

It did a wonderful job, I mean I had a nice drive, I was very driven. I 

would wake up an hour before time and read my AA book. I mean…just 

something inside of me that knows that if this is the way that I got to do it 

to get where I wanna be, then that’s what I’m gonna do. 

 

Participant 4 also discussed how the seriousness of the conditions of others in and out of 

treatment helped motivate him to seek out help. He recounted how the neighborhood 

chatter concerning drug related deaths in his community caused him to want to change 

his own life trajectory:  

Cause you see the same people every day and a lot of people were starting 

to get murdered and they were finding bodies and so you’d be like, “Ah, I 

don’t wanna be any of that. I want more in life,” and so I went and got 

help. 

 

In treatment, the terminal language used with others also helped him to be more 

motivated in his own recovery. He shared, “I can understand why sometimes you have to 

come down a little harder just because maybe they can’t hear. I could hear real good. He 

ain’t gotta holler at me.” 

 Conversely, participants who had greater awareness of their SUD discussed how 

language that focused on the situation being dire, led to an increased sense of 

hopelessness. Whether it was family, friends, or a treatment provider, they felt that 
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language that focused on always being an addict or the terminal nature of an SUD made 

them feel less hopeful that treatment could be effective. In some cases, this prevented 

participants from seeking help for years. Participant 3 described being talked about like a 

“cancer patient. There was little hope.” He shared that he would often hear others talking 

about him: “‘Never will get better’. ‘He’s always been that way’. ‘He’ll always be that 

way’. Just really, end of the world type talk, very permanent speech, like very matter of 

fact, nothing will change.” 

 Similarly, participant 5 shared that the language in society that places a negative 

stigma on those with an SUD often asserts “that people will always be the same. They 

will never change.” She also talked about how in treatment, dichotomous language 

emphasized the permanence of the disorder. She reported that her treatment center said 

that her condition was “lifelong, and [she would] never…be able to live a normal life.” 

She reflected on how such language made her feel:  

I guess they just always said always going to be an addict, and that’s 

basically it…For me, it honestly drives me crazy, the recovery 

community…I can’t take it, because...they say that you always have to go 

to meetings. You always have to...Or you have to change your people, 

places, and things. I mean, just the same things, and honestly, I did that for 

a while. I did NA and AA for a very long time, and I tried to do all that, 

but I’ve come to find out that I’m actually better now. I mean, how they 

said that you always have to go to meetings, you always have to do this, 

this, and this. You can’t do this. There’s a lot of “can’t’s” that I didn’t like. 

 

While participant 5 acknowledged her own struggle to manage her SUD, she explained 

that such generalizations do not capture the experience of many with substance use 

problems: “…I’ve seen a lot of friends go in and out of rehab like me, but then I’ve seen 

some friends go one time, and then be great.” 

 Participant 6 talked about being fully aware of the significance of his SUD.  
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I was heavily addicted, I felt like I really had a problem. I felt like it took 

over my life, highly addicted. I knew I had a huge problem, monkey on 

my back. I felt like I was destined, this would be the end of me. When I 

talked about myself, it wasn’t in good ways. I was really disappointed in 

myself. How did this happen? Most people, they know they have a 

problem. You always hear people say the first step is you realize that you 

have an addiction. I knew that right away. I never really had used drugs 

before. The first time I had tried that stuff I was immediately addicted to 

it. Very quickly I knew that I was in trouble and I didn’t know how to deal 

with it. I thought getting into treatment wouldn’t even help me.  

 

Due to his own fears about a problem he could not control, he felt discouraged by the 

language of treatment professionals that emphasized the severity of his SUD. 

When they would talk to me about my addiction, they made it, like I said 

before, it wasn’t something that couldn’t be fixed. I feel like that’s the 

major thing that I’m gonna say here. People I dealt with, “I have never 

seen anybody taking so much, you could really die any time.” I felt like 

the way these people would talk, like I said, it made me feel like no 

amount of help was actually going to help me. 

 

I went to the doctor’s and I told him that I was taking the Xanax too and 

the guy’s like, “You know, you’re lucky to be alive, you have to get help 

immediately.” This and that. And that scares you, overwhelms you, and I 

felt completely overwhelmed. Him even saying, “You’re going to die any 

day.” This and that, that wasn’t even enough. Outside and inside they said, 

“If you don’t get treatment and you don’t go through with this, you could 

die.” I also heard, “If you continue to use it’s only going to get worse. 

You’re either going to end up in jail or you’re going to end up in the 

grave.” I heard stuff like that inside and out. 

 

I already had the attitude at treatment, “Hey, it’s not going to work for 

me.” Then when you have other people making it like, what you’re doing 

it’s so crazy that even that help...They basically solidify what I was 

already thinking in my mind that I was this bad drug addict and no amount 

of help would be able to help me.  

 

Though the experiences of dichotomous language vary among participants, it is clear that 

one’s awareness of the severity of the substance use problem significantly altered how 

such language was interpreted and impacted whether the individual reached out for help 

or felt increase hopelessness. 
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Body language. While the previously discussed contextual factors affected all 

participants’ experiences with treatment language, one participant presented body 

language as another important contextual factor impacting his experience with language 

in treatment. Participant 3 discussed that certain physical gestures accompanied 

empowering language. He stated that in addition to the words that were spoken, treatment 

professionals “were always very hopeful, always had a smile. They were, it was like 

family, giving hugs…” His experience suggests that physical gestures may reinforce 

messages that are conveyed by language. Although other participants did not discuss 

body language, it is unknown how body language contributed to how they interpreted 

meanings associated with treatment language.  

Theme 2: Positive Language 

 Many of the participants talked about the influence of language they labeled as 

positive language. Although positive language often denoted language that encouraged 

the participant and highlighted strengths, some described positive language focused on 

negative consequences and increasing accountability. Positive language also included 

language that empowers clients, genuine concern, and relaxed language. Participant 3 

talked about different types of positive language from both family and treatment 

professionals that helped him.  

Certain language that was positive and uplifting by my family, like, “You 

can get better,” “You can do it,” “You have to get better,” and “You can’t 

go on living like this anymore,” especially my dad cause it was my dad’s 

brother who passed away from the same thing I was addicted to. He had a 

good talk where he was like “You can’t keep doing this. This is going to 

lead to you dying.” That’s positive and uplifting. 

 

They were just very uplifting, very positive, very...not fake, Rah rah rah 

cheerleader, “you can do it!” but it was really like you know “You’ve got 
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this now.” And really demanded, they demanded our excellence, and they 

demanded our integrity, and they demanded our realness meaning not, not 

trying to bull crap, or just, just being real, I guess, when it comes to 

talking about our issues. 

 

Participant 3 further elaborated how language that may otherwise seem harsh, was 

actually interpreted to be positive: 

Nothing they said, honestly, nothing they said harmed it. Even when they 

would call me out on my bullshit, it was worth it, and I knew it…And I 

think the difference is the love behind the words and the meaning behind 

the words of the care… so there’s two things: it’s the energy that they 

bring and it’s the words they say with that energy behind it that made all 

the difference in a positive way.  

 

Participant 4 also talked about the importance of hearing positive things but also being 

challenged to become better.  

Well if you want something more in your life than you need to hear 

positive things, and so when you’re hearing positive things, they put you 

in a different mood as a person and you know that you have to tear some 

walls down to get somewhere. It’s a little bit of work, but if you’re willing 

to do the work then it will definitely pay off. 

 

 Participants also talked about how positive reinforcement helped them to continue 

to improve. 

Well, they assisted by being, they would push me to think that I was doing 

better. They tell me I’m doing better and I should want more in life. When 

the person pushes you, and motivators, that’s what they were. Awesome, 

they’re just awesome people. When somebody wants you to do better, best 

thing to do is motivate you. I was motivated. (Participant 4) 

Well, it recreated my bad behavior, I felt like, because I kept getting bad 

attention, and that’s what I thought I liked, so I kept going after the bad 

attention. Then, the second time when I went in, and I was doing good, 

and they kept praising me for being good, because I’m like an attention 

whore. Finally...Yeah. So, then the second time, when I was actually doing 

good or whatever, and then they would like tell me, “Oh, you’re doing so 

good,” then I was like, “Oh, okay. I actually like the good attention, not 

the bad attention.”… it really influenced me, because they would give me 

positive reinforcement, like how I was doing good, or how I’ve changed, 



 

Texas Tech University, Rebecca Lucero Jones, August 2019 

 

 71 

and I think that made me want to surrender to the process more. 

(Participant 5) 

 

The positive language described by participants suggests that positive language is 

not simply compliments but also includes language that communicates an overall 

message that the person is capable of more and has the capacity for improvement. The 

participants’ descriptions of positive language in treatment suggested that such language 

not only communicated care and support but also looked like calling out the truth and 

believing that patients could do hard things and talk about difficult topics. As loved ones 

or treatment professionals used this language, the participants were instilled with hope 

that things could improve and a belief that recovery was possible. 

 Language that empowers clients. Another way treatment professionals used 

positive language included certain language that the participants described as 

empowering. Participant 3 talked about the all-encompassing nature of the language of 

recovery. He expounded that “all the words were very empowering” and “actually 

helped” because they were “all about feelings and less in [his] head and more in [his] 

heart.” His description suggests that language becomes more than words and influences 

the thought process and even embodies the soul. 

I feel like anybody can understand the language of recovery. But until you 

go through recovery, does it hit you and embody your soul, and it becomes 

everything. And what I mean by that is it’s how I talk to myself… the 

language of recovery it’s at such a deeper level. I think it is beautiful. I 

think it is very much warm and inviting and uplifting and I think 

empowering. I’m saying a million things, but I think empowering is what I 

would sum it up as because it is an enabling work that enables me to claim 

my recovery, I would say. (Participant 3) 
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In a similar way, participant 6 described how his interaction with a treatment professional 

helped him gain confidence and approach his treatment with optimism: 

She was really understanding, and she didn’t make it a big deal when I 

came in there and I told her how much I was taking and stuff, she didn’t 

make it a big deal. She made it like, “Okay, you can easily get help. We 

can work with this.” It made me feel really good and it gave me 

confidence. That’s really what helped me, her attitude that it was the one 

person who, you know, she didn’t make me feel bad. 

 

They made me feel comfortable, and they did not make a big deal out of 

what I was doing. They made me start to be more light, like maybe I could 

get out and then in turn I became more optimistic, and I felt better. I would 

say I was more optimistic. I would say I was more optimistic, and I started 

getting more faith, you know what, this isn’t as bad as I was making it…. 

The fact that I had hope, I started taking the whole treatment thing more 

serious because I started seeing the light at the end of the tunnel. Like, 

“hey, I can actually do this.” Once I started feel like it was possible, I 

could do this, it wasn’t maybe, I was like, “You know what, I can get my 

life back.” I started taking it a lot more serious. That helped me. If I didn’t 

take it seriously, it wouldn’t have worked. 

 
 Genuine concern. Participants accentuated that positive language was 

accompanied by genuine concern. When describing genuine concern, one participant 

explained, “You can just feel the love. You can feel the respect. You can feel that they 

care. They talk to us with such respect and with dignity (Participant 3).” Participant 1 

noted that the most pronounced difference in the language upon entrance to treatment 

compared to language used by family and friends was the level of concern. When 

discussing treatment professionals, she stated, “They were being concerned when they 

talked about the situation.” Likewise, participant 6 also noted that treatment professionals 

seemed to convey genuine concern where others had expressed a sense of alarm or 

hopelessness:  

Well, I guess the one thing they were kind of worried about was that they 

said I was a poly-drug abuser because I was using the two substances, the 
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benzodiazepine and then opiates. That’s very dangerous. Other than that, 

like I said, they didn’t make it a big deal. They made me feel comfortable 

with it.  

 

Just as participants 1 and 6 recalled feeling a level of concern that enabled them to be 

open to the feedback of treatment professionals, other participants echoed such 

sentiments concerning the communication of genuine concern. Participant 3 shared how 

genuine concern was something he could easily sense but was a little harder to illustrate 

using particular statements:  

So, like behind my parents, I can feel the love and it’s not because they’re 

my parents, it was because...I don’t know how to explain it. It’s just 

something I can, I can feel. I feel like I might, I feel like I am pretty 

empathic where I can feel when somebody is just being fake, and it’s just 

that’s the biggest turn off. I’m like, right, whatever, get out. But it’s like 

when my parents or people care about me say, “[Name of Participant 3], 

you have to get better. This just not going to end well.” You can.... it’s the 

words, but it’s also the feeling that hits me that it’s like, “It’s okay. I hear 

you.” Compared to people who just feel like they have to say what they 

have to say, because I’m an addict. They say, “Oh. You know he should 

get treatment. I think, I think that would be good for you.” And it’s the 

words hit my face and they fall on the floor because there is zero meaning 

or feeling behind it.  

 

In the same way, participant 5 distinguished some of her treatment experiences saying 

that the staff members “were just nice.” She contrasted this with another treatment 

experience where she was “accused” and ‘“condemned” for things she said she did not 

do. She pointed out that at her last treatment center, “They didn’t judge you. They didn’t 

accuse you stuff… they just were kind and listened to me.” Her description suggests that 

genuine concern may not only include language spoken to patients but also consists of 

listening to what patients are saying.  

 Relaxed language. Some participants distinguished that some language used in 

treatment settings felt more relaxed allowing for the patient/client to determine their 
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experience in treatment. Participant 2 highlighted the importance of the open-door policy 

at his treatment center that allowed him to take ownership of his recovery:  

It’s like you don’t have to be there, like it’s an open door policy, but it’s a 

house, you get drug tested a lot, then they talk to you, and if you have 

codependency or something like that then you go talk to somebody about 

it, and you get a sponsor, and you start working the steps, and stuff like 

that…And it just, they basically, with the open door policy, taught me how 

to be okay with life, and not need drugs to supplement, to make me, I 

didn’t have to change the way I felt to be happy. 

 

In like manner, participant 5 described her treatment setting as being relaxed and more 

specifically described the center’s approach to treatment as “holistic.” She acknowledged 

the influence of the 12-step program but noted that patients were not required to go to 

meetings. Participant 6 described the relaxed language:  

The thing that made me feel better was just the counselors and my 

therapist they were so, I don’t know, nonchalant is not the right word 

because deep down they were serious, but they came off very nonchalant. 

“This is nothing. As long as you keep coming, we can deal with this.” And 

that really gave me faith and for the first time in a long time I had felt like 

someone was really on my team. 

 

 The relaxed language used by treatment professionals often contrasted the 

language used by families who had forced loved ones to attend treatment. Sometimes this 

relaxed language differed from the language used by other treatment professionals who 

demanded compliance and uniformity in treatment. Participants indicated that this 

relaxed approach made recovery seem possible while also challenging them to desire 

recovery for themselves. 

Theme 3: Negative Language, Meaning, and Self-perception 

 Though many of the participants discussed the important role of positive language 

in their healing process, they did not discuss directly the meanings of such language or 



 

Texas Tech University, Rebecca Lucero Jones, August 2019 

 

 75 

statements. In fact, many participants had a difficult time recalling specific positive 

language but focused on the way positive language made them feel. Interestingly, when 

participants derived meanings from language, these meanings were often derived from 

negative language. The associated meanings derived from such language often focused 

on the participant’s identity, or how the participants perceived themselves. This suggests 

that those with an SUD are more likely to assign meaning to negative language by 

internalizing or analyzing what these meanings say about one’s personal identity. Some 

of the ways in which negative language was internalized include I am a bad person, They 

take pleasure in my pain, I am a freak, I am broken, and My family does not understand 

me. 

 I am a bad person. Participants shared that when they tried to make sense of 

their conversations with others concerning their SUD, they often deduced that their 

disorder made them a bad person. Participants described how some family members and 

treatment professionals communicated this belief about those with an SUD: 

That stigma, of just like, God, I feel like most people think it is that moral 

failing of like, “You’re a drug addict, so you’re a bad person. You’re, you 

know, you’re a criminal, you’re not to be trusted, you’re a low life, or 

whatnot.” (Participant 2) 

 

When you’re into it, like you said, I feel like if I had to describe what they 

thought, that I was a bad person. That’s another thing that I want to 

emphasize real quick. They thought that since I’m taking this medication, 

they thought that I was a bad person. Eventually, an addict, they feel that 

way. If you tell somebody they’re a bad person enough times, they start 

believing it. You know what I mean? (Participant 6) 

 

While participants felt the message of “you’re a bad person” was clearly 

conveyed, not one participant reported that this was an overt statement. Rather, 

participants relayed that others described them as selfish, mean, and not caring about 
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others revealing that “I am a bad person” was a meaning derived from multiple 

interactions with others that culminated in a belief about oneself.  

They take pleasure in my pain. In addition to believing that one was a bad 

person, participants talked about a couple of ways in which others seemed to derive some 

amount of pleasure from their suffering. Gossip was the most common way that family 

members and peers took pleasure in the participants’’ pain. With treatment professionals, 

participants suggested that harshness in treatment sometimes communicated a level of 

satisfaction emerging from another’s failings. One participant spoke extensively on 

feeling as though old friends took pleasure in his struggle. He explained: 

Prior to getting addicted, I had a really successful business, really nice car, 

this and that. People were a little bit jealous that I was doing these things 

at a young age. When I went through the addiction prior to treatment, a lot 

of people, they seemed like they liked that. They were getting a little bit of 

pleasure that it was openly going around that I had a substance use 

problem…One thing that I’m going to say, a lot of times people, they like 

to look on other people who might be having problems. They might be 

having problems, they might be doing worse, and they like to emphasize 

on the problems that those people are having because it makes them feel 

better. A few people that I was so-called friends with, they would make it 

bad because if you’re an addict maybe you don’t think it’s as bad as it 

really is, but sometimes there were some people who they enjoyed my 

misery. (Participant 6) 

 

He further demonstrated how he derived this meaning from the gossip about his SUD by 

contrasting what a caring person would say to someone who is suffering:  

I know I’m not the only one who had experiences like this. The people, 

they kind of said it in spite to make the person look really bad. It wasn’t 

like, “He has substance abuse problems. He should get help.” It was just 

like, “Oh yeah, he’s a junkie now. He’s a drug addict.” Just arrogant. It 

seemed like when they would say it, it would be ... I’m trying to think of 

the right word. They would have a little too much pleasure with how they 

were saying it, do you know what I mean? Spiteful? Maybe spiteful. 

Resentful. Things like that. I really felt like that. (Participant 6) 
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Along with this theme of others taking pleasure in the pain of those who have an 

SUD, participants noticed that many communicated harshly rather than seeking to be 

helpful. Participant 1 reported, “Some people can be really harsh when they talk about 

somebody that’s not sober. In all actuality sometimes we just need a little love.” This 

harshness was not limited to interactions prior to treatment. Participant 5 stated that she 

felt mistreated during her first experience in treatment: 

They condemned me. They accused me of stuff I didn’t do while I was 

there. And at the other rehabs, it seems like they didn’t do it. Not all the 

staff members are like that, but just some of them. I got accused of doing 

stuff that I didn’t do, and in trouble a lot. 

 

Although Participant 4 did not personally experience harshness from treatment 

professionals, he described treatment professionals as “vicious” toward patients whose 

drugs of choice were illicit substances.  

I mean they will look them in the face and say, “Yeah, you’d rather smoke 

crack than take care of your baby.” They raw, it’s really raw and 

emotional. For me I was like, “Yo, don’t talk to me like that. I will take 

care of baby and smoke weed in the house.” I was no different, but he 

won’t talk to me like that, but he will talk to a heroin addict like, “Yeah, 

you shoot heroin in your arm and your baby’s on the back porch just 

running out of the house.” 

 

Though he did not state he thought the treatment professionals derived pleasure from 

treating others harshly, he gave this advice for treatment professionals: “Don’t tear them 

down immediately, give them a chance to open up by themselves…They could push a 

person out the door.” This suggests that he believes that such harsh methods may not be 

helpful and may serve the treatment professional more than providing help or hope to the 

patient.  



 

Texas Tech University, Rebecca Lucero Jones, August 2019 

 

 78 

I am a freak. Not only did participants describe harsh language used by others 

and their sense that others derived pleasure from their pain, they also talked about 

othering language that made them feel abnormal. The concept of othering refers to how 

persons establish a relationship with an individual or particular group using language that 

promotes an ‘us’ versus ‘them’ mentality (Nilson, Fylkesnes, & Mausethagen, 2017). 

This othering language came from both peers, family, and treatment professionals. One 

man explained that when people use terms such as “junkie” or “pill head” it “makes you 

feel like a freak.” He further described the effect of such labels: “These people made me 

feel like my addiction was so bad that I couldn’t get helped, that I was too far gone.” This 

same participant shared his experience with seeking help from medical doctors: 

I think I had told you I had dealt with one or two doctors. When I talked 

with them, they were very, I think that they made it into a bigger thing 

than it was. Like I said before, it was definitely going to kill me, I’m using 

so much, I’m using enough that it would kill an elephant. Stupid things 

like that. It would kill an elephant. That’s derogatory in its own way too. 

That’s his way of saying, “You’re not normal. You’re using.” That made 

me feel bad too. (Participant 6) 

 

He elaborated how this experience influenced his view of himself and also inhibited him 

from reaching out for help: 

One thing I noticed, the primary care doctor, they don’t want to deal with 

that. I don’t blame them to an extent, but when I went there, I was starting 

to look for help. This man’s attitude, his attitude, he was disgusted. I 

already felt bad about myself, and then I left there thinking, “Well, you 

know, that’s what I’m up against.” But I left there thinking, “You know 

what, he’s a doctor and maybe he’s right.” When I left there, I felt like a 

junkie. He didn’t use the word junkie but the only terms he was using was 

“drug addict” but like I said, the context of how he was saying it, it made 

me feel worse about myself. The small amount of me that wanted to get 

help, because that’s a big step, when you’re far into that’s a really tough 

thing to do. I didn’t want to do it. I continued to use for 2 years after that. 

That did not help at all. 
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Likewise, participant 4 discussed how particular words carried meanings that let the 

person with an SUD know that others viewed them as abnormally base: 

Garbage. They think you’re the worst in the world. [When] they call you a 

junkie, you’re trash can juice. It’s disturbing. It’s sad. I hate when people 

call people “junkie” because that person has a very strong story and has 

weak support and they need help, you know? I can understand that part, 

that’s why I want to be a part of helping people. 

 

This description demonstrates that not only did the term “junkie” communicate that those 

with an SUD are bad, but also that their badness is extreme and exceeds that of others. 

Participant 4 emphasized that the meaning is more than just garbage by going one step 

further to saying it means “trash can juice.” Similarly, he underscores that those using 

such words see persons with an SUD as not only the “worst,” but the “worst in the world” 

suggesting a level of depravity that is freakish.  

I am broken. In connection to the feelings that one was bad and a freak, and 

sensing that others took pleasure in their pain, participants talked about feeling broken. 

This brokenness refers to a thought process in which one’s hopelessness concerning 

recovery leads to the belief that oneself is damaged and no amount of resources could 

reverse, repair or heal one’s condition. This description of self as broken emerged from 

the interaction between the personal struggle of relapse and exchanges with family, 

friends, and treatment professionals. Participants talked about their own dismay of not 

being able to control their use and how others confirmed their state of hopelessness. 

It was similar to how you would talk to a cancer patient. There was little 

hope. There was a lot of shaming. I guess you wouldn’t shame a cancer 

patient, but there was shaming, there was hopelessness for some. Pity was 

used a lot. (Participant 3) 

 

Heavily looked down upon, definitely. They looked at me as beat. I had a 

serious problem. Shunned, I think that’s the best word I could use for that. 
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They shunned me, definitely. Like I said, the adjectives were always 

negative things. Never anything good. Just how bad things were and how 

bad they were getting I would have to say, but all negative. (Participant 6) 

 

Participant 5 similarly explained how her family expressed hopelessness that reiterated 

her state of feeling stuck and depressed: “They used a lot, like I was hopeless and then 

depressed, or I don’t know, a bunch of negative words.” 

In addition to negative language and conversations that conveyed a sense of 

hopelessness, participants discussed specific words and language that attached permanence 

of the SUD to a person. Participant 3 shared an example of such language: “If I were to 

say, ‘Oh, that guy’s an addict,’ that means he’s probably using right now, or he’ll use 

tomorrow. There is no indication of getting better. There’s no hope. It’s just dramatic.” 

Likewise, participant 4 commented on the term “addict” being used even after one has 

become sober saying, “I hate that too because if you’re recovering then how are you an 

addict? You know what I mean?”  The participants expressed frustration that whether prior 

to treatment, in treatment, or in sobriety, they continually faced language that put emphasis 

on their disorder above all other things. 

My family does not understand me. As participants made sense of their 

interactions with others drawing conclusions that they were inherently bad, broken, 

abnormal, and deserving of pain, they also realized that others misunderstood their 

desires and intent. Many participants discussed conversations or even a lack of 

conversation that let them know that their families did not understand their struggle and, 

in some cases, that their families did not want to know about their struggle or even 

discuss it after recovery. Participants shared several ways that their families 
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communicated that they did not understand them including an attitude of “just stop,” 

silence, and expressions of distrust. 

Most notably, participants discussed how family members approached 

conversations assuming that one could easily stop using substances. Many participants 

learned through conversations that their family did not understand what it means to have 

an SUD as lectures, commands, and other language focused on the goal to “just stop.”  

I don’t think there was a whole lot of judgment at the treatment facility 

versus, you know, family, they tend to judge…Well, like they said, they 

say it’s a disease. You know I didn’t get that from my family. They 

thought that I could just quit all on my own…Don’t think it’s something 

that we can just say, “Oh, we’re going to stop.” And it happens, because 

nine times out of 10 it’s not going to happen like that. (Participant 1) 

 

Oh yeah, they told me all the time. They said, “Well, you know, why can’t 

you stop? You need to stop doing this. I think you have a problem.” And 

all that stuff, I just brushed it off. ..It felt like I was being attacked when 

they were telling me that…“Don’t you see you’re ruining your life.” “Just 

stop”. “Why can’t you…”, like it’s easy, you know, “just stop using.” 

…Yeah, so basically, before any kind of treatment it was like moral, as in 

just stop…They couldn’t understand, they thought it was a choice. Like I 

was choosing to get high, in spite of all the consequences. 

 

Participant 6 noted that the focus on stopping the SU revealed a lack of understanding 

because the conversation quickly ended after the other person had offered their advice: 

A lot of people they would say, “You have a problem, you really gotta get 

yourself together. You gotta get help” but not much more after that. It was 

always two or three sentences. It never really went into full in-depth. It 

was always if somebody was concerned it was only just, “You need help. 

You’re using too much, it’s obvious you’re addicted.” Never really in 

depth. Never did anybody really sit down with me and say, “This is 

affecting your life this way. You have options. You can get on methadone 

or you can get on Suboxone,” even though those two things, they’re bad, 

but not as bad as being addicted to a drug like Oxycodone and then having 

to chase it every day…Nobody ever offered options like that. It was 

always just one or two sentences. They said it because they felt like they 

had to say it and it was always, “Just quit. You have ... just stop. You have 

to quit. Just stop doing it.” Some people they can’t do that. For me the 
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Suboxone, it helps. I was able to get my life in order and try to put this 

behind me and actually I’ll wean off that. 

 

These accounts show how the conversations in families often hyper focused on stopping 

the SU and failed to help both the family and those with the SUD reach a deeper 

understanding of one another’s experiences. 

Furthermore, some participants talked about how their family avoided talking 

about the SUD and its associated consequences. Sometimes the participants attributed 

this avoidance to fear and other times they attributed the lack of conversation to a general 

communication style of “sweeping it under the rug.” Participant 3 talked about how he 

wished his family had been more willing to discuss his SUD prior to treatment: 

They were very much; I wish they would have been more courageous 

about how they talked to me with my abuse. They very much tiptoed 

around it. I don’t know if it’s because they didn’t know the extent. That 

was probably why. That’s probably one reason that they were... they 

weren’t shy, but they were like, “Hey, I noticed you can’t do this, “ or “I 

noticed you’ve done that,” or even when I called the suicide hotline my 

wife’s, or ex-wife, literally said nothing, which became a fight of ours. 

Like she didn’t know how to handle that. She didn’t do anything, and my 

parents kind of had blinders on. They didn’t, they maybe said a sentence 

or two, and that’s how they are with a lot of issues of mine as, mention 

things here and there and then until things get so bad and then they’ll 

finally sit me down and talk, man to man, I guess. So, a lot of tiptoeing 

around the issue. 

 

Similarly, participant 5 talked about her family’s attitude concerning her SUD saying, 

“My family’s like ... We shove everything under the rug.” She further explained that she 

had used substances since her adolescence and explained that her family just stopped 

talking about it: 

They kind of just quit talking about me for a while, like at the end. They 

just quit talking about me. They wanted nothing to do with me…You 

know, well, the one I could talk about the most is my sister. She didn’t 

even act like I existed in her life…That was for a good part of my life. 
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Even now that she is doing better, she reports that she and her family do not talk about 

her SUD, stating, “Well, my family and I just each swept [it] under the rug. We don’t talk 

about those days anymore.” Other participants reported that they more often spoke about 

recovery and their SUD with friends, treatment professionals, or internally because 

family members often did not want to discuss such matters or had trouble understanding 

their experiences. 

While avoidance was one way family members revealed that they did not 

understand the participant’s experience, language that conveyed mistrust even after 

recovery also left participants feeling misunderstood. Family members probably 

experienced issues with trust prior to treatment, however, family members often 

continued to express distrust following treatment. Participant 1 explained that following 

treatment things felt a little different: “I’ve only been out a couple of months so; I still 

have to. They’re still on edge a little bit.” She illustrated how her family communicated 

this worry through questions: “If I say I’m going somewhere, they’re like, ‘Do you want 

us to come with you? Are you going to be alright?’ I know there’s still some fear there.” 

Likewise, participant 2 also noticed that his family members had a hard time believing 

that he had indeed changed:  

Well, I mean my brother, when I made amends to him, he straight up told 

me that he just doesn’t trust me. He was like, “I’ve seen all of this before. 

I just, I don’t anticipate it lasting.” So, he was like, “I don’t hate you for 

what you did, but I don’t believe that you’ll be able to stay sober.” 

 

He further lamented the slow process in which his family was coming to realize he had 

truly entered recovery: 
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My family’s coming around to it. I mean…it’s not great. I mean they 

don’t, my brother, he still doesn’t really understand, he still kind of resents 

me for it. So, like, I’m 14 months sober now, and they’re all just now 

starting to come around to ... it now, where they can...They realize that I 

work a program and I’m able to stay sober. But they just don’t really 

understand what it’s like. 

 

In like manner, participant 3 reported that his parents who have actively supported him in 

his recovery by attending family therapy sessions and psychoeducation classes for family 

members still struggle to trust him with some things. He stated, “They are very 

supportive with me staying clean. At the same time, they do not trust me at all with 

certain things like at all.” Even when parents want to understand and make the effort to 

learn more, participants demonstrated how they often receive a message that their 

families do not trust them despite significant personal changes. 

Theme 4: Ways of Talking 

 As participants discussed the meanings they derived from words and 

conversations with family, peers, and treatment professional, they also revealed particular 

ways that people discussed the topic of SUDs and those who experienced them. Rather 

than selecting particular words to determine how one would talk about SU, these persons 

seemed to be guided by more abstract principles that impacted both word choice, style 

and tone. Ways of talking that seemed to have a significant impact on the participants 

included dehumanizing language, specific language, and language that eliminated 

“bullshit.” 

Dehumanizing language. When participants discussed how family, peers, and 

treatment professionals described a person with an SUD, they noted some ways in which 
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the language used dehumanized persons with an SUD. A participant explained that that 

when people speak about those with an SUD, they often view the person as their disorder: 

 

I feel like, because I’ll hear people say, “Oh yeah, my brother’s an addict, 

or this person, or that addict, or something like that.” It’s like, “You know 

that’s a human being.” You know? Like they have a name...As far as the 

outside world, that is the person. You know, not the fact that they’re a 

really caring person, and they’ve done a lot of great things, but they just 

can’t stop using drugs. And it’s more so like the, like it just kind of just, I 

guess segregates them from regular people, and just makes them like that 

lower, “that’s an addict.” Instead of “that’s a person who struggles with 

addiction,” or “that’s a person who has a dependence issue,” or something 

like that, you know? (Participant 2) 

 

One man noticed that by using the word “addict,” one makes generalizations by 

grouping together all persons who experience some form of addiction:   

So, the first problem I have is that it’s all inclusive...for me it includes 

anybody who’s an addict whether that’s somebody who gambles which is 

another issue I have, somebody who gambles, somebody who has a 

pornography addiction, anything that can be an addiction. Whoever has 

that addiction is considered an addict. So, first of all it’s all inclusive. 

Which has its pros cause I guess you know they have an issue, but the con 

is very, there’s so much differences between all the addictions and... Also, 

behind “addict,” it feels hopeless. (Participant 1) 

 

In addition to people using derogatory terms that dehumanize those with an SUD, 

the participants also described how others made them feel less human even without using 

stigmatized words. Some participants shared that technical or medical language at times 

felt dehumanizing. As treatment professions used jargon and medical language to 

describe patients’ conditions, the participants seemed to feel left out of their own 

treatment as they struggled to understand what treatment would entail. One participant 

describing language in treatment commented, “They were very technical. I mean coming 

in from a drunk off the street, you may not understand the words at first until you get a 
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clear head (Participant 1).” Another participant described his experience demonstrating 

how treatment often focused on treating the disease rather than treating a person who has 

a disease. Participant 2 described more in depth about how he felt dehumanized during 

his first experience in treatment:  

A lot of medical stuff there, they were trying to figure out the root cause of 

it. They were trying to, like strictly medical, like I go see a psychiatrist to 

see what mental disorder I have to have had to become dependent on ... 

because they were talking about me self-medicating, and using substances 

to treat some underlying thing…It was like, “You need to detox. And so, 

like we’ll give you whatever drug to detox so that you’ll get sober.” And 

then, it was really technical, like these are the steps you have to take to 

physically remove the substance from you safely, but it wasn’t, it was ... 

And they were trying to figure out what was mentally wrong with me, and 

give me medication for that, so that I wouldn’t need drugs to self-medicate 

anymore. And, I mean, they were just really, like, it was real medical 

about how they did it. 

 

So, yeah, like the first time was definitely, I’m a sick patient…But it was 

just, and it felt like as if, like drug addict is like the flu, you know? Like 

I’m going to the doctor, and they’re going to try to figure out how to give 

me the right medication to solve it, and it helped solidify the fact that in 

my head I was like, “All right, so that’s the problem. And I just need to 

find the right medications, or the right things to supplement.” And that 

kind of ended up turning into me using a different drug, or this drug, or 

that drug to try to supplement. Like, so I can still get high, but I thought 

that if I just switch drugs, I’d be okay. 

 

…It was just like really crazy language compared to the second time, 

when it’s just like, “Look, dude, you’re a drug addict, I’m a drug addict, 

you know?” And they would let me qualify myself. Because, really, they 

would ask me, like, “Do you think you have a problem? Are you willing to 

do anything to stop?” And it was just, they didn’t ever use, “Oh, you’re 

abusing, or you’re dependent.” It was like, “Look, dude, you got high, you 

get high too much, and now you’re an addict.” 

 

As participant 2 heard medical language, his experience of the language varied from feeling 

like a sick patient to interpreting this language to mean he simply needed the right 
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combination of medications to judging that the language was “for like insurance or 

whatever, they can’t say addiction.”  

 Getting specific. Participants who identified terms that they judged as helpful 

often selected terms that were more specific. Participants noted that using the term 

“recovering addict” instead of “addict” helps portray a more accurate picture of the 

person. Participant 3 explained, “‘Recovering addict’ is what I love… ‘addict’ I hate, 

‘recovering addict’ I love. Anything that focuses on I am battling this crap. I’m not 

dying.” Participant 5 similarly shared that she preferred the term “opiate addict,” because 

it “doesn’t seem like someone who’s sharing needles, and who’s got HIV, and all that 

stuff.” Another participant described this way of talking by treatment professionals as one 

that was direct and open, using the exact words that described the condition of each 

patient receiving treatment: 

Very serious, very professional. Used correct verbiage about what we 

were addicted to, meaning our DOC [drug of choice] was pretty open and 

everybody knew their DOCs and what they were struggling with. And the 

therapists were not beating around the bush. They were very clear, very 

open, and professional about it. (Participant 3) 

 

Terms that specified the particular substance being used were more accurate, factual, and 

lacked a connection to the cultural stigma attached to common terms such as “drug addict.”  

No bullshit. Participants also discussed an important way in which treatment 

professionals approached conversations. Participants pointed out that treatment 

professionals often called them out when they were not being honest or were unwilling to 

talk about deeper issues: 

And then this second time I went, they know what worked for them, and 

they [inaudible] know that they can’t make me do it. And so they basically 

just, they are going to give me suggestions, they’re going to call me out on 
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my bullshit, and they’re going to be like, “All right, dude, look, you need 

to do this, and if you don’t do this you’re going to get high again, if you 

get high again you go to prison, or you’re going to die.” So, it’s like, “It’s 

up to you, man. You can do it.” And so, it was a lot more helpful for me, 

because I was ignorant...(Participant 2) 

Other participants also discussed the openness and push to talk about difficult topics. 

When asked about how treatment professionals talked about SUDs, these participants 

replied: 

With 100 percent clarity and ownership. They would not let me talk horse 

shit. They would, they can, they would see through my bullshit in one 

second. They would cut through that like butter. Meaning that they would, 

they would make me, not make me, but they would very much inspire and 

encourage me to take ownership for the crap that I created and the 

addiction that I have in my life. And besides that, they also empowered me 

to take responsibility. Owning it. Realizing it’s not the end of the 

world…If I was lying, if I was not being real…they knew it and they 

would call me out on it. And sometimes that wasn’t nice. Sometimes they 

swore but it was what I needed to hear. (Participant 3) 

Actually making them face their fears, I mean they’re not light about 

anything. I mean they will look them in the face and say, “Yeah, you’d 

rather smoke crack than take care of your baby.” They raw, it’s really raw 

and emotional. (Participant 4) 

 

Participants reported that these difficult conversations and treatment professionals’ 

approach of speaking frankly about how the SUD had impacted their lives helped them to 

achieve sobriety, recovery, and/or managed use. 

Theme 5: Conversations as a Means for Healing 

 Despite the many ways language had perpetuated negativity, participants reported 

that particular language and conversations had a powerful impact on their recovery. One 

participant talked about the significance of the term “serenity” and how this word helped 

capture a shift in her approach to her SU: 
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Serenity for me, it’s just surrendering and saying I have a problem. To me, 

at the same time, it also brings a little bit of peace because I can say I have 

a problem now. As before I didn’t have a problem. (Participant 1) 

 

 In addition to words that brought peace, some participants shared stories in which 

new conversations with family members led to insight and change. Participant 2 spoke 

about how he and his parents had often argued about his SU and that when the nature of 

their conversation changed, he instantly felt the shift: 

I had one time when they were like, when I’m about to go to rehab and 

they’re not yelling at me, and just be like, “Look, you gotta go to 

treatment”, and stuff like ... and had an actual conversation with me about 

it…And I mean, I was really high that day, too. And at that point I knew 

deep down, kind of, that I had a problem. But I definitely wasn’t ready to 

get sober yet. But it was like, I got honest with my mom, and kind of just 

got to discussing the fact that I was like, “Yeah, you know, I can’t really 

stop. I don’t know why.” And then she was like, “All right, well we’ll take 

you to rehab.” Then the next morning I was on my way. 

 

It is important to note that he clarifies that he was high at the time of the conversation and 

that he did not feel ready to get sober. It seems that he includes this information to 

convey that despite significant barriers, this shift in the conversation had the power to 

help him admit he had a problem and be open to entering treatment.  

 In treatment, conversations with therapists helped patients to make discoveries 

and find healing. One man described a conversation in which a treatment professional 

helped him dissect a self-belief that was limiting his recovery: 

[He said,] “OK [Name of Participant 3], give me a belief you have.” And I 

told him, “I cannot get clean.” And through 15 minutes of going through 

some questions breaking things down. We basically came to a point where 

I had this huge breakthrough: that I can get clean. That was the first time 

in my life that I ever thought I could get clean. And it just shattered my 

whole world. It was awesome. So, there are a lot of moments like that and 

it came from therapists talking about cutting through the bullshit, talking 

about self-limiting beliefs, challenging our beliefs, not believing our crap 
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that we give them and really get down to the core of why we feel like we 

have to use.  

 

He further described a conversation with another therapist in which a question helped 

him to uncover deeper feelings and beliefs that had contributed to his SU: 

Every once in a while, you’ll find a therapist that just pierces your soul. 

They cut through all of your bull crap, and they talk right to your soul. For 

example, we were in group one day and it was almost about to close, and I 

hadn’t said anything all group and...And [Name of therapist], [Name of 

therapist] looks at me and he says, “[name of Participant 3] how long have 

you hated God for?” And I cried... the whole rest of group, and I cried all 

the way home. I probably cried for like three hours. Cause he just, he had 

a way of cutting through the bull crap, and he had this way of like feeling 

what you had going on, and that was the type of guy he was…Cause I’d 

been, I’d been sexually abused for two years, and I just... yeah. My parents 

really were church heavy. I had a hard time going cause there is a lot of... I 

never thought about that, but I really, really blamed and hated God for all 

my issues. So that was a big breakthrough for me moving forward. 

(Participant 3) 

 

Root cause. One key component of the conversations in treatment that brought 

healing was that they often concentrated on discovering the thing that fueled the SU. All 

participants spoke about the importance of addressing the root cause driving the person to 

use substances. They discussed how treatment professionals introduced the idea 

concerning a root cause and how it influences SU. Root causes varied from person to 

person. Some participants’ discussion of root causes included words or descriptions 

represented in common treatment conceptualizations, while others’ descriptions were 

more specific to their personal experiences. Participant 2 talked about the importance of 

discovering that he had a “spiritual malady” and how that impacted his approach to 

pursuing happiness: 

And that’s how I was doing it my whole life, was just, I found drugs, and 

they, I didn’t have to do anything nice or productive with my life to feel 
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good. I could just go get high and skip that whole work process of doing 

something. 

 

Some participants spoke more vaguely about the root cause, but reiterated the importance 

of underlying issues fueling the SUD: 

Well, I would just say that there’s always an underlying issue on why we 

drink, I mean, why a person does what they do. It’s not always, yes, I 

mean, drinking is a big part of it, but there’s probably something else 

going on that the person’s not saying. You can’t just quit drinking; you 

can’t just turn it off like a light switch. That it’s something that we live 

with for the rest of our life. (Participant 1) 

 

The whole thing is you have to get to the root of the cause, what are you 

trying to run from? You have to find the root reason why you’re taking 

these drugs to begin with, and you have to address, you have to find out 

what it is, and you have to deal with it. I think that’s the main thing. 

(Participant 6) 

 

Some participants spoke specifically about trauma as the root cause. Oftentimes, the 

participants had not fully been aware that the trauma was the root cause until a therapist 

introduced trauma as an important focus to address in treatment. One participant shared 

that his SU was a way to avoid feeling the pain of his childhood sexual trauma.  

...Part of me liked using and that was what I needed to cover up the pain 

that I had from my sexual abuse, from a lot of issues, deep, deep issues 

that I had in a closet that was not wanting to face… 

 

This acknowledgment also explains the difficulty that a person with an SUD has in 

starting conversations that address root causes; if they could address the root cause or 

trauma, the person might never even use substances. Despite the resistance to address 

past trauma or root causes, participant 5 expressed the importance of conversations that 

address the trauma: 

That’s what I think was most successful, was the trauma therapy. The 

second time, they gave me two therapists, so I had my regular one, and 

then the trauma therapist, so I saw her for special appointments. 
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Like other participants, she stated that after several rounds of treatment, it was only when 

special care was taken to address the root cause that she was able to find healing. 

Theme 6: Language as a Weapon 

Just as language has the power to heal, language also has the power to harm. 

Participants discussed ways in which others used language to hurt, isolate, and/ or 

manipulate them. The use of language in this way often amplified feelings of shame, 

hopelessness, and isolation. Some participants talked about silence as a way that family 

members cut off from the person with an SUD. They also spoke about how secrecy 

demonstrated the shame that their families felt about their loved one’s SUD. 

Additionally, labels with negative connotations and gossip were two ways that people 

overtly used language as a weapon.  

 One participant talked about how her family’s silence hurt her. She recounted 

how her family stopped talking to her and about her: 

They just quit talking about me. They wanted nothing to do with me…My 

family wouldn’t talk to me. I couldn’t see my niece. My sister is my best 

friend. She didn’t want anything to do with me. I had lost so many friends, 

so I was kind of by myself. (Participant 5)  

 

In addition to the isolation she felt as her family stopped acknowledging her existence, 

she explained that even when they did talk about her, they never openly discussed what 

was actually happening: 

They wouldn’t talk about the things I did in the substance uses. Like, they 

wouldn’t talk about the stealing I did, or the ... Not many people knew 

about that, but some of them, and then my family especially wouldn’t talk 

about just the person I had became, like the ... I wouldn’t say evil person, 

but just, you know, the complete person I had changed to. 
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The intentions of her family are unclear, but the outcome of the silence and secrecies led 

to the participant feeling that the withholding of communication was a form of rejection 

and abandonment by her family. 

 In contrast, one participant talked about how people would not speak directly to 

him but talked about him, in front of him: “…They would talk about this while I was in 

the room... Constantly talking about how I needed help, how there is something wrong 

with me.” He further explained that they often expressed pity rather than concern 

describing that these types of conversations were patronizing and made him feel like a 

child as they made statements like, “‘Oh, it’s too bad that [Name of participant 3] can’t 

control this or that.’” 

 Participants also discussed the ways in which persons used language to make 

them feel bad. They felt particular terms were used with the intent to be hurtful: 

They said I was a drug addict, and it, just saying, I mean I still don’t really 

like the word of just like, “Oh, you’re a drug addict. Or you’re an addict.” 

But yeah, that’s what they were calling, they were telling me before I’d 

ever gotten around to any kind of solution, like going to treatment or 

anything like that is ... And I didn’t understand what that word meant, and 

so I assumed that I wasn’t that, because I had different thoughts of what a 

drug addict were. (Participant 2) 

 

Another participant discussed how this name calling or labeling usually perpetuated 

further SU: “You’re isolating yourself, you’re already thinking, ‘Okay everybody already 

thinks I’m a drug addict. Maybe I really am a junkie’ and maybe you start using more 

(Participant 6).” He then went on to explain that “outside of treatment it was always 

really negative and sometimes it was derogatory remarks, ‘junkie,’ ‘pill head,’ ‘drug 

addict.’ Those terms they make you feel even lower than you already do.” More 
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importantly, participant 6 elaborated on how even treatment professionals may harm 

clients with the language they choose: 

Like I said, other times you might be dealing with somebody just who’s 

just frustrated. They’re trying to get this person out; they’ve been to the 

rehab three times. It’s not sticking. They’ve never been an addict 

themselves. They just think it’s an easy thing, “Just don’t do it,” “Just say 

no.” They don’t realize just how tough it really is. They’re frustrated. I do 

feel like it is sometimes thrown around as like a weapon. That is a good 

way to describe it. 

I have to say I used the primary care doctor, for example. I feel like that 

hindered me with treatment. That doctor he did use the word “drug addict” 

in a negative way. Very stern, he had a dirty look on his face. That makes 

you feel like crap. I never hurt anybody, never stole, never anything like 

that. The only person I was hurting with myself. He just had such a 

stereotypical view of drug addicts. For the most part some of those views 

are true. There’s just some of those people that are good people, they just 

got caught up with something that they thought they could control but they 

couldn’t. I think because he’s a primary care doctor, negative, I think the 

only terms he used is drug addict. He said I was taking so much that it 

could kill an animal. 

 

Whether those speaking realized that they language they used was damaging, participant 

6 went on to clarify why these words are hurtful: 

I want people to realize words like “junkie”, it really, you’re dealing with 

somebody who’s already fragile. I want people to realize that these words, 

I think people throw those words, “junkie”, other words like that, I think 

they throw them around way too much. They’re really detrimental to 

people who do have an addiction problem. I want people to know that 

even if you knew one, you want an addict to stop using drugs, using words 

like that, they’re not going to help. It’s just not going to help…These other 

words, they’re just there to make you feel bad. People really, they need to 

realize that this is really life or death stuff here. It’s a serious thing. They 

just need to understand that these words have an impact. (Participant 6) 

 
 Beyond hurtful labels, participants talked about how others would gossip in ways 

that were particularly painful. Participants talked about finding out others had talked 
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about them behind their backs or that people they thought were friends were the ones 

perpetuating rumors. 

I could hear what they’d say behind my back. Like, “Oh, [Name of 

Participant 3] has a bunch of issues.” That’s an awesome thing to hear. So, 

a bunch of issues is that (muffled).... that people lovingly say, I guess. 

“Never will get better.” “He’s always been that way”. “He’ll always be 

that way”. Just really, end of the world type talk, very permanent speech, 

like very matter of fact, nothing will change. (Participant 3) 

…It was rough for me. I had a friend, I trusted him, and he really was 

always jealous of me before and he really got a rise out of my addiction 

and my downfall and anybody he could, he’d say, “Oh yeah, you see 

[Name of participant 6] now? Oh yeah, he’s a drug addict.” That really 

hurt me. That really, really hurt me. I would always think, this guy’s 

telling so and so. Who is he telling? I started thinking, “Everybody’s 

viewing me like this,” and they kind of were. (Participant 6) 

 

One man explained that the people in life that one would normally turn to and confide in, 

“These are the same people who are going to go back and badmouth you. It’s going to 

affect you in a negative way. If anything, it’s going to help accelerate your addiction.” 

Such gossip may have not been intentional, but the meanings attributed to these 

conversations confirmed feelings of hopelessness for the person with an SUD and 

validated that some previously supportive relationships had indeed been poisoned.  
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CHAPTER V 

DISCUSSION 

In the present study, I examined the experience of language for those who 

received treatment for an SUD. In recent years treatment professionals, advocacy groups, 

editorial boards of peer-reviewed journals, and governmental institutions have made 

greater efforts to advocate for more sensitive language in treatment in order to reduce 

stigma. However, the extant research exploring stigma in treatment has focused on the 

attitudes of treatment providers. It was imperative to understand the perceptions of those 

who experienced an SUD concerning the language that is used to describe their condition. 

The participant interviews provided insight concerning the lived experience of those who 

receive SUD treatment, particularly related to their experience with the language used to 

describe their condition. In order to investigate the experience of SUD language, the 

following two research questions guided the study: How do those with an SUD make 

meaning of the language used to describe and discuss their condition and treatment? 

What specific terms related to SUDs carry significant meanings for persons with an SUD 

and how do they experience these terms and associated meanings? The discussion will 

address the emergent themes described in the results and how they relate to existing 

literature. The analysis resulted in six super-ordinate themes that embodied the lived 

experience of the participants: Contextual Factors Influence How Someone Experiences 

Language; Positive Language; Negative Language, Meaning, and Self-perception; Ways 

of Talking; Conversations as a Means for Healing; and Language as a Weapon. It is 

important to note that the present study not only uses IPA but also considers the 
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inherently relational nature of language and the importance of systemic considerations in 

treatment. 

Contextual Factors Influence How Someone Experiences Language 

 Throughout the analysis, the participants demonstrated how various factors 

impacted their experience with treatment language differently. After further abstraction, 

my team and I recognized that the uniqueness of each participant’s perspective reflected a 

larger pattern showing how common contextual factors shape one’s experience with 

language concerning an SUD and treatment. One of the most prominent contextual 

factors included expertise. Almost all participants spoke about how when they attended 

treatment and saw that the treatment professionals both understood the disorder and the 

participants’ experience with an SUD, they felt more open to listen and engage with these 

professionals. The participants also talked about how psychoeducation provided new 

information they had not obtained prior to treatment about their condition. The 

participants’ accounts/experience confirm previous research findings that 

psychoeducation acts as an important adjunctive treatment (Bhattacharjee et al., 2011). 

Psychoeducation as a complementary intervention to individual psychotherapy for SUD 

treatment has long been established as increasing the effectiveness of treatment (Crits-

Christoph et al., 1999). The participants of this study noted that discussions focused on 

psychoeducation helped increase their understanding of their disorder and also helped 

them to trust treatment professionals. 

Another subtheme that emerged within the superordinate theme of contextual 

factors centered on persons with an SUD finding a person they could relate to. Often this 

characteristic of relatability was found in peers receiving treatment, peer-based recovery, 
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or an understanding treatment professional. Past literature suggests that peer support 

uniquely influences clients as it offers benefits of validation, understanding, and 

acceptance that may be difficult to provide in professional relationships due to power 

structures and other complicating factors (Mead & MacNeil, 2006). However, 

participants indicated that the relatability of treatment professionals provided important 

support that helped instill hope that they could recover. More detail concerning the 

factors impacting the helpfulness of the language used by treatment professionals will be 

discussed later. 

 Another contextual factor that impacted how someone experienced language in 

treatment centered on the person’s perceived readiness to change. Readiness to change, 

sometimes referred to as RTC, is a construct that represents how close a person is to 

taking action to change (Bradshaw, Shumway, Harris, & Baker, 2013). Although all 

participants had been in treatment, some reported that they did not perceive they were 

ready to change at that point in time. Many of the studies examining RTC, demonstrate 

the complex nature of this factor in a person’s recovery. Extant literature has revealed 

that RTC alone does not predict treatment outcomes (DiClemente, Schlundt, & Gemmell, 

2004). Other researchers have noted that RTC is only one component out of three that 

contribute to motivation (Miller & Rollnick, 2002), the others being one’s willingness 

and ability to change. When included as a factor of motivation, RTC has been found to be 

significantly associated with recovery (Korcha, Polcin, Bond, Lapp, & Galloway, 2011). 

However, the present study may shed light on why RTC does not have a direct effect on 

treatment outcomes. When participants identified as not being ready to change, they 

talked about how they struggled to communicate with treatment professionals and did not 
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seriously consider the advice of treatment professionals. Participants’ experiences reveal 

that one’s RTC impacts his/her ability to consider and incorporate suggestions in 

treatment. It may be that RTC is one factor that interacts with other contextual factors in 

determining how receptive one is to talk therapy and other forms of treatment.  

The findings of the present study also showed how RTC connected to the 

participant’s awareness of problem or the severity of the SUD. As participants explained 

their reactions to language commonly used in treatment that focused on the gravity of 

their disorder, they revealed that their recognition of the problem influenced whether 

dichotomous language (e.g. words such as “never,” “always”) helped. When participants 

were unaware that their SU was a serious problem, they reported that dichotomous 

language and conversations that suggested the situation was life or death helped them to 

contemplate change. Often times, treatment professionals conceptualize early recovery 

according to the stages of change (Prochaska et al., 1992). As persons approach recovery 

they move among the various stages of change including contemplation. The participants 

indicated that dichotomous language was helpful for those who were in the stage of 

precontemplation, the stage where those with an SUD are not yet aware of the problem. 

The participants reported that this language helped move them forward – toward 

contemplation. 

However, for participants who knew they had a problem but felt hopeless, and 

sometimes depressed, this type of language sent them in a tailspin from the stages of 

preparation or action into a state of despair. These participants did not indicate that they 

returned to a state of denial, but rather they reported feeling as though they would never 

be able to recover. Such findings suggest that one’s awareness of the problem or what 
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stage of change the client is currently in impacts what type of language will be helpful. 

This is consistent with other research findings that demonstrate how an individual’s 

mindset of addiction as a changeable condition leads to higher levels of intention to seek 

out treatment (Burnette, Forsyth, Desmarais, & Hoyt, 2019). Furthermore, one of the 

most common treatment models that focuses on helping those with an SUD move 

through the stages of change, motivational interviewing, focuses on using one style of 

language and questioning that helps highlight the discrepancies in client’s behaviors and 

desired outcomes (Miller & Rollnick, 2002). The findings from the present study may 

help explain why past studies have produced contradictory results concerning the 

effectiveness of motivational interviewing  (Berman, Forsberg, Durbeej, Källmén, & 

Hermansson, 2010; Lundahl, 2010; Miller, Yahne, & Tonigan, 2003). While this model 

may work for clients in the early stages of change, one approach may not be appropriate 

for all phases of treatment or readiness for change. In fact, language may need to change 

overtime to better match client’s thinking patterns and effectively propel treatment 

forward.  

Although the present study primarily addressed language in treatment settings, the 

stage of the transtheoretical model called maintenance often occurs outside therapy 

(Prochaska et al., 1992). Many participants reported that at this stage of their recovery 

they no longer talked about their SUD or that they struggled to find people with whom 

they could discuss their SUD and recovery. Participant 3 was the only participant to 

discuss how his family actively attended family groups and that his family’s ability to use 

the language of recovery depended on he and his family’s actions. He shared, “My 

parents have made a real effort…but it also takes me telling them what my triggers are.” 

https://www.tandfonline.com/doi/full/10.1080/07347324.2013.800429?casa_token=_SZhWQDRtyYAAAAA:Ue4hUJalfb8S3sIEEgHerDk3iioGgAWQMurBzdd2tyDVA5YBsE7khJI5E4HWG6qVP7tDja541dx_YQ
https://www.tandfonline.com/doi/full/10.1080/07347324.2013.800429?casa_token=_SZhWQDRtyYAAAAA:Ue4hUJalfb8S3sIEEgHerDk3iioGgAWQMurBzdd2tyDVA5YBsE7khJI5E4HWG6qVP7tDja541dx_YQ
https://www.tandfonline.com/doi/full/10.1080/07347324.2013.800429?casa_token=_SZhWQDRtyYAAAAA:Ue4hUJalfb8S3sIEEgHerDk3iioGgAWQMurBzdd2tyDVA5YBsE7khJI5E4HWG6qVP7tDja541dx_YQ
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He further shared about how he and his loved ones learned ways to talk about his SUD: 

“And so that’s empowered them to talk to me in a way that I receive that.” This 

participant’s description of language during the maintenance phase suggests the 

importance of training clients and their families to communicate effectively. His 

particular experience also demonstrates that each stage of change does not solely exist 

within the individual but requires interactions with others that help reinforce recovery. 

Furthermore, the findings describing how contextual factors affect the reception of 

language and language-based therapies demonstrate the importance of examining 

experiences with language to better understand barriers to care.   

Positive Language 

 The participants in the present study often talked about how the treatment 

language that was most helpful had an empowering effect. This mirrors proposed 

standards of competency for peer workers that encourages community members to take a 

strengths-based approach in helping those with an SUD to achieve recovery (SAMSHA, 

2018). In the field of psychotherapy, renowned therapists have advocated for positive 

language including Carl Rogers who espoused the idea of extending unconditional 

positive regard to clients (Rogers, 1957) and Virginia Satir who similarly stressed the 

importance of valuing clients’ strengths (Satir, 1988). In addition to language that 

highlighted strengths or progress, participants also reported that genuine concern often 

accompanied this empowering language. Participants discussed that language conveyed 

attitudes and feelings of love, respect, care, hope, and dignity. While some participants 

had a difficult time describing the distinguishing features of the language used by 

effective treatment professionals, the relational philosophy of Martin Buber (1958) 
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provides a theoretical framework for understanding how one’s relationship stance 

influences how one communicates with another person and how this communication is 

received. Martin Buber (1958), who is well known for his philosophy of dialogue, 

proposed that people take one of two relationship stances when engaging in dialogue: I-

Thou or I-It. Applied to treatment professionals the I-Thou stance suggests that the 

therapist sees the client as a separate and whole person (Fife, Whiting, Bradford, & 

Davis, 2014), rather than merely viewing them as their problems or diagnosis (an I-It 

stance). The therapist demonstrates an I-Thou stance as he/she acknowledges the 

humanity of the other person through language that communicates concern and 

compassion. In contrast, a therapist assumes an I-It stance when they view clients as 

objects: either as problems, things to be used, or irrelevancies (Fife, 2015). As 

participants shared their experiences, it was clear they could easily distinguish when 

people in their lives used a particular stance. Some participants talked about how their 

families used objectifying language as they lectured, yelled, judged, or attacked them in 

their conversations. Participants often spoke about how others both overtly and in general 

sent a message to “just stop” the SU. This often left the participants feeling as though 

their personal character was a problem to be fixed. In this way, these people exhibited an 

I-It stance seeing their loved ones as an object to be fixed. Participants most readily 

recognized that others did not see their humanity by the absence of questions following 

statements affirming that the individual had a problem with SU. One participant noted 

that it often seemed that others only talked about his problem because “people…just feel 

like they have to say what they have to say, because I’m an addict.” Another participant 

also pointed out how no one “really went into full in-depth” to either understand his SU 
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or help him understand options for help. These accounts show how conversations, or 

even lack of dialogue, communicate one’s stance toward another person. Participants’ 

experience suggested that words spoken by one who is alive to the humanity of someone 

with an SUD can have a positive influence on recovery, while objectifying language has 

the opposite influence. 

Negative Language, Meaning, and Self-perception 

 As participants discussed their experiences with language in SUD treatment, they 

revealed various meanings they derived from their interactions both before, during, and 

after treatment. It is important to note that the meanings derived from negative language 

cannot be isolated to experiences that only occurred in the treatment facility. Prior to 

when the participants sought out or entered treatment, many conversations had taken 

place with peers and loved ones that set the foundation for how treatment language would 

be received. As participants talked about their experience of language in a treatment 

setting, they often compared and contrasted this language and how it either challenged or 

reinforced the meanings that had been assigned to them and their condition. For example, 

some of the participants discussed how prior to treatment, others had labeled them as a 

“drug addict.” The participants often felt condemned by this term and reported that such 

terms were used to communicate that others thought they were a “bad person.” When 

similar terms were used within treatment settings, such language perpetuated the harmful 

stigma that had already been attached to those particular words and meanings that were 

experienced prior to treatment.  

 As a result of conversations about their disorder, participants reported several 

common meanings derived from their interactions with others: I Am a Bad Person, They 
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Take Pleasure in My Pain, I Am a Freak, I Am Broken, and My Family Does Not 

Understand Me. Interestingly, when language was used in a negative way, participants 

often made sense of their conversations by interpreting such interactions to assigning 

meaning to their identities or representing a truth about them. Past characterizations of 

families with an SUD have included negativism as a defining trait of these families’ 

interactions (Reilly, 1985). It was clear that the participants themselves struggled to see 

their own humanity as they too viewed themselves as bad, broken, a freak, someone to be 

mocked, or someone to be dismissed.  

Although participants often internalized the negative messages directed toward 

them, their experiences reveal more about the stance that others took toward them in 

conversation. Those with an SUD seemed to suggest that when others spoke to them, they 

lacked compassion or a true desire to help. In this way, others viewed them as an object 

or came from an I-It stance (Buber, 1958). Families frequently shifted to this stance over 

the course of the SUD. It is possible that the stress and anxiety that one experiences when 

seeing a loved one with an SUD influences family members to see the identified patient 

as someone who is hindering the family or inflicting pain on the family (Fife et al., 2014). 

However, this viewpoint that isolates the person with the SUD as the identified patient 

and ignores how family dynamics contribute to and maintain the addiction within the 

system (Reiter, 2015). As family members or treatment professionals remove themselves 

from the problem, they may unwittingly operate from and I-It stance. In this way, often 

the people who claim to want to help those with the SUD lack “the intention of 

establishing a living mutual relation” between them and the person with the SUD (Buber, 

1965; p. 19). Rather than coming from an I-Thou stance where each person 
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acknowledges the wholeness of the other person, too often those interacting with those 

with an SUD remove themselves from a personal relationship with the other, thus 

reinforcing feelings of isolation and shame.  

Ways of Talking 

 Another prominent theme connected to Negative Language, Meaning, and Self-

perception is the ways of talking used by those associated with participants. The different 

ways of talking impacted the participants’ experiences in treatment and confirmed current 

trends in treatment language recommendations. Participants talked about how certain 

uses of language dehumanized them by reducing them to their disorder. As they spoke 

more specifically about common terms used to describe their condition it became 

apparent that those with an SUD preferred that others use person first language. Person 

first language refers to emphasizing the humanity of a person and deemphasizing their 

condition whether that be a disability or disorder (Dunn & Andrews, 2015). This finding 

echoes the trend of editorial boards requiring authors to use people first language 

(Broyles et al., 2014) and of governmental agencies who have distributed treatment 

language guides that suggest person first language (SAMHSA, 2004). 

One area of language on which the present study sheds some more light concerns 

the use of medical terminology. Participants revealed that the movement toward using 

medical terms does not always promote recovery and in some ways hinders recovery. 

Although such language removes slang and other pathologizing language, it may 

perpetuate the dehumanization of the client as the language objectifies clients as an 

illness to be cured. One participant spoke extensively about how his first treatment 

experience had a medical focus and that he often struggled to understand what treatment 
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professionals were saying. While jargon may not perpetuate the stigma attached to 

common terms loaded with meaning, it also fails to help the client connect with those 

who are providing treatment. In scholarly literature, jargon makes research less accessible 

to those who benefit the most from new findings. The findings in the current study 

concerning how medical language may be received by clients helps practitioners better 

understand that such language must be delivered in non-objectifying ways if it is to be 

helpful in treatment. In order to accomplish this, researchers and clinicians must balance 

scientific precision with language that connects the client and the professional (Fife et al, 

2014). Mead and McNeil (2006) suggested that “different language supports a different 

conversation” (p. 34). They discuss how the language used by mental health professionals 

is like a code language that elicits a particular response. Focusing on symptoms or the 

disease itself discourages the patient from discussing their experiences. Professionals 

often use medical language to avoid ambiguity, but such language limits exploration 

(White & Epston, 1990; Mead & McNeil, 2006). When language encourages patients to 

provide unique descriptions, it elicits a richness that allows for additional ways of 

knowing (Mead & McNeil, 2006).   

 Another important finding provides more insight as to why particular terms may 

be experienced as more helpful. Participants revealed that they often preferred terms that 

were more specific in describing their condition, such as terms that are substance specific 

(i.e. opiate addict) or terms that distinguished their orientation to recovery (i.e. recovering 

addict). Participants revealed that qualifying words often helped to increase accuracy in 

describing what they had experienced and their current direction. While past suggestions 

have supposed that medical accuracy reduces stigma (Broyles et al., 2014), the present 
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study reveals that those with an SUD do not prefer medical terms but prefer terms that 

more accurately portray how they view themselves. This connects to the social 

constructionist idea that language is never neutral as words have the power to shift the 

definition of the problem or the identity of a person (Gergen, 1985; Andersen 1997). 

Under this theoretical approach to therapy, treatment professionals join with clients as 

they facilitate a dialogue that helps the client to choose words that best align with how 

he/she defines the problem. 

 Moreover, the present study revealed the importance of conversations that pushed 

the clients to accountability and speak truthfully. Many treatment protocols emphasize 

the importance of taking accountability, including the 12 steps (Wilson, 1952), which had 

some level of influence in each of the participants’ treatment settings. In addition, the 

participants’ experiences confirm the importance of challenging cognitive distortions and 

false narratives that perpetuated the SUD (Brown & Lewis, 1999). While many 

participants admitted that this way of talking was uncomfortable and challenging, they 

indicated that as their treatment professionals approached conversations with a no bullshit 

attitude, their desire to take ownership and ability to discuss difficult topics increased. In 

fact, when treating resistant clients, candor can often facilitate the therapeutic relationship 

as it increases the attention of the client who witnesses the therapist confronting a topic 

that others were afraid to tackle (Edgette, 2002).   

Conversations as a Means for Healing 

 When participants discussed positive experiences in treatment, they often reported 

that they had new or different conversations with treatment professionals. Prior to 

treatment, the communication patterns between the participants and their families often 
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seemed like a broken record. Some reported that regardless of increasing negative 

consequences, the family continued to avoid discussing the SUD. Others experienced the 

same arguments or lectures from family members repeatedly. Because the participants 

often felt stuck when discussing their SU with family members, they easily recognized 

when the conversation changed whether that was with a family member prior to treatment 

or with a therapist in treatment. 

During treatment, the most poignant moments in the recovery process occurred 

when the dialogue shifted. Charles Taylor summarized how language opens up new 

possibilities concerning feelings, responses, and awareness: “If language serves to 

express/realize a new kind of awareness; then it may not only make possible a new 

awareness of things, an ability to describe them; but also new ways of feeling, or 

responding to things” (Taylor, 1985, p. 232-233). While only some participants overtly 

recognized the role of language in facilitating changes in thoughts, beliefs, and 

possibilities, all participants acknowledged how language influenced their recovery 

process. One particular participant reflected on his own reluctance to engage in talk 

therapy: “What I thought treatment entailed was talking to somebody and basically crying 

the blues about your problems. Somebody sitting across form you with a notepad trying 

to analyze you. I didn’t think it would help.” However, he noted that after starting 

treatment, he was surprised to find that talk therapy helped: “It did help me a lot to talk. 

When I would leave there, I would feel like 100 pounds of bricks were off my back. I’m 

not going to deny it; it did help me.” 

 Many participants talked about the importance of conversations addressing the 

root cause. For some, this referred to trauma. For others, it referred to a deeper issue that 
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perpetuated their need to alter how they felt with substances. It is no surprise that some 

participants reported that addressing childhood trauma was key to achieving recovery. 

Among those receiving SUD treatment, prevalence rates for trauma have been found to 

be as high as 89% (Farley et al. 2004), and for childhood trauma around 50% (Beery & 

Sellman, 2001). As trauma often interferes with emotional regulation and leads to 

maladaptive coping, those who suffer trauma are highly likely to engage in SU as a 

coping behavior (Asberg & Renk, 2012; Miron et al., 2014). However, not all treatment 

facilities or professionals adequately address how trauma contributes to the development 

of SUDs and how it compromises relapse prevention.  

 As participants discussed the importance of discovering the root cause, some 

participants further elaborated that their SU had been a way to avoid addressing their past 

trauma. This suggests that patients will not voluntarily introduce discussing the trauma 

even though it might be necessary in order to address the SUD. The complex relationship 

between SU and trauma, as told by the participants, reveals that the SU serves a purpose: 

to protect the person from dealing with the traumatic experience.  

Interestingly, as the participants talked about discovering the root cause, they 

signaled that their view of recovery was to find what we might call point A, the event 

(often a traumatic event) that started the chain sequence of events that led up to the SUD. 

However, as a systems therapist, I worry about this reductionist view of the problem. 

While trauma certainly impacts one’s brain functioning and interactions with others, such 

a view of the problem ignores the many contextual factors that influenced the 

development and maintenance of the SUD. Participants often talked about how neither 

they nor their families sought out treatment for the trauma or root cause. This connects to 
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the family systems model of addiction which posits that closed families establish rules 

that maintain secrets (Reiter, 2015). It may not be the individual alone who cannot 

address the trauma, but there may be family structures, rules, and boundaries that keep 

everyone in the family from responding to trauma in a way that leads to growth and 

healing/recovery. SU is simply a common form of maladaptive coping when a family 

maintains a closed system (Reiter, 2015). Furthermore, most participants shared that 

others in their family also experienced diagnosed and/or undiagnosed SUDs showing that 

the SUD was not a condition that characterized only one individual but rather it revealed 

a genetic link and/or family dynamic (Reiter, 2015). While the root cause, or trauma, may 

be an important factor in the development of and recovery from an SUD, the recurring 

pattern of SU in families indicates that an SUD is not the result of a one factor. Rather, a 

multitude of factors within and outside of the individual influence the development of an 

SUD.  

Language as a Weapon 

 In the present study, participants revealed how others in their lives (family 

members, peers in treatment, treatment professionals, and other acquaintances) used 

language as a weapon. While the participants themselves did not coin this phrase, this 

particular theme emerged during the analysis process. Participants spoke about secrecy, 

gossip, name-calling, false pity, talking behind their back, and talking about them in front 

of them as if they weren’t in the room. These language tactics had a damaging effect on 

the participants and their relationships. Such language prompted the participants to 

further isolate and created doubt that others wanted or would be available to help. 
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 The most concerning part of this particular finding relates to how language has 

previously been used as a weapon against stigmatized populations. For example, 

language was weaponized to discriminate against Jewish citizens (Schwarz-Friesel, 

2015). Historians and communication experts observed a pattern of language used to 

foster hate and subsequent violence. First, aggressive speech that delegitimizes a 

population is used to create stigma. Language that produces and reproduces prejudice 

against a particular population “is a form of mental violence…using language in order to 

discriminate against and to offend them” (Schwarz-Friesel, 2015, p.162). Such stigma 

paves the way for verbal threats which quickly lead to mistreatment and then violence, 

including murder. In the case of the Jewish population, stigma was created in two ways: 

words that described Jews as exhibiting immoral characteristics and words that served to 

“other” them with terms describing them as different (Schwarz-Friesel, 2015). Such 

patterns of language cause great concern, as the participants of the present study noted 

that both ways of creating stigma were used when others talked about them and their 

disorder.  

 Studies have noted the presence of stigma among healthcare professionals toward 

patients with SUDs (Van Boekel et al., 2013; Kelly, Wakeman, & Saitz, 2015; Olsen & 

Sharfstein, 2014). Likewise, research has confirmed that stigma has serious negative 

effects that lead to shame, low self-esteem, and hopelessness (Corrigan et al., 2009). 

Although treatment professionals or family members may think that harsh language will 

“wake up” the patient, such language has the opposite impact as it inhibits help-seeking 

behaviors, depending on the relationship stance of the speaker and the readiness for 

change of the patient (Clement et al., 2015; Corrigan et al., 2014). People who interact 
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with those who have an SUD may be unaware of how their language is experienced as a 

weapon. However, the history of SUD treatment in America demonstrates the 

paradoxical relationship society has with those who have an SUD. Policies have proven 

time and again that U.S. society wants to both help and demonize those with an SUD, as 

the country increased funding and access to care at the same time it waged the war on 

drugs and criminalized SU behaviors (White, 2014). While those with an SUD have not 

encountered the same experience with violence as the Jewish population, the 

criminalization of SU and the deficits in medical and mental health care for those with an 

SUD may be a more subtle manifestation of the mistreatment of and violence toward a 

stigmatized population. 

Clinical Implications 

 The present study is the first study to examine the experiences of those receiving 

SUD treatment in regard to the language used to describe their condition. While the 

findings of this study supported some current directions in treatment language and 

clinical practices, the in-depth look at how patients make meaning of their experiences 

with SUD language revealed five important implications for treatment practice. 

 First, treatment professionals may benefit from conducting verbal assessments 

that examine the patient’s past experiences with language. These verbal assessments 

might focus on evaluating past experiences with language and specific terms, family 

communication patterns, and the patient’s awareness of the severity of the SU. By better 

understanding how the patient has talked about his/her disorder in other settings, the 

treatment professional can then tailor conversations to ensure that he/she does not 

reinforce ineffective communication patterns. This is particularly important seeing that 
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the results of the current study indicated that how language was received was highly 

dependent on contextual factors. A thorough assessment of the contextual factors will 

help treatment professionals to know which approach will provide the most benefit for 

the patient’s particular stage in the recovery process. Also, treatment professionals may 

consider altering commonly used models such as motivational interviewing to more 

accurately respond to cognitive and emotional changes in the patient, rather than taking 

the same approach with every patient and with every stage of change.  

 Second, treatment facilities should continue to provide psychoeducation to 

patients and their families to help them understand more about SUDs. The participants in 

this study spoke about how their increased understanding of their disorder helped them to 

make sense of their behaviors and why quitting was so difficult. In addition, the present 

study also showed the importance and need to improve family involvement in treatment. 

As family members will often be the people supporting the person with an SUD 

following treatment, more training and information can help families to learn new ways 

of talking. Such family involvement has already been proven to reduce stress and 

increase coping skills, which both contribute to long term recovery (Shumway et al., 

2011). 

 Third, treatment professionals may improve treatment outcomes as they reflect on 

how their language conveys their relationship stance with patients. Treatment facilities 

that focus too much on the medical aspect of treatment may inadvertently objectify 

patients. While patients may not feel disdain or judgment from treatment providers that 

use medical jargon, they also do not feel connected to them. This lack of connection 

matters as participants emphasized the importance of feeling that treatment providers had 
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a genuine concern for them. Treatment professionals should consistently evaluate their 

therapeutic alliance with clients. Therapeutic alliance does not simply refer to being liked 

by clients. The participants of the present study indicated that their relationship with 

treatment providers often required honesty and transparency that was at times challenging 

for participants. Treatment professionals may want to seek feedback from their clients, 

supervisors, and/or colleagues to ensure that they find balance between being likable and 

challenging so that they avoid becoming an enabler or someone whose harshness pushes 

someone out the door.  

 Fourth, therapists should consider how language influences identity construction 

and how language can help one detach from harmful depictions of oneself. The findings 

of this study revealed that negative messages lead to persons internalizing negative 

language in a way that makes people identify themselves as a problem. However, talk-

therapy treatment may help clients challenge internalizing language that perpetuates the 

problem. Narrative therapy is one model of therapy that explicitly approaches therapy 

dialogue with the intent to externalize or detach the problem from the client through the 

careful choice of language (White & Epston, 1990). As treatment language separates the 

SUD from the person, clients are empowered to recover their identity independent from 

the SUD that previously defined their identity. 

Last, treatment language includes more than just the terms we use to describe the 

condition. The participants of this study revealed that prior to treatment, the focus of 

conversations centered on the person with the SUD and the particular substances being 

used. Treatment providers not only need to be thoughtful about the words they use, they 

also must consider what conversations need to take place. Many individuals with an SUD 
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have also suffered trauma or may have a comorbid condition (Reiter, 2015). The present 

study revealed the importance of addressing both the root cause and the SUD. Treatment 

professionals should be mindful that getting at the root cause will not be easy because the 

SUD serves as a distractor to protect the individual, or family, from the pain that comes 

with acknowledging and addressing the trauma or root cause. The family systems model 

of addiction best explains how language in the family has maintained the addiction 

(Brown & Lewis, 1999). Treatment providers should be familiar with how 

communication patterns in families influence the patient’s ability to communicate. Past 

conceptualizations of families with addiction have noted that closed communication 

perpetuates secrets rather than openness (Reiter, 2015). Likewise, such families operate 

by covert rules that teach one not to feel, not to talk, and not to trust (Black, 1981). 

Treatment professionals may benefit from understanding how family dynamics influence 

they ways a patient communicates with treatment professionals. Introducing new ways to 

communicate that promote change will most likely be met with resistance and will 

require more than the right words; they will also require a relationship that promotes new 

rules of interaction that promote feelings, openness, and trust. 

Limitations 

Originally, I had hoped my sample would consist of two distinct groups: persons 

with an alcohol use disorder (AUD) and persons with opioid use disorders. Past research 

has often examined SUDs by separating those with an AUD and those who use illicit 

drugs when reporting statistics. The attempt to incorporate this distinguishing factor in 

the present study was founded in past research that noted that the stigma associated with 

the use of illicit substances is greater than the stigma attached to alcohol use. However, 
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during recruitment it became apparent that most individuals with an SUD use multiple 

substances. While many stated that they had a particular drug of choice, only one of the 

recruited participants had used only one substance. As a result, rather than conducting a 

study that had comparison groups, I widened the criteria to examine persons with an 

SUD. While this change in the sample eliminated an additional variable, it is unclear 

whether this is a pattern in SU that should be considered for future studies. Ultimately, 

this change in the selection criteria more accurately reflected the participants’ 

experiences. In IPA research, the goal is to examine the experiences of the participants, 

and this can include expanding selection criteria to respond to pragmatic concerns or to 

more accurately represent the population who experiences the examined phenomenon 

(Smith et al., 2009).  

Another limitation in the present study includes that homogeneous characteristics 

of the sample. While IPA does not seek to produce generalizable results, the demographic 

variable of sexual orientation had no diversity. This particular study does not provide any 

insight concerning how a sexual minority might experience language in treatment. 

Similarly, all participants identified as single. One participant reported that he was going 

through the divorce process. The remaining five reported that they were single and had 

never married. It is possible that participants had romantic partners, however, not one 

participant used the blank space provided to indicate a relationship status. Those who are 

in committed relationships and enter treatment may have different experiences with 

treatment language. Furthermore, other demographic characteristics such as age, religion, 

and race were limited by the small sample size. Any nuances related to how these factors 

intersect with one’s experience in treatment could be explored in future studies. 
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Some limitations to the study only became apparent during the interview stage. 

As I interviewed participants, many struggled to recall specific language that was used in 

treatment. While the study specified that participants could not be out of treatment for 

longer than three years, even those who had been out less than a year still had difficulty 

remembering some of their experiences. This limitation may have been beneficial in that 

persons were only able to recall the most salient terms and conversations. However, the 

design of the study could be improved had interviews been conducted both during and 

following treatment to more accurately understand how language is received in real time 

and how it is later processed and remembered.  

 Furthermore, the present study only seeks to understand the experience of 

treatment language from the perspective of the patient. In each interview, participants 

revealed the many other players who influenced their experience with language in 

treatment. Often language used prior to treatment with family members, peers, and 

acquaintances laid a foundation for language concerning their SU. During treatment, 

treatment professionals heavily influenced the participants’ experiences with language 

and even introduced new terms and ways of thinking and talking about SU. While it was 

not the intent of this study to observe all perspectives, the limitation of this study is that it 

looks at only one side of the conversation. Future research could include the perspective 

and experience of language for treatment providers and family members. 

Lastly, qualitative inquiry requires that the researcher act as an interpreter in order 

to relay the results of the study. Although interpretation is inevitable, who interprets and 

how they interpret the data impacts the findings of the study and how results are 

presented (Smith et al., 2009). The present study’s results might vary had the analysis 
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been conducted by a different researcher. For this reason, a research team collaborated at 

various points in the study to increase the reliability. However, their influence was also 

limited due to the requirements that a dissertation study demonstrate research 

competency and the ability to independently carry out a research project. 

Future Directions 

New knowledge prompts new questions. The present study has introduced new 

concepts concerning language in treatment and how those in treatment receive such 

language and make meaning of the terms and language describing them and their 

condition. This particular study provided insight into a few individuals’ experiences. 

However, this is the only study to look at this phenomenon from the patient’s viewpoint. 

We need to understand more about how these experiences may vary by demographic 

factors that were not captured in this particular study such as gender, race, and 

socioeconomic status.  

Looking to the future, researchers may want to better understand how treatment 

professionals, experts in the field, and family members of persons with an SUD all 

experience the language used to describe an SUD. Gaining a deeper understanding of 

how language is experienced by all persons who participate in the dialogue concerning 

SUD treatment will help shed light on the obstacles that prevent individuals and families 

from achieving the recovery and healing they so desperately seek. In addition, many 

participants spoke about positive and negative experiences in treatment. This prompts 

two important questions: How do we determine which clinicians and treatment facilities 

are helping and which are harming patients? With high rates of relapse, what criteria can 
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we use to judge whether treatment has provided a true opportunity for recovery rather 

than an experience that hinders recovery and increases hopelessness?  

The present study has highlighted the importance of language as a conduit 

through which we disseminate attitudes and build relationships. Treatment is a human 

endeavor that not only requires the right protocols and medications, but also helpful 

language and supportive professionals (Fife, D’Aniello, Scott, & Sulivan, 2019). Simply 

changing terms does not adequately address stigma in treatment settings and society. 

However, there are terms that have become loaded and should be eradicated. Past studies 

have done well to identify such terms and promote reflection among scholars and 

treatment professionals concerning treatment language (Kelly et al., 2015; Olsen & 

Sharfstein, 2014). As we look to the future and reflect on the language used in treatment 

settings, we might ask a series of questions: What empirical or research-based evidence 

supports language recommendations? When we seek to examine language, does our 

research consider multiple perspectives? What measures do we take to understand the 

new problems that emerge with new language?   The language that leads to 

transformation in recovery has the ability to challenge old narratives because it opens up 

conversations that were previously discouraged introducing new narratives. However, 

even positive change in language may present new challenges. SUD treatment has 

continually evolved throughout U.S. history finding new ways to address a complex 

problem. As we seek to improve language in SUD treatment, we will achieve new 

possibilities as we open up new conversations and continually examine the impact of our 

language. 
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APPENDIX A 

RECRUITMENT SURVEY 

 

The Experience of Language for Those Have Received Treatment for a Substance 

Use Disorder 

 

This survey is to verify that you meet the required criteria to participate in this study. 

Please answer the following questions truthfully.  

 

1. What is your current age? _________________________________ 

2. Have you ever been diagnosed with an alcohol use disorder? 

a. Yes 

b. No 

3. Have you ever been diagnosed with an opioid use disorder? 

a. Yes 

b. No 

4. Who diagnosed your condition? 

a. A doctor 

b. Psychiatrist 

c. A medical professional  

d. A mental health professional 

e. A treatment professional 

f. Other, please specify________________________________ 

5. Did you receive specialized treatment for your disorder? 

a. Yes 

b. No 

6. How long ago did you receive specialized treatment for your substance use 

disorder? 

a. 3 years or less 

b. More than 3 years ago 

7. From whom did you receive specialized treatment? 

a. Inpatient treatment facility for substance use disorders 

b. Outpatient treatment facility for substance use disorders 

c. Individual mental health professional that specializes in treating substance 

use disorders 

d. A medical doctor who specializes in treating substance use disorders 

e. A psychiatrist who specializes in treating substance use disorders 

f. Other, please specify_________________________________ 

8. Please provide a contact phone number or email where you will be notified of 

your eligibility to participate in the 

study:_________________________________ 
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APPENDIX B 

 

RECRUITMENT FLYER 

Are you someone who has received treatment for substance use disorder? 

Texas Tech University, Department of Community, Family & Addiction 

Services 

 

 
 

I am currently looking for adults who have received treatment for a substance use 

disorder to participate in a study about the language used to describe the 

experience of having a substance use disorder. Specific requirements for 

participation include that you are over age 18, received treatment within the last 3 

years, and experienced either an alcohol use disorder or opioid use disorder. 

 

For this study, you will participate in an audio-recorded interview in a 

confidential location. The interview will include questions about your experiences 

before, during, and after treatment with the language used to describe an SUD. 

The interview will take approximately one hour. A follow up interview may be 

requested for clarification purposes. 

 

Participation is voluntary and confidential. Compensation of a $20 amazon gift 

card will be given to all interview participants. Interviews can be scheduled at 

your convenience, including evening and weekends. 

 

If you are interested in participating, or have questions, please contact: 

 

Rebecca Lucero Jones, MS, LMFT-A 

RLucerojones@twu.edu or (314) 229-9771 

 

How Should We 

Talk About  

Addiction? 
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APPENDIX C 

INFORMED CONSENT 

What is this project studying? 

This study is named, “The Experience of Language for Those Have Received 

Treatment for a Substance Use Disorder.” This study will help us learn more 

about your experience with the language used by peers, family, and treatment 

professionals in conversation with  you and when discussing you and the 

substance use disorder you have experienced. What we learn may help others with 

similar experiences and treatment professionals. We hope to publish this study 

widely to benefit others as much as possible. 

 

What would I do if I participate? 

In this study you will be asked to share your thoughts, feelings, and experiences in 

an interview. Some questions will be about you. Other questions will be about 

your experience with others, including family, peers, and treatment professionals. 

Some questions will be about your thoughts and how you feel about your 

experiences.  

We will ask for your agreement for the interview to be audio recorded and 

transcribed (put into writing) for clarification and precision.  

 

Can I quit if I become uncomfortable? 

Yes, you may absolutely quit participating if you choose. Your participation in 

our study is completely voluntary. The researchers and Institutional Review 

Board have reviewed the questions and believe that you can answer them 

comfortably. You may skip any question that you do not feel comfortable 

answering. You can also stop answering questions at any time during the survey, 

and your information will be protected. Participation is your choice. We 

appreciate any help that you can give. 

 

How long will participation take? 

We are asking for 60 minutes of your time to conduct a face-to-face interview 

with Ms. Rebecca Lucero Jones. Completion time of the interview may vary but 

will most likely take about 60 minutes. 

 

Will my interview be recorded? 

Yes. Your interview will be recorded by a hand-held digital audio recorder. This 

recording will be used to type up a transcript, which is a written version of the 

interview. The audio file of your interview will be destroyed after the transcript 

has been reviewed.  

 

How are you protecting privacy? 
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The information that you provide during your interview is confidential and 

private. The audio files and transcripts will only be reviewed by the research team 

and my dissertation advisor. We will not collect your name or identifying 

information as part of the study. Your name will never be reported in any way in 

this study. Should you give verbal consent, we will obtain your demographic 

information anonymously. The study may use anonymous pieces of your 

interview, such as quotations but your name will not be connected to these 

excerpts. These quotations or excerpts will be used in combination with others’ 

interviews to explain the experiences shared by you and other participants. Rather 

than using pseudonyms, or a different name, participants will be assigned a 

number. For example, if information from your interview is used in the writing, 

you will be referred to as “Participant 5.” 

 

I have some questions about this study.  Who can I ask? 

This study is being conducted by Rebecca Lucero Jones, M.S. for her Dissertation 

research. Ms. Lucero Jones can be contacted with questions at (314) 229-9771. 

This study is being supervised by Dr. Stephen Fife from the Department of 

Community, Family, and Addiction Services at Texas Tech University. If you 

have questions, you can email Dr. Fife (Stephen.fife@ttu.edu). 

 

TTU also has an Institutional Review Board that protects the rights of people who 

participate in research. You can ask them questions at 806-742-2064. You can 

also mail your questions to the Human Research Protection Program, Office of 

the Vice President for Research, Texas Tech University, Lubbock, Texas 79409 

or email them to hrpp@ttu.edu. 
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APPENDIX D 

DEMOGRAPHIC QUESTIONNAIRE 

 

Thank you for your participation in this study. Your responses to these questions are not 

required. All information is private and will only be viewed those approved to be a part 

of this study. No names or identifying information will be used in any published paper or 

presentations based on this study. Please contact Ms. Lucero Jones 

(Rebecca.lucero@ttu.edu) if you have any questions while completing this form, or after 

the study. 

 

1. What is your current age in years? ______________________ 

 

2. What is your gender? 

a. Male 

b. Female 

c. Other 

 

3.  In which ethnic group do you mostly place yourself? 

a. African-American/Black 

b. American Indian / Native American 

c. Asian/Pacific Islander 

d. Caucasian 

e. Hispanic/ Latino 

f. Other, please describe _____________________  

 

4. What is your marital status? 

a. Married 

b. Single, never married 

c. Divorced/separated 

d. Widow/widower 

e. Domestic partnership 

f. Other, please describe______________________ 

 

5. What is your sexual orientation? 

a. Heterosexual 

b. Bisexual 

c. Homosexual 

d. Other, please specify_______________________ 

 

6. What is your religious/spiritual preference?_______________________________ 

 

7. Your highest achieved education level:  

a. Some High School 

b. High School Diploma 
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c. Technical Certification 

d. Associates Degree 

e. Bachelor’s Degree 

f. Master’s Degree 

g. Doctoral Degree 

 

8. How many children do you currently have? (Including step children and adopted 

children) __________________________________________________________ 

 

9. Current Employment (check all that apply): 

a. Employed Full Time or more 

b. Employed part-time (Less than 30 hours a week) 

c. Self-employed 

d. Full-time Student 

e. Part-time Student 

f. Homemaker 

g. Unemployed 

h. Retired or disabled 

 

10. Average Combined Yearly Income:  

a. Less than $20,000 

b. $20,000 – $34,999 

c. $35,000 - $49,999 

d. $50,000 - $74,999 

e. $75,000 - $99,999 

f. $100,000 or more 

 

11. Have you ever been diagnosed with an alcohol use disorder? 

a. Yes 

b. No 

 

12. Have you ever been diagnosed with an opioid use disorder? 

a. Yes 

b. No 

 

13. Who diagnosed your condition? 

a. A doctor 

b. Psychiatrist 

c. A medical professional  

d. A mental health professional 

e. A treatment professional 

f. Other, please specify________________________________ 

 

14. What was your age when you first became 

intoxicated?___________________________ 
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15. Prior to treatment, approximately how many years was your substance use 

problematic?_________________________________________________ 

 

16. Did you receive specialized treatment for your disorder? 

a. Yes 

b. No 

 

17. From whom did you receive specialized treatment? (check all that apply) 

a. Inpatient treatment facility for substance use disorders 

b. Outpatient treatment facility for substance use disorders 

c. Individual mental health professional that specializes in treating substance 

use disorders 

d. A medical doctor who specializes in treating substance use disorders 

e. A psychiatrist who specializes in treating substance use disorders 

f. Other, please specify_________________________________ 

 

18. Did your treatment include a 12-step program? 

_______________________________ 

 

19. What was the length of your 

treatment?______________________________________ 

 

20. How many times have you received specialized 

treatment?_______________________ 

 

21. When did you complete your most recent treatment? (Please note the 

month/year)________________________________________________________

_____ 

 

22. How would you describe your current use of substances? 

a. Abstinent/sober  

b. Controlled or managed use 

c. Actively using substances 

d. Other, please 

describe_______________________________________________ 

 

23. If you are sober now, how long have you been sober? (indicate years and months 

or date of initial 

sobriety)________________________________________________________ 
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APPENDIX E 

INTERVIEW PROTOCOL 

Introduction: Thank you for your participation in this study. The following questions are 

about your experience with the language used when describing a substance use disorder. 

You may skip any question that you do not feel comfortable answering. You may 

withdraw from the interview and/or study at any time. 

 

1. What does it mean to have a substance use disorder?  

a. Describe yourself as someone who has experienced an SUD. 

2. What is/was your drug of choice? 

3. How do your family members feel or think about your SUD? 

4. How would you describe the way that people talked about your SUD prior to 

receiving treatment? 

a. What did you notice most about particular terms or words they used? 

b. What did you notice most about the manner in which they discussed you 

or your SUD? 

c. How did this influence you? 

d. How did this influence your entrance into treatment? 

e. What did you notice most about what people did not say? 

5. How did you talk about yourself and your condition prior to treatment? 

a. How does this relate to how others talked about you? 

6. When did you enter treatment? If you completed treatment, when did you stop 

receiving treatment? 

7. Please describe the treatment setting where you received specialized services for 

your disorder. 
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8. When you entered treatment, what did you understand about what “treatment” 

would entail? 

9. How would you describe the way that treatment providers talked about your SUD 

during treatment? 

a. What did you notice most about particular terms or words they used? 

b. What did you notice most about the manner in which they discussed you 

or your SUD? 

c. How did this influence you? 

d. How did this influence your treatment? 

10. How would you describe the culture of the treatment facility where you received 

treatment? 

11. Please describe the language used in treatment when discussing the addiction 

experience. 

12. In what ways was the language used by professionals different from language 

you’d heard elsewhere describing your condition? 

a. In what ways was language by treatment professionals similar to language 

you’d heard elsewhere describing your condition? 

13. When thinking about terms describing the experience of an SUD or the person 

with an SUD diagnosis, which terms do you have a strong reaction to, positive or 

negative? 

a. Could you describe the meanings of each term? 

14. Please describe how language used by society, peers, family, and/or treatment 

professionals assisted or prevented you from seeking out treatment? 
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15. Please describe how language used by treatment professionals either helped or 

harmed your treatment progress? 

16. How has the way you talk about your SUD changed since receiving treatment? 

17. How would you describe the language of recovery? 

a. How do you and others in your life use this language of recovery now? 

18. If you could choose how people talk about addiction, what would you change? 

a. What terms would you eliminate? 

b. What terms would you propose? 
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