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Abstract

Choosing Methadone: Managing Addiction and the Body Politic in Ukraine

Jennifer J. Carroll

Chair of the Supervisory Committee:
Dr. Laada Bilaniuk
Sociocultural Anthropology

This dissertation explores the lived experience of opiate substitution therapy (OST)
patients in Ukraine. To complete this research, I conducted fourteen months of ethnographic
research in OST programs across Ukraine between 2012 and 2014. I conducted extensive
clinical observations and collected more than fifty interviews with patients and clinicians. The
first chapter, the introduction, describes the historical and contemporary landscape of harm
reduction and drug treatment services in Ukraine. The second chapter positions this research as
a ‘neurochemical ethnography,” which taps into critical medical anthropology, phenomenology,
and science studies to explore human-chemical relationships. The third chapter reveals that, in
Ukraine, scientific utterances are also political utterances. This complicates the interpretation of
evidence and destabilizes the epistemological foundation of ‘evidence-based’ practice. The
fourth chapter shows that patients and clinicians in OST programs espouse conflicting
explanatory models of addiction. This causes antagonism over the utility of OST drugs and the

definition of treatment success. The fifth chapter analyses the semiotics of OST drugs and



patients’ active resistance to the clinical distinction between ‘street drugs’ and ‘medicine.” The
sixth chapter demonstrates that treatment-seeking decisions are motivated by patients’ desire to
embody normative social roles. They hope to achieve this goal by simplifying the logistics of
their chemical self-management. In the seventh chapter, the conclusion, I outline practical
recommendations for improving OST programs in Ukraine and elsewhere. In sum, this
dissertation argues that clinical cultures and treatment-seeking behaviors are shaped by a
‘somatic ethic,” which not only governs discourses on drug use and addiction but also places

social integration and acceptable personhood at odds with the practicalities of treatment.
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CHAPTER 1: INTRODUCTION

1.1 INDEPENDENCE DAY

The Fourth of July, America’s Independence Day, is celebrated in Kyiv, Ukraine, with
pomp and circumstance. Each year, the Embassy of the United States throws a huge, daylong
party for the who’s who of the nation’s capital. In 2013, the theme of the event was “The State
of California.” Guests were invited to nosh on hamburgers and hotdogs—the likes of which are
served at San Francisco Giant’s games—and sip on Sonoma and Napa Valley wines. A
miniature replica of the Golden Gate Bridge was available for inspection and, for the more
ostentatious locals, staged photo opportunities. The décor, donated by the San Francisco Giant’s
franchise, allowed Kyiv’s elite to luxuriate amidst model cable cars, redwood trees, and a
likeness of the Santa Barbara Mission.

On that day, July 4, 2013, I spent my afternoon across town from the Embassy bash in a
very different sort of place. There was no high society to be found. Other than myself, there
were no American expatriates—no foreigners of any kind—for miles around. The people where
I was were poor, unemployed, with few social connections. There was no food, no drink, no
music to dance to. The only entertainment was two backgammon boards, which remained in
constant use in the shady courtyard where I sat. The mood there was not fueled by the ebullient
celebration of independence, but by a begrudging resignation to dependence. [ was at Kyiv’s
Regional Narcological Dispensary No. 3', home to a state-run opiate substitution therapy (OST)
program, where opiate addicts came to receive synthetic substitutes for the illegal narcotics they

once took.

" The names of all OST clinics and the persons connected to them have been changed to
pseudonyms.



The OST clinic is not a terrible place, but neither is it a happy one. Being there is both
relieving and bothersome, familiar yet uncomfortable. One patient at this clinic, a woman of
about 45 years, told me that she had used street drugs for nearly 15 years before coming to this
clinic for methadone, a prescription drug used in OST to replace those street drugs, about four
months ago. When I asked her how she liked the program, she pondered my question and asked
me if [ knew of the Russian novelist Mikhail Bulgakov. I did. She brought up his novel The
Master and Margarita and began quoting passages from the book at astonishing length—as
only those who were once Soviet schoolchildren, once subjected to ceaseless memorization and
recitation exercises, can do. She gave a detailed analysis of Bulgakov's philosophy on the
relationship between good and evil and his argument that these oppositional elements must
intersect in our lives for either one to have any meaning. There is no good without bad, no bad
without good. One must tolerate both or live with neither. "For me,” she mused, “it's like that."
A few moments later, she excused herself to dash off into the tall grasses near the clinic with
her husband to inject the narcotics he had brought with him. The clinic was fill of such
contradictions.

With the blessing of the head doctor, I had arrived at the dispensary that day with a
phone, a notebook, and a bag of pistachios, intending to simply hang around the courtyard. I
spent a good deal of my time this way, learning how the clinic operated and engaging in casual
conversation with the people it served. Though patients didn’t have much to accomplish there
other than check in with the nurse, take their pills, and be on their way, few of them had jobs or
other obligations to return to. Most also had long commutes back home ahead of them.

Consequently, many people lingered, congregating along benches, smoking, chatting, playing



with their children, and pooling money to buy sodas or packages of sunflower seeds from the
gas station up the street.

Not long after I arrived that day, a young man in a panama hat and a scruffy beard took
an interest in me. As I settled into a space on the benches near the backgammon games, he tilted
his head to look over the smoke streaming from the cigarette in his mouth. “Who are you?” he
asked suspiciously. I introduced myself as an American researcher. I explained that I had spent
a long time working in programs for drug users, like needle exchanges, in the US, and that I was
now interested in how these programs work in Ukraine. His demeanor changed. He sat up, his
eyes wide. “Fascinating,” he mumbled. He pursed his lips around his cigarette, shuffled over
from his bench to the spot right next to me. He introduced himself as Maksim and began asking
me questions.

“Do doctors in the US give out methadone in tablet form?”

“Can a person get methadone by prescription and pick it up at the pharmacy?”

“Are there supervised injection sites?”

“How much money do your doctors make?”

“Does America have incentive programs that pay addicts to take methadone?”

“Are drug addicts allowed to get drivers licenses?”

“Is it easy to buy drugs in America? From what I see on TV, it seems easy to get drugs
there, especially if you are in places where there are a lot of drugs, like Brooklyn.”

“Can cops just throw you in jail and forget about you?”

“How do doctors treat addicted people? Are they nice to you or do they toss you out?”

“And pregnant women who use? What happens to them?”

The questions I received, whether from Maksim or from someone else, were always the same.
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Some of them reflected patients’ norms and social values. Others revealed their imaginings of
personal rights. Taken as a whole, they chart out a massive terrain of uncertainties that OST
patients must learn to navigate in order to participate in (or avoid) the program. I came to this
clinic as a medical anthropologist intending to explore the ways in which therapeutic
trajectories in Ukrainian OST programs are inextricably bound up matters of identity, sociality,
and personhood. It is precisely these uncertainties, therefore, that interest me the most.

As Maksim began telling me about himself, I learned that he had been taking methadone
for nearly eight years. That made him one of the most experienced patients in the program.

“Does you still like it, after all this time?” I asked.

“Well,” he said, “I long ago realized that I’'m an addict. That’s just how it is [Russian: 51
HapkomaH. Bot 1o Bot]. If I didn't come here, where would I be? Back in prison or something.
I’ve already been there three times.” He held three fingers up in front of his face.

In conversations like this one, regardless of how I framed my questions about their
experiences in OST, most patients structured their responses in terms of pros and cons—plyusy
and minusy, as they are called in both Ukrainian and Russian. Maksim said that, overall, OST is
wonderful for addicts. He said it changed his whole life. There is, he remarked, only one minus
to the program: even though you are on methadone, you are still an addict.

The biomedical logic of OST frames addiction as a disease affecting the physical or
psychological state of a person (Bourgois 2000; Bourgois and Schonberg 2009; Campbell 2007;
Campbell and Shaw 2008; Hunt and Barker 1999). Though the disease model of addiction can
certainly be an efficacious approach for some who seek to change their relationship with drugs,
this perspective nevertheless tends to obscure larger social and structural factors that shape drug

use on the individual and the community levels (Bourgois 2003; Spradley 1968). It also renders
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invisible the fact that many medical interventions for addiction are disciplinary technologies.
Medicine doesn’t only act upon the body; it acts upon the body politic, “the regulation,
surveillance, and control of bodies (individual and collective) in reproduction and sexuality, in
work and in leisure, in sickness and other forms of deviance and human difference” (Scheper-
Hughes and Lock 1987, 7-8).

For many years, social researchers have argued that a holistic understanding of OST’s
therapeutic efficacy can never be fully understood without a full consideration of the patient
perspective (Hunt and Barker 1999; Bourgois 2000; Bourgois and Schonberg 2009; Garcia
2010; Meyers 2013). Despite these claims, and despite vast body of literature on the design,
operation, and management of such programs, research on the perspectives of individuals who
receive this intervention is troublingly sparse (Tsogia, Copello, and Orford 2001). In Ukraine,
where the drug use and HIV epidemics remain uncontained by public health efforts, the need for
qualitative research that reaches beyond behavioral and programmatic indicators to explore drug
users’ experiences of addiction and addictions treatment is very real and increasingly urgent.

This dissertation presents new, ethnographically grounded information on the
perspectives of patients in OST programs. It aims to illuminate how drug use and treatment-
seeking behaviors are perceived, negotiated, and strategized by the individuals who adopt them.
Specifically, this dissertation offers answers to two questions: (1) how and why do users of
illicit drugs in Ukraine decide to seek treatment in the form of methadone- or buprenorphine-
based OST, and (2) what do patients believe they can accomplish (therapeutically or otherwise)
by staying in the program?

Ukraine, where research for this dissertation took place, is a nexus of transformative

processes. It is home to an internationally savvy middle class as well as poor and working class
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populations that remain largely disenfranchised by the country’s troubled infrastructure. There
are Russian-speaking adults who maintain a strong, emotional ambivalence towards the Soviet
past, as well as an enthusiastically nationalist, Ukrainian-speaking youth whose daily lives are
deeply intertwined with Soviet symbolisms and modes of thought, despite never having lived in
the Soviet Union. Ukraine receives large sums of international money to bolster its budget and
support public health responses to the intravenous drug use and HIV/AIDS epidemics. It is a
country currently mired in military conflict, political revolution, and intense economic upheaval.
For these reasons, Ukraine is a profoundly fruitful place for exploring the far-reaching effects of
international health and development efforts on the local landscapes in which they are enacted.
By considering how global forces intersect with local structures in small, out of the way places
like Kyiv’s Regional Narcological Dispensary No. 3, this research contributes to a culturally
informed critical engagement with global health efforts and the ideologies they represent.
Above all, this dissertation argues that clinical cultures in Ukrainian OST programs are
shaped by a “somatic ethic”—an ideology that “accords a moral virtue to the search for profit
through the management of life” (Rose 2007, 8)—which places patients’ attempts to forge an
acceptable personhood at odds with the practicalities of their treatment. In other words, these
clinics are rife with disagreement about what addiction is, what OST does, and what ‘recovery’
from drug abuse actually looks like. When the multitude of answers offered in response to these
questions are scrutinized, the scientific quickly blurs with the social, and it becomes hard to

decipher what should and should not be counted as ‘the truth.’

1.2 A THIN WHITE LINE

Addiction is a fundamentally slippery concept. It has, over time, managed to defy or

undo every attempt to squarely define it, and the definitions that have gained prominence over
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the years have varied greatly. Research has shown that drug use is fueled by structural factors
and social contexts (Bourgois 2003; Brave Heart 2003; Garcia 2010; Schiill 2014) and is often
imbued with rich symbolisms and various forms of social capital (Becker 1963; Spradley 1968;
Pilkington 2007). Experts have theorized various psychological components of addiction such
as wanting (Lende 2005) and choice (Heyman 2009) and have explored how drug use is
connected to neurology, biology, and human genetics (Cloninger 1987; Kendler et al. 2000). In
spite of these many scientific efforts, however, even the most broadly accepted case definitions
of addiction are not terribly scientific. Instead, then employ culturally bound, moral values in
order to define and diagnose an addicted state (Glasser 2011).

For example, the American Psychological Association’s Diagnostic and Statistical
Manual of Mental Disorders, Fifth Edition (DSM-V) lists the following diagnostic criteria for
Substance Use Disorder:

1) Taking the substance in larger amounts or for longer than you meant to

2) Wanting to cut down or stop using the substance but not managing to

3) Spending a lot of time getting, using, or recovering from use of the substance

4) Cravings or urges to use the substance

5) Not managing to do what you should at work, home, or school, because of
substance use

6) Giving up on important social, occupational, or recreational activities because of
substance use

7) Using substances again and again, even when it puts you in danger

8) Continuing to use, even when you know you have a physical or psychological
problem that could have been caused or made worse by the substance

9) Needing more of the substance to get the effect you want (tolerance)

10) Development of withdrawal symptoms, which can be relieved by taking more of
the substance [emphasis added] (American Psychiatric Association 2013)

While two of these criteria (tolerance and withdrawal) describe measurable physiological
consequences of substance use, many require a socially informed value judgment to properly

99 CCs

identify. What, for example, constitutes “a lot of time,” “important social, occupational, and
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recreational activities,” or “[that which] you should [do] at work, home, or school”? These
criteria do not measure categorical differences in human behavior. Rather, they are a tool for
determining whether or not the drug users have egregiously violated social norms to the extent
that medical intervention is warranted.

The case definition for dependence syndrome in the World Health Organization’s Tenth
Revision of the International Classification of Diseases (ICD-10) is similar in its inclusion of
culturally contingent criteria:

1) A strong desire or sense of compulsion to take the substance

2) Difficulties in controlling substance-taking behavior in terns of onset, termination,
or levels of use.

3) A physiological withdrawal state when substance use has ceased or have been
reduced, as evidenced by: the characteristic withdrawal syndrome for the
substance; or use of the same (or closely related) substance with the intention of
relieving or avoiding withdrawal symptoms.

4) Evidence of tolerance, such that increased doses of the psychoactive substance are
required in order to achieve effects originally produced by lower doses

5) Progressive neglect of alternative pleasures or interests because of psychoactive
substance use, increased amount of time necessary to obtain or take the substance,
or to recover from its effects.

6) Persisting with substance use despite clear evidence of overtly harmful
consequences, such as harm to the liver through excessive drinking, depressive
mood states consequent to periods of heavy substance use, or drug-related
impairment of cognitive functioning; efforts should be made to determine that the
user was actually, or could be expected to be, aware of the nature and extent of
the harm [emphasis added]. (World Health Organization 2015).

Here, not only are social considerations an essential element in the differential diagnosis of
addiction, but the knowledge and intentions of the individual are also informative. To meet the
case definition of addiction, not only must drug use behaviors be socially or physically
destructive but the user must also be cognizant of that destruction. Therefore, the addict must
either be willfully engaging self-destructive behaviors or must lack the willpower to stop their

behaviors in the face of the damage they cause.
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Medical anthropologists Merrill Singer and Hans Baer have observed that the
classification of alcohol addiction as a medical problem has become “accepted as an established
“fact,” due to concerted efforts to draw alcoholism into the realm of biomedical authority and
render it “a respectable disease” (1995, 303) defined as “a malfunction of the individual, be it at
the chemical, genetic, biological or psychological level” (1995, 304). The criterion for
substance dependence listed in the DSM-V and the ICD-10 make the same move, actively
translating the dominant 20" century view that addiction is fundamentally a disease of or
deficiency of the will (Valverde 1998) into medical vernacular. As a result, those individuals
who manifest symptoms of a ‘diseased will” are constructed as medically ill persons who
deserve to be placed under the supervision of medical authority to rectify their socially
problematic behavior. In making this claim, I do not mean to say that struggles with substance
use are not real or that medical professionals have nothing to offer to persons experiencing
those struggles. Rather, I mean to emphasize the fact that the construction of addiction as a
medical disorder actively shapes the narrative categories available to drug users for interpreting
their own experiences, for understanding what is happening in their minds and bodies.

The medicalization of addiction has had a profound impact on the development of OST
as an intervention in the last half-century. In the 1950s and 1960s, researchers in the US
discovered that methadone (a synthetic opiate first produced as an analgesic in Germany prior to
World War II) could be used effectively to treat withdrawal in heroin addicts. This led to some
clinicians prescribing decreasing doses of methadone to addicts for a period of seven to ten days
(Herman, Stancliff, and Langrod 2000, 347-348). The use of methadone for long-term OST was
first conceived in the 1960s, at a time when heroin-related mortality was the leading cause of

death for adults between 15 and 35 years of age in New York City (Joseph and Appel 1993, 14).
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Most federal authorities on drug use in the US, including the National Institute of Mental Health
(NIMH) and the Drug Enforcement Agency (DEA), were categorically anti-methadone (and
therefore anti-OST) throughout the 1960s and 1970s, due largely to the perceived practical and
ethical quandaries of prescribing a highly addictive substance to addicts because of its addictive
qualities (Joseph and Appel 1993, 17). As a result, federal regulations governing OST were
extremely restrictive until the 1980s, when the emergence of AIDS quickly shifted public health
priorities. This change is well illustrated by a 1993 report on the clinical utility of OST
published by the Substance Abuse and Mental Health Services Administration (SAMHSA),
which reads, “Today, with the concerns for the spread of the AIDS virus, treatment modalities
that result in the reduction of high-risk behaviors, such as needle use, needle sharing, and the
exchange of sex for drugs, are even more desirable” (Joseph and Appel 1993, 17).

Today, OST is included in the comprehensive package of services recommended by the
World Health Organization (WHO) for combating HIV/AIDS. Methadone and buprenorphine,
another synthetic opiate used in OST, are both on the WHO list of essential medicines (World
Health Organization 2010). In response to the global HIV epidemic, numerous international
organizations such as UNAIDS, UNODC, and the Global Fund to Fight AIDS, Tuberculosis,
and Malaria (the Global Fund) have been formed for the purpose of promoting and supporting
OST within the framework of a broad package of HIV control strategies in countries with
limited resources. The most significant of these international donors supporting OST worldwide
is the Global Fund, an international group founded in 2002 for the specific purpose of reducing
the burden of these three diseases worldwide (“About the Global Fund to Fight AIDS,
Tuberculosis and Malaria” 2015). The Global Fund receives 95% of the funds it distributes

(which totaled more than $12billion in pledges during its 2013 replenishment conference) from
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ten donor countries: the United States, France, the United Kingdom, Germany, Japan, the
European Union, Canada, Italy, Sweden, and the Netherlands (“Government Donors™ 2015).
Ukraine is currently receiving a grant from The Global Fund of nearly $550million for
combating HIV as well as a second grant of more than $130million for combatting
tuberculosis/HIV co-infection (The Global Fund to Fight AIDS, Tuberculosis, and Malaria
2015). With these monies, the Global Fund supports OST programs in Ukraine almost
exclusively.

This dissertation considers the culture of local OST clinics in Ukraine in relation to these
global actors. As such, it is firmly grounded in the theoretical traditions of critical medical
anthropology, an academic subfield that links the anthropological study of health related
phenomena with a classical Marxist analysis in order to bring the role of social structure and, in
particular, social oppression in population health more sharply into view (Singer et al. 1992, 77).
The analysis presented here follows the work of many critical medical anthropologists who
have chosen OST programs as a site in which to investigate the interplay between culture,
medicine, and lived experiences of health and illness (Bourgois 2003; Lupton 2003; Campbell
and Shaw 2008; Harris and Rhodes 2012; Meyers 2013). These works have shown that OST
programs, like so many other “wide-net” public health interventions, are designed to capture
individuals displaying certain types of troublesome behavior or embodying specific forms of
social deviance. In turn, exiting the problematic realm of addiction by submitting oneself to
treatment is a move deeply entangled with discourses of citizenship and identity. It constitutes a
form of work upon the self that Tomas Matza has called “a means of sorting value and of
ascribing and managing social difference and futures, but also of healing and care” (2012, 804).

In other words, therapeutic trajectories in Ukrainian OST programs are bound up in value-laden
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social paradigms that determine what makes someone a socially appropriate subject (Carroll
2011a; Carroll 2011b). In drug treatment, much more than addicts’ physical or mental health is

on the line.

1.3 NARCOLOGY IN THE TIME OF HIV

In regions that were once part of the Soviet Union, addiction and addictive behaviors
have historically been managed by medical professionals specializing in narcology. Narcology
is a subfield of medical practice, such as dermatology or pediatrics, which has no equivalent in
the US system. Narcologists diagnose and treat a wide variety of addictive behaviors from
alcoholism to opiate use to compulsive gambling. Across Ukraine, one can find numerous
advertisements for narcology clinics printed in newspapers or running during daytime television
programs. In Kyiv, subway cars are typically papered with fliers advertising apartments for rent,
cheap children’s clothes, auto mechanics, and addiction treatment services.

Eugene Raikhel (2010) has argued that these forms Soviet medicine emerged from an
epistemological split from ‘Western biomedicine’ that occurred in the 1950s. At that time, the
behavioral theories of Russian psychologist Ivan Petrovych Pavlov gained prominence in the
Soviet medical sphere. Pavlov’s theories offered “a way of conceptualizing the ‘dialectical’
relationship between human biology and the environment” (Raikhel 2010, 142). Pavlov
provided a means for connecting lived experience (such as trauma, habit, desire, and other
forms of behavioral conditioning) to bodily health and disease. In practice, however, taking this
approach “may have often meant a reduction of psychology to physiology, of mind to brain—or
more precisely—of personhood to reflex action” (Raikhel 2010, 143). The prominence of these
theories in Soviet medicine resulted in an explosion of placebo-based therapies for substance

abuse behaviors (Raikhel 2010), many of which are still available today. For example, it is not
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uncommon for practitioners in Ukraine offer a treatment called “coding,” an aversion-therapy
that relies on the power of suggestion to convince addicts that their brain physiology has been
altered in such a way as to make the ingestion of drugs painful or fatal (Murney 2009). Such a
therapy would appear to be a conflation of medical and behavioral interventions, not to mention
ethically problematic, to a trained physician in the United States. This approach aligns well,
however, with the Soviet perspective that physiological and psychological mechanisms in the
body are not mutually exclusive.

During the 1990s, as the Soviet Union collapsed and individual governments suffered
the political and economic shock of sudden independence, public health systems began to
withdraw from their roles as active caretakers of the population. According to Raikhel, this shift
had the effect of

[rendering] alcoholism, previously treated as a social disease, increasingly

individualized and medicalized by default. Thus, even while biomedical

explanations of heavy alcohol consumption remain unpopular among many lay

people in Russia, medical (and quasi-medical) treatments have gained

significance as the primary means by which alcoholism is governed. (Raikhel
2010, 133).

In contrast to alcoholism, narcotics addiction had typically been dealt with under the Soviet
regime as a criminal matter, not as a social one (Raikhel, 2010; Ball, 1998; Human Rights
Watch, 2006). This distinction has helped produce what is, today, a disconnected set of
institutionalized responses to various forms of addiction—some still closely tied to the state
medical system and the legacy of narcological approaches, others having developed in the civil
sphere with a closer affiliation to Western biomedical approaches.

In the past decade, Ukraine’s national response to its intravenous drug use and HIV
epidemics has shifted to accommodate international trends. New policies have allowed for the

establishment of OST programs and the import drugs for this purpose. Buprenorphine was first
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legalized in Ukraine in 2004 (Semigina et al. 2007, 42). Methadone, once banned outright, was
reclassified as a legal prescription drug by the Ukrainian Ministry of Health (MoH) in 2008
(UNAIDS 2008). Today, drug use remains a major cause of new HIV infection, and the
historical dominance of this route of transmission has left in its wake a significant population of
intravenous drug users who are HIV-positive. Unfortunately, the number of persons actively
receiving OST remains small, with only 3-4% of all injection drug users currently enrolled in
these programs (Zaller et al. 2015).

It was no accident that the establishment of the regulatory environment for OST in
Ukraine coincided with the Global Fund’s first round of applications for HIV-prevention and
treatment efforts in 2002. The MoH received and acted as the primary recipient of a Round 1
grant from the Global Fund and began receiving disbursements approximating US$90million in
early 2003 (International HIV/Aids Alliance in Ukraine n.d.). The MoH soon frustrated
members of the Global Fund executive board by failing to disburse any of that money towards
the programs outlined in Ukraine’s Round 1 application. Not a few HIV-prevention activists in
Kyiv insinuated to me that the government never moved any of the funds because they couldn’t
find a way to embezzle it as it went out the door. In March 2004, the Global Fund stripped the
MoH of its status as primary recipient and transferred this authority to the International
HIV/AIDS Alliance in Ukraine (the Alliance), a Kyiv-based non-profit that had only been in
operation as an independent entity since 2003 (The Global Fund to Fight AIDS, Tuberculosis,
and Malaria 2010). By the summer of 2010, the Alliance had received a total budget of
$99,057,868 from the Global Fund, which made it one of the largest financial entities in HIV-
prevention in Ukraine (The Global Fund to Fight AIDS, Tuberculosis, and Malaria 2010). In

December 2010, more than US$300million was pledged to a coordinating council composed of
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multiple Ukrainian organizations through the Global Fund’s Round 10—one of the largest
grants the Global Fund has ever offered (PEPFAR 2013). This not only gave the Alliance
unprecedented financial ability to undertake massive public health initiatives, but it also firmly
seated the responsibility for HIV-prevention in Ukraine in the civil sector, away from
government involvement and control. This trend is slowly reversing, and the Global Fund has
made it clear that they expect the MoH to take financial control of Ukraine’s OST programs
when the current grant comes to a close, but little optimism can be found among Ukraine’s civil
sphere that the MoH will step up to this role.

Recent scholarship on Eastern Europe has illustrated that the goals of foreign donors like
the Global Fund are often hindered by their misunderstanding of the local context as well as the
implementation of programs ill-suited for local communities (Hrycak 2006; Phillips 2008;
Rivkin-Fish 2005). Sociologist Alexandra Hrycak has highlighted, in particular, the unexpected,
negative outcomes that frequently result in Ukraine from “the encounter between the
unexamined assumptions of foreign aid projects and the cultural presuppositions, existing
networks, and organizational strategies of local actors” (2006, 70—71). Since the biomedical
approach to addiction is founded upon numerous culturally contingent criteria, the concept of
addiction (and by extension, the concept of addictions treatment) can be imagined quite
differently within different cultural contexts. In the former Soviet Union, the medical
imagination of drug use diverged significantly from the view taken in the US and Western
Europe (the view from which the concept of OST emerged in the first place), creating a
situation ripe for producing such ‘mismatches’ between the perceptions and strategies of
international donors and those of local actors in former Soviet territories. In other words,

clinicians and patients in Ukrainian OST programs navigate therapeutic encounters with unique,
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local perspectives on drug use and addiction. This means that clinicians must situate themselves
and their expertise within powerful international bodies of medical knowledge and authority. It
also means that patients must make sense of their own experiences in the presence of not one

but two prevailing discourses that seek to define and contain them.

1.4 THE STRUCTURE OF THIS DISSERTATION

Anthropological scholarship on post-Soviet Europe has long delighted in describing
societies ‘in transition,” focusing on the simultaneous reordering of culture and society deemed
unique to this part of the world (Verdery 1996; Humphrey 2002; Elizabeth C. Dunn 2004;
Lindquist 2006; Patico 2008; Adams 2010). This notion of ‘transition’ is often taken to be a
primarily economic process, indicating the shift from a centralized, state-run industry to a de-
regulated, market-based economy. It is defined secondarily as a political process, as in the
transition from Soviet power structures to something allegedly more liberal or democratic.
Katherine Verdery has questioned this attention to political and economic formations, arguing
that “postsocialist change is much bigger. It is a problem of reorganizing on a cosmic scale, and
it involves the redefinition of virtually everything, including morality, social relations, and basic
meanings. It means a reordering of people’s entire meaningful worlds™ (1999, 35).

While the new forms that have, in Verdery’s words, “emerged from [the ruins]” (1999,
10) of the Soviet collapse are diverse, the stresses that people across the former Soviet sphere
are responding to have much in common. For example, Elizabeth Dunn has described common
“epistemological and ontological questions” about what counts as fact, what rights exist, how
knowledge is produced (2004, 32). Jarrett Zigon has argued that the social and cultural changes
following Soviet collapse bred analytically murky and deeply unsettling questions of moral

uncertainty, which haunted the ethos of the post-Soviet citizen (2009, 264). New forms of
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nationalism have emerged (Verdery 1996; Zhurzhenko 2004). New forms of social distinction
have gained traction (Bilaniuk 2005). Gendered categories, which were once strictly defined by
the Soviet state, have bounced back to allegedly ‘traditional’ and pre-Soviet forms in many
places (Rubchak 1996; Phillips 2008), while becoming re-invented in others (Gal and Kligman
2000). In light of these trends, it not surprising that drug users’ interactions with health care in
contemporary Ukraine have been tied up with citizenship claims and demands of the state based
upon those citizens’ rights.

This dissertation explores OST as a site of self-making in the context of these
contemporary struggles for economic stability, historical stability, and the stability of one’s role
as a social actor. I argue that clinical cultures and treatment-seeking behaviors are shaped by a
“somatic ethic” (Rose 2007), which not only governs discourses on drug use and addiction but
also places efforts to engender social integration and acceptable personhood at odds with the
practicalities of treatment. I demonstrate these conclusions by exploring addiction and
addictions treatment first from the clinicians’ point of view, which dominates the patients’
experience of the clinic, and then from the patient’s perspective as it emerges from this clinical
context.

The following chapter of this dissertation, “A Neurochemical Ethnography,” frames this
research project as a neurochemical ethnography: a grounded, qualitative study that uses
insights from critical medical anthropology, phenomenology, and science studies to explore
human-chemical relationships. In particular, this dissertation builds upon Nikolas Rose’s
concept of “ethopolitics,” a system of ethics, which “concerns itself with the self-techniques by
which humans should judge and act upon themselves to make themselves better than they are”

(Rose 2007, 27). Within this framework, I conceptualize OST as a technology of the self.
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Anthropological research has shown that habitual drug use can be shaped by the need to stave
off withdrawal symptoms, to “feel normal,” rather than the urge to ‘get high’ (Agar 1973;
Bourgois 2003; Dai 1937; Lindesmith 1968). For OST patients, the chemical management of
the body is central to the project of self-making, as it is a mechanism not only for controlling
their state of consciousness but also for stabilizing their outward presentation of identity. OST
allows addicts to construct a socially appropriate subjectivity at the molecular level, to forge a
new ‘neurochemical self.’

Chapter 3, “A Political Science: The Practice of Evidence Based Medicine in Ukraine,”
explores how the discourse of evidence-based medicine (EBM) has been adopted into the
practices and ideologies of clinicians and other public health professionals working in Ukraine’s
HIV-prevention sphere. Through ethnographic evidence collected via interviews and participant
observation among various public health professionals in Ukraine, this chapter outlines two
major conclusions. First, many public health professionals in Ukraine frame the validity and
reliability of statistical data, the ‘evidence’ of EBM, not just practically or quantitatively, but
also discursively and symbolically, creating or denying evidentiary crises in the production of
statistical data according to their own values and purposes. Second, the production of evidence
has become an act of tangible social and political value, as much as it is of ‘scientific’ value. By
producing evidence, public health professionals are not only developing the tools to improve
their public health efforts. They are also presenting themselves as morally appropriate and
deserving. It is through these discursive moves that the clinical culture in Ukraine’s OST
programs has developed, providing clinicians with license to evaluate the efficacy of OST

through means other than treatment outcomes.
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Chapter 4, “Drugs and Desire, The Medical Efficacy of Wanting,” examines the
psychological discourses that shape physician and patient understandings of addiction in OST
programs. Inside the OST clinic, biomedical paradigms of addiction, promoted and paid for by
international donors and elite global health entities, are being met by Ukrainian notions of
personhood and psychology. Ukrainian physicians who work with OST patients frequently
reference desire (Russian: sxenanue; Ukrainian: 6axkanns) as the most significant factor
determining the success or failure of treatment. The moralized imperative to possess this desire
to get better is, in many ways, a reflection of how addiction and the addicted psyche is
constructed and understood by professionals in the Ukrainian context. By exploring discourses
of desire in narratives of addiction and treatment, this chapter examines how notions of
psychology, will, and self-control intersect, shaping the subjectivity of the patient population.

Chapter 5, “This Is Not American Heroin,” explores the phenomenology of OST and the
role it plays in patients’ strategies of chemical self-management. As an opioid-based
chemotherapy for opiate dependence, OST blurs the lines between drug and medicine. It is onto
that blurred space that this chapter turns its gaze. Much biomedical discourse on OST draws a
very clear line between heroin and OST drugs like methadone and buprenorphine, each of
which are synthetic opiates. For many Ukrainian opiate users, this categorical distinction
between one opiate as drug and another as medication simply doesn’t hold. Instead, these
individuals interact with a variety of opioid substances, each of which can be distinguished
according to its quality, effect, and ease of procurement. This chapter asks what kind of sense
the idea of methadone-as-medicine can make, what kind of technological or therapeutic
intervention OST can be, when deployed in this social terrain where multiple narcotic

substances are already seen as acceptable substitutes for each other.
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Chapter 6, “To Live Like Normal People,” takes as its focus the concept of a ‘normal
life’ as it is conceived both by patients and in the popular imagination that marginalizes them.
In interviews, many OST patients portrayed their motivations for starting and maintaining
treatment in similar terms: they want to live like normal people (Russian: »xuth kak
HopmainbHble o). They often grounded their descriptions of ‘normal people’ in ordinary
details. Normal people are able to access quality health care. Normal people are able to find
work and raise their children. Normal people support their parents. They take care of themselves
and their families as well. In their statements, the word ‘normal’ was not simply used to index
the embodiment of normative social roles, such as being a good mother or being a good son.
Rather, ‘normalcy’ was evoked as a measure of social integration. This chapter considers the
experience of addiction as a permanent state of exception in terms of normative social roles and
of integrated sociality. As such, it responds to a body of research that seeks to explain
contemporary sociality in the Post-Soviet sphere through the emerging ideal of the neoliberal
subject (Zigon 2010; Yurchak 2008). This chapter highlights OST patients’ disinterest in
embodying these ideals. Rather than seeking to become ‘responsibilized,” they seek to move
logistical barriers aside to become, once again, the good human beings they always knew they
were.

This research comes at a time when the need for effective public health strategies in
Ukraine is higher than ever, at a time when the global funding crisis and Ukraine’s protracted
military conflict with Russia has rendered the future of Ukraine’s existing OST programs fragile
and uncertain. With astonishingly high rates of HIV-infection among IV drug users—as high as
22.9% in 2009 (Ministry of Health of Ukraine 2010)—and a growing body of evidence that the

HIV and tuberculosis epidemics in Ukraine are merging (van der Werf et al. 2005; van der Werf
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et al. 2006; Zignol et al. 2008; Drobniewski et al. 2005), the need to optimize efforts to treat and
halt the spread of these diseases is significant. Powerful social factors are at work behind these
statistics: the rapid transformation of local economies, contentious public discourses on
citizenship and the state, and local cultures that remain in the flux that Verdery has called “the
reordering of people’s entire meaningful worlds” (1999, 36).

This dissertation humanizes the public health problem of drug use and drug use-related
infectious diseases in Ukraine by focusing on processes of decision-making and meaning-
making through which OST patients perceive and make sense of their drug use and drug
seeking behaviors. These processes are illuminated through patients’ lived experiences, which
are shaped by the biological realities of addiction, the practicalities of drug use, and the
historically-embedded discourses of health, society, and personhood that remain salient and
compelling in contemporary Ukrainian society. Above all, this dissertation reveals how drug use
and treatment-seeking behaviors are connected to the political, economic, and social realities of
contemporary Ukraine and acknowledges the personal strategies that its denizens use to re-

assert discipline and control over their own bodies and the body politic.
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CHAPTER 2: A NEUROCHEMICAL ETHNOGRAPHY

2.1INTRODUCTION

In 2004, I was in the United States working at a secure mental health facility for youth
and children living with disruptive psychological symptoms. Though their mental health
problems were chronic, each resident could tell you the specific thing they were “in for.” One
boy had run away from his foster home too many times. A teenage girl was there who had
skipped school and spent the day racking up more than $4,000 in expenses from the Home
Shopping Network on her mothers’ credit card. There was a young boy who had taken a table
knife, the only tool within reach at the time, and stabbed his younger sister at the dinner table.

All the residents were admitted to this facility because they, in one way or another,
displayed chronic behaviors that made their presence in their home or community problematic.
Yet, it is also true that they were also there because of a particular incident—the straw that
broke the camel’s back, so to speak; the “crime” for which they were now “doing time” in a
secure facility. This place was not juvenile detention. Residents were not there to receive any
kind of punishment for their behaviors, but their interpretations were nonetheless astute. They
were being, in a way, their own sociologists, drawing into the light with their daily claims,
complaints, and negotiations the fact that they were locked up not necessarily for a generalized
pattern behaviors, but for the rest of society’s intense frustrations with a few specific acts.

These behaviors were treated with a variety of substances meant to help the youth
“normalize” their experiences and emotions: lithium, diazepam, risperidone,
dextroamphetamine. I recall being amazed by how much of the therapeutic process was

organized by cycles of trial and error. The prescribing therapists relied on the patients’ mood,
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affect, and self-report to determine which drugs were helping them to be “better.” I recall
vividly one summer afternoon when a female patient, about 15 years old, known for her intense
outbursts, sat down on a couch in the common area and snuggled securely into the pillows. She
wasn’t stoned. She was relaxed—relaxed in a “normal-looking” way. The evening before, her
therapist had switched her from her previous medication to dextroamphetamine (the third in a
series of drugs that had been tried). When the therapist came into the unit to check on her that
afternoon, the girl looked up at her with wide, earnest eyes and said, “I want to stay on this
forever.” The therapist was happy to oblige.

Treatment staff at this facility believed in the ability of these pharmaceutical treatments
to resolve the problems faced by their patients. However, even the most highly trained mental
health professionals there provided service across a chasm — one that stood between them and
their patients, one that could never be fully crossed no matter their skill or expertise. Treatment
staff had no access to the lived experience of psychosis, no access to the /ived experience of the
pathological brains and bodies in which the residents lived, and no way to integrate an
awareness of these lived sensations into their provision of care. The available indicators of
treatment efficacy were, at best, second hand: changes in demeanor; greater interest in social
activities; fewer outbursts and behavioral incidents. But, as to how the patients felt, as to how
the sensation of being medicated made the residents feel more or less in control of themselves,
as to how they integrated these chemical substances into the daily routine of managing their
bodies (shower — tooth brushing — breakfast — brain pills), this was all knowledge that treatment
counselors (those who were not themselves on a pharmaceutical mood regulator of some kind)

were categorically unable to acquire.
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Nowhere was patients’ integration of this knowledge, the matter-of-factness of these
therapies as tools of chemical self-management, more evident than in the facility’s youngest
residents. They were not yet old enough to understand the absurdity of their social position or
the stigma surrounding their illness. For many of them, intense mental health interventions had
been a regular part of their lives for as long as they could remember. Pharmaceutical treatment
was as familiar as bubble gum, hand washing, and footie pajamas. This was powerfully
illustrated early one morning as the youngest residents were preparing to walk to the cafeteria
for breakfast. The children were expected to form a line and walk quietly to the cafeteria
together with one staff member leading the line at the front and another following the line from
behind. This was a particularly rambunctious morning, and a staff member encouraged her
wards to settle down by holding the unit door closed and stating in a commanding tone “I still

"9

hear voices!” In the silence that followed, a small voice emerged. Suzie, a resident only six
years old, looked up at her unit leader and, with an empathic sincerity, said, “Try Risperdal.”
This dissertation addresses these same pharmaceutical quandaries in a different setting.
The focus of this text falls not on residential mental health facilities in the US but on state-run
outpatient institutions for the medical treatment of opiate addiction in Ukraine. This project
explores the multiple forms that “expertise” on drug addiction can take — professional, clinical,
and personal — and the moments of coordination and conflict that can arise between these
different systems of knowledge when they interact. In this way, this dissertation constitutes a
neurochemical ethnography, a fundamentally anthropological attempt to expand our collective
knowledge and understanding of what it feels like to want or consume opiates, to experience

physical distress in their absence, and to build an ordinary life around the managed, deliberate

ingestion of such substances (just as many others’ lives are organized around the regulation or
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consumption of other substances like alcohol, nicotine, caffeine, or serotonin). This dissertation
is about the strategies we produce for the chemical management of our bodies. Specifically, it is

about the chemical management of bodies belonging to people we call “addicts.”

2.2 THE ANTHROPOLOGY OF ADDICTION

The term ‘anthropology of addiction’ is a misnomer. In many ways, addiction is not
what anthropologists are really interested in. At least, it is not precisely what I am interested in.
What often captivates ethnographers who seek to study drug use and so-called addictive
behaviors, what captivates me as well, is the tenacity of society’s drive to marginalize these
behaviors and relegate countless individuals to the social fringe, making them, in Howard
Becker’s words, true ‘outsiders’ (1963).

The problem with this particular imagination of drugs use, however, is that drug use
isn’t limited to society’s nefarious margins. Substance use is common to every sphere of
society—from the most impoverished communities to the highest echelons of the wealthy upper
class. What drug use ethnography tends to gravitate towards, then, is not addiction in general,
but addiction that is visible, that is practiced oo openly, that violates institutionally-backed
norms of social organization oo much, that is managed in fundamentally socially unacceptable
ways. To put it another way, we tend to concern ourselves with drug use behaviors that society
deems unmanageable and the related people, practices, and paradigms that society, in response,
tries to manage.

For this reason, the ‘anthropology of addiction’ has historically sought to investigate
drug use as a violation of social protocol, framing it as an act of deviance or a symptom of
social pathology. Drug users were viewed as somehow ‘different,” and it was that difference

that researchers sought to investigate and uncover. Though this dissertation rejects this idea of
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difference, instead classifying the use of illicit drugs with a vast realm of other human behaviors
dedicated to the chemical management of our bodies (drinking coffee; taking vitamin
supplements; mountain biking for the adrenaline rush), it remains, nevertheless, a product of the
field of drug use ethnography as it has evolved over the past century.

The earliest ethnographic studies of drug use were produced in the Department of
Sociology at the University of Chicago in between the 1930s and the 1960s. Bingham Dai’s
1937 book Opium Addiction in Chicago is considered to be one of the very first ‘modern’
ethnographies on addiction in an urban setting. Dai premised his entire study on the idea that
“no individual is born a morphine addict, just as no race is born an opium smoking people.
Opium addiction as a cultural pattern can be explained in terms of culture” (1937, 32). Dai
believed that the mechanism by which drug use spread among the population of Chicago was
ordinary cultural diffusion (c.f. Wirth 1928; Zorbaugh 1929). He claimed the entire history of
opium use among humans was a culturally informed and culturally driven pattern of behavior
(1937, 16). Following Durkheim’s insights on anomie and social integration (Durkheim 1979),
Dai suggested that “drug addiction is at bottom a symptom of a maladjusted personality; and
since the source of an addict’s maladjustment either as a child or as an adult is social, drug
addiction may also be said to be a product of general social disorganization” (1937, 175). In
sum, Dai theorized that all drug use behavior resulted from the disintegration of individual drug
users from the social fabric.

The second major contribution to this sociological canon on addiction was Alfred
Lindesmith’s 1947 book Opiate Addiction (republished with a new preface in 1968 as Addiction
and Opiates). Lindesmith also considered addiction to be a phenomenon of the individual,

suggesting that the origins of drug addiction are cognitive in nature. “Persons become addicts,”
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he argued, “when they recognize or perceive the significance of withdrawal distress that they
are experiencing, and that if they do not recognize withdrawal distress they do not become
addicts regardless of other considerations” (1968, 8). This ‘recognition’ is not simply the
perceived biological effects of opiate withdrawal, but the user’s learned interpretations of this
bodily experience as resulting from (and resolvable through) opiate use (1968, 73).

In many ways, these two works are characteristic of the qualitative sociology that was
prominent at the time; however there is a specter of structural analysis lurking underneath each
of these works. Dai refers to a so-called “underworld” or an “underworld environment” as the
most significant factors driving addicts’ journey into addiction (1937, 42). Dai also insisted,
“drug addicts are made liars (or, alternatively, criminals, deviants, etc.) by a society that
condemns them” (1937, 97). Lindesmith (1968) too speaks somewhat uncritically of an
“underworld” where the drug users he studied reside, though he makes no attempt to equate the
structural forces that push people into these marginalized positions with the structural forces
that set the stage for problematic drug use in the first place. So, while both of these works
describe drug use in terms of larger social structures, the nature of those structures escape
critical analysis.

The next tangible phase in the evolution of drug use ethnography is defined by the
cognitive turn in anthropology and the adoption of linguistic approaches for the study of culture.
Anthropologists have since criticized this approach for providing a view of emic knowledge
structures that do little to illuminate the connections between these local cultural forms and the
social structures in which they reside (Keller 1992; Singer 1970). However, drug use
ethnographies from their period remain canonical contributions, nonetheless. Two works are

particularly exemplary of this period: James Spradley’s You Owe Yourself a Drunk (1968) and
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Michael Agar’s Ripping and Running (1973). For his study, James Spradley sought out persons
that he called “urban nomads” (migrants suffering from chronic alcoholism and criminalization)
in Seattle. Through arduous linguistic exercises like card sorting and name associations, he
developed extensive taxonomies within the urban nomad vernacular to describe types of persons,
types of sleeping places, even types of ‘time’ one keeps while in jail.

Mike Agar adopted a similar methodology, seeking to develop taxonomies of cultural
categories and cognitive frames that shape the worldview of drug users. Agar also wanted to
dispense with the notion that deviance was the key focus of sociological interest in drug use.
“Most studies of addiction assume the social-psychological failure status of the addict as the
problem to be explained,” he argued. “What if such a priori judgments were temporarily
suspended and addicts were studied ethnographically as a legitimate community with an
alternative?” (1973, 1). Agar observed that “the implicit social environment against which
behavior is measured as “adaptive” or “maladaptive” is that of the psychiatrist—white, upper-
middle-class” (1973, 125). He thus interpreted the so-called ‘maladaptation’ of the addicts he
studied as an artifact of a class culture that was not their own.

The next major surge in the ethnography of addiction coincided with the emergence of
HIV. More specifically it coincided with “the revelation that ‘certain risk groups,’ including
heroin users, had developed an immune disorder variously called GRID or AIDS (among other
names) eventually led to the conclusion that any effort to understand and arrest the spread of
this malady would need more drug ethnographers than were currently available.” (Page and
Singer 2010, 71-72). The heightened profile of drug use ethnography also resulted from the
growing academic profile of critical medical anthropology (CMA), which emerged as a fully

articulated subfield of anthropology in the early 1980s (Baer and Singer 1982). As the CMA
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approach was largely concerned with structural factors that shape health and illness, CMA
research on drug addiction focused largely on the question of “who ultimately controls
bourgeois medicine and what the implications are of such control” (Singer et al. 1992, 79).

One of the most prominent ethnographers of addiction and drug use in the field of CMA
is Philippe Bourgois. In his first book, In Search of Respect (2003), Bourgois takes great pains
to locate his informants’ impetus to deal drugs in their exclusion from the primary economic
market and, by extension, from legal means of earning a living. In his later works, Bourgois
drew upon the structural theories of Marx and post-structural theories of Foucault to propose the
concept of lumpenabuse, a term that “highlights the way structurally-imposed everyday
suffering generates violent and destructive subjectivities” (Bourgois and Schonberg 2009, 19).
For Bourgois, the lumpen consists of “a subjectivity that emerges among population groups
upon whom the effects of biopower have become destructive” (Bourgois and Schonberg 2009,
19).

In recent years, a number of extremely innovative approaches to drug use ethnography
have emerged in answer to (or in rejection of) the fundamentally structural approach that
defined CMA research on this topic. Maria Yellow Horse Brave Heart (2003) has proposed
Historical Trauma theory, which illuminates historical and intra-familial patterns that perpetuate
high rates of alcoholism among Lakota families in North America. In a similar theoretical move,
Angela Garcia (2010) has taken up the concept of melancholia, an idea originally developed by
Freud, to explain frequent and occasionally violent recidivism among drug treatment patients in
rural New Mexico. She contextualizes these behaviors within lengthy histories of material loss,
personal dislocation, and social disenfranchisement. Todd Meyers’ (2013) ethnography of

adolescents in drug treatment in Baltimore explores the social and interpersonal effects that
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pharmaceutical intervention is expected to render. He scrutinizes the spaces “where the clinical
and the social become difficult to distinguish” (Meyers 2013, 7). Equally compelling is E.
Summerson Carr’s (2010) description of the semiotic work undertaken by staff at American
drug treatment centers for the purpose of imparting specific ideologies of relatedness and self-
presentation to the patients.

Each of these unique ethnographic efforts seeks to reveal something new about the
production of addiction and addicted bodies. Their purpose, writ large, is not to dispense with
earlier theoretical modes completely. Rather, each seeks a path for escaping the reification of
hegemonic concepts of “addiction” and the characterization of drug use as a visible,
maladaptive, socially deviant behavior. They are, in a way, experiments in representation. They
attempt to articulate substance use behaviors in terms of universally human qualities and shared
modes of life, to reject the cultural logic that appeals to the socially marginalized state of drug
use to justify the continued marginalization of these behaviors and the people who engage them.

This dissertation joins this new literature by considering non-recreational substance use
(i.e. drug use undertaken for the purpose of feeling ‘normal’) as one element within a broad
class of human behaviors through which people chemically manage their bodies. It is through
this lens that I interpret the statements of the many Ukrainian OST patients I spoke with for this
project. “It’s great,” a woman told me as we sat in the courtyard of the Kyiv Narcological
Dispensary. “You come here, you take your pills, and no one even suspects that you’re an
addict.” Was it truly the drugs she sought to be rid of by coming to the OST program, or did she
want to be free from the social characterization that followed them? This dissertation suggests

that it is possible for both answers to be true.
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2.3 MEDICAL ONTOLOGY IN A MOLECULAR