
 

 

 
 

   
 

“Just Swapping One Drug Out for Another”: Beliefs and Attitudes Influencing Support for 
Medication-Assisted Treatment in Rural Communities 

I. Introduction 

Substance Use Disorder (SUD) represents an urgent public health crisis in the United 

States. The U.S. has seen a consistent increase in overdose-related fatalities since the year 1999, 

with yearly deaths climbing from under 20,000 in 1999 to a peak of over 111,000 in 2022. 

Despite a noticeable drop from 2022-2024 (a year which saw just over 80,000 reported deaths), 

the dangers posed by substance use disorder remain a pressing concern (CDC 2025). Individuals 

with SUD have increased rates of morbidity and mortality from a variety of causes- and, beyond 

individual health impacts, SUD has shown to hold significant costs for economic productivity 

and the criminal justice system (Miller et al 2024, Weiss et al 2017, Sanlorenzo, Stark, and 

Patrick 2018, Zibell et al 2004, SAMHSA 2020, NIDA 2023). 

Generally speaking, rural areas have been neglected in many critical aspects of SUD 

treatment and left with scarce resources in early prevention efforts, including medication assisted 

treatment (MAT) access efforts (Monnat and Rigg 2018). Addressing the opioid epidemic bears 

unique challenges for rural communities, lending urgency to policy measures targeted at 

alleviating these impacts for underserved rural areas (Thomas, van de Ven, and Mulrooney 

2020). Critical considerations are the unique healthcare access challenges and social landscapes 

of many rural communities, which could significantly influence both levels of public support and 

understanding of various intervention strategies. 

Public stigma toward substance use disorder and the personal attitudes of community 

members can serve as a significant barrier for OUD treatment efforts, including MAT services 
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(Luoma et al 2010, Nieweglowski et al 2018, Miller et al 2024, Burgess et al 2021, Pyra et al 

2022). Alongside significant healthcare access barriers posed by rural geography and associated 

socioeconomic disadvantages, rural communities often contain unique social factors which can 

complicate local treatment efforts. In the context of MAT, understanding the content and 

prevalence of relevant attitudes in these communities is essential for efforts at improving the 

rural treatment landscape. However, to my knowledge, no studies have yet sought to identify and 

delineate the specific personal beliefs and attitudes which can contribute to an individual’s level 

of support for MAT and taxpayer-funded MAT expansion in rural communities. The aim of this 

study was to (1) qualitatively examine the specific personal beliefs and attitudes (“belief 

factors”) among rural residents that contribute to their support or opposition to MAT and (2) 

qualitatively examine the factors of rural social life which could influence those beliefs and 

attitudes. The study involved semi-structured interviews with 25 residents of 8 rural and 1 non-

rural county. Interviews were coded and analyzed to determine the prevalence of certain relevant 

“belief factors.” I deliberately sought to interview both physicians and non-physicians. The 

physician demographic group has (by virtue of their position) received specific medical training 

and may be more likely to interpret SUD and other chronic health conditions through a 

medicalized lens. Specifically analyzing interviews with this group in contrast with interviews of 

non-physicians enabled a more nuanced exploration of the influence of certain scientific beliefs 

on MAT support. 

I identify eight core factors situated into three main categories- related to empathy, 

political beliefs, or scientific beliefs- as influential for an individual's level of support for MAT. I 

also identify three core social factors of rural life –variations in social ties, variations in 

community labeling, and resiliency narratives- which could influence an individual’s level of 

support for MAT. These results contain critical implications for future literature and MAT-
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related messaging campaigns predicated upon individual belief systems. It is hoped that findings 

from this study will inform future quantitative analysis projects examining which of these factors 

are most critical in generating public support. Moreover, findings from this study could serve to 

inform future public messaging campaigns and dialogue surrounding MAT access in rural areas. 

II. Literature Review 

In many cases, SUD can be treated effectively with medication-assisted treatment 

(MAT), an evidence-based strategy supported by myriad public health authorities (ASAM, 2015; 

CDC, 2017; FDA, 2019; SAMHSA, 2019). Medication-assisted treatment is described by the 

American Addiction Centers as “combining regularly ingested medications to decrease 

withdrawal with behavioral treatment that is tailored to a patient’s unique needs.” MAT holds 

several promising properties for its users, and “may effectively minimize cravings, block some 

of the rewarding properties of certain substances, and ultimately decrease drinking and continued 

substance use behavior.” (FDA, 2019; SAMSHA, 2019).  

The efficacy of medication-assisted treatment efforts can be impacted by a myriad of 

social, logistical, and socioeconomic complications. Literature examining the social factors 

impacting the prevalence and efficacy of SUD treatment primarily focus upon the broad category 

of “public stigma.” Public stigma is defined as “the dehumanization of individuals by the 

projection of stereotypes and prejudice through discriminatory acts based on perceived 

differences in social identity from society or participation in undesirable social categories, such 

as substance use”; prior studies have shown that public stigma impedes access and utilization of 

treatment and support services for SUDs, including medication-assisted treatment (Luoma et al 

2010, Nieweglowski et al 2018, Miller et al 2024). Kennedy-Hendricks et al (2017) found higher 

levels of public stigma toward people with prescription opioid use disorder to be associated with 
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greater public support for punitive policies, and with lower support for public health-oriented 

policies (such as MAT). Despite a prevalence of stigma toward people with SUDs (Miller et al 

2024, Nieweglowski et al 2018, Beachler et al 2021, Lanzillotta-Rangeley et al 2021, Bustos-

Gamiño et al 2022), recent literature “refutes the notion that SUD is a choice but supports the 

view of SUD as a chronic relapsing disease of the brain” (Miller et al 2024, Volkow et al 2016). 

Previous research has examined the impact of stigma on individuals in recovery from opioid use 

disorder in a rural setting, with study participants identifying hospitals, government agencies, 

and pharmacies as the primary locations where they had stigmatizing experiences (Burgess et al 

2021).  

Many studies have examined differing levels of stigma among rural communities and 

physicians (Franz et al 2021, Lanzilotta-Rangely et al 2021, Miller et al 2024). In a study by 

Franz, Dhanani, and Miller (2021), physicians in rural areas reported higher levels of bias toward 

patients with opioid use disorder than their urban counterparts. Studies have not found that there 

is a significant difference between rural and non-rural areas in levels of community stigma, with 

Ashworth et al (2024) finding no significant difference as measured by the CAMI scale (t = -

0.398, p = 0.691) or the Affect scale (t = -0.432, p = 0.666) between rural and non-rural 

participants. However, in the same study, Ashworth et al found that stigma intervention strategy 

effectiveness likely differs across rurality. Despite similar levels of stigma between rural and 

non-rural populations, stigma among rural populations was shown to be “exceedingly difficult to 

change.” Other studies have sought to identify key methods of confronting stigma among general 

populations, with McGinty et al (2018) arguing that “narratives combining personal stories with 

depictions of structural barriers to mental illness and substance use disorder treatment can 

increase the public’s willingness to invest in the treatment system without increasing stigma.”  
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The framework of beliefs and attitudes plausibly contributing to an individual’s support 

or opposition to SUD-related policies, and the relevant factors of rural social life, is a complex 

and understudied topic. Given the focus of prior literature toward the impacts of social stigma 

upon support for SUD-related policies and the impacts of rurality upon stigma, we might expect 

to find that the most critical attitudes and beliefs in determining support for MAT thereby stem 

from an individual’s underlying level of “dehumanization” and “prejudice” toward individuals 

with SUD. However, such an expectation lacks a sufficiently robust framework by which to 

consider the myriad motivations an individual may have to support or oppose MAT (and MAT 

funding). Moreover, such an explanation does not allow for sufficient consideration of the 

specific features of rural social life which may impact an individual’s belief system. While 

literature has supported the notion that political party affiliation can impact support for SUD-

related policies (Barry et al 2014), such a consideration primarily acts to connect popular self-

applied labels with policy support, failing to explore an individual’s underlying beliefs. 

Prior literature surrounding SUD stigma has implicitly explored several relevant 

categorizations of the beliefs and attitudes explored in my findings. Research does suggest, for 

example, that empathy for substance users can substantially influence policy views. In the 

aforementioned study by Kennedy-Hendricks et al (2017) finding higher levels of public stigma 

to be associated with lower support for public health-oriented policies, survey metrics 

quantifying “personal stigma” were largely indicative of individual dispositions to accept and 

support substance users as human beings confronting unique personal challenges. More generally 

speaking, Nembhard et al (2022)’s review of English-language publications examining 

healthcare provider empathy detailed “the importance of empathy to health care outcomes” and 

argued that “organizational‐level interventions for systematic improvement are lacking.” 

Nevertheless, utilizing the American Psychological Association’s definition of empathy as 
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“understanding a person from their frame of reference rather than one’s own, or vicariously 

experiencing that person’s feelings, perceptions, and thoughts,” there has been little sociological 

research to date specifically interpreting the impacts of empathy on support for policies 

surrounding SUD treatment.  

Studies have also demonstrated the importance of an individual’s scientific beliefs in 

determining their level of support for SUD-related programs. In a nationwide randomized study, 

Kelly et al (2020) found that "to reduce stigmatizing blame, biomedical ‘chronically relapsing 

brain disease’ terminology may be optimal.” The study also found that “to increase prognostic 

optimism and decrease perceived danger/social exclusion use of non‐medical terminology (e.g. 

‘opioid problem’) may be optimal.”  Heilig et al (2021) argue that “denying that addiction is a 

brain disease is a harmful standpoint since it contributes to reducing access to healthcare and 

treatment, the consequences of which are catastrophic.” Research therefore suggests the critical 

importance of scientific interpretations and narratives surrounding SUD in deterring stigmatized 

and ineffective public health approaches. However, further scholarship is needed to examine how 

scientific dispositions and interpretations of SUD influence public support within the context of 

an individual's wider network of personal beliefs and attitudes (such as political attitudes, 

predisposition to empathy, religious beliefs, etc). 

Previous literature has also suggested that personal political beliefs play a substantial 

role in generating support or opposition to SUD treatment programs. Barry et al (2014) found 

political party affiliation to be a major predictor for attitudes toward SUD treatment. An 

individuals’ beliefs surrounding governmental and societal responsibilities could plausibly 

contribute to their support for SUD-related policies in a variety of ways. The importance of 

political affiliation as a determinant for policy support could, for example, reflect underlying 
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beliefs regarding the moral responsibility of taxpayers to support those in recovery for medical or 

mental health-related conditions.  Pyra et al (2022) found that “Political affiliation, racial 

attitudes, and opioid stigma influence public support for public health responses to address 

opioid use disorders (OUD).” Moreover, the authors argued that “messaging that focuses on 

structural determinants may likewise be differentially effective by political group.” To my 

knowledge, the specific political beliefs contributing to support for SUD treatment programs 

have not yet been conclusively determined by prior research. 

There is sufficient evidence to support the notion that a more diverse array of beliefs than 

those denoted simply as comprising “stigma” may impact support for MAT. Moreover, there is 

sufficient evidence to support the notion that rural communities bear unique social factors which 

can impact this array of beliefs. Previous studies have sought to explore perceptions and attitudes 

towards MAT in the cultural and socioeconomic contexts of rural communities, with Richard et 

al (2020) finding that, in Appalachian Ohio, pervasive MAT-related stigma in the region is 

impacted by “(1) a ‘conservative’ culture in which abstinence is necessary to be in recovery 

successfully, (2) fear of medication diversion and abuse, and (3) drug court policies that keep 

MAT out of the criminal justice system.”  Given the potential for public stigma and personal 

attitudes to impact the proliferation and efficacy of MAT services, understanding the content and 

prevalence of relevant beliefs and attitudes in rural communities is essential for efforts at 

improving the rural treatment landscape.  

III. Data Collection Methods 

From May to June 2025, semi-structured interviews regarding personal and community 

perceptions of  people with SUD, support for medication-assisted treatment, and rural social 

barriers were conducted with 25 residents of communities (11 healthcare professionals and 14 
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community members) from 8 rural counties and 1 non-rural county in Vermont, Montana, New 

York, Massachusetts, New Jersey, and Kentucky. Participants were assigned identifying numbers 

corresponding to their order of participation (participants are referred to either as “P_ or 

Participant _). Each participant was asked to fill out an 8-question survey discussing personal 

perceptions of substance users. Surveys and interviews were transcribed and analyzed to identify 

the specific personal beliefs and dispositions recurring among the interviewees that influence 

their personal level of support for MAT. Through pre-coding analysis, eight core factors were 

identified as influencing (a) support for MAT as a treatment plan and (b) support for public 

funding for MAT expansion. Interviews were subsequently coded to identify the presence or 

absence of each belief factor among participants, and these results were compared to each 

participants’ support or lack of support for MAT. Similarly, through pre-coding analysis, three 

social factors and two logistical factors of rural life were identified as potentially influencing 

community support for substance users. Interviews were subsequently coded to identify each 

specific mention of these social factors. This study was approved by Georgetown University’s 

Institutional Review Board. 

a. Participant Selection  

Participants were selected via snowball sampling, including direct requests to local 

businesses and community organizations such as hospitals, libraries, churches, and educational 

centers. The principal investigator utilized personal contacts within Vermont and Kentucky to 

identify multiple participants. Each participant was offered a $10 cash stipend for participation. 

Participants were all above the age of 18.  

Race  
Caucasian/White: 
24  

Age  
Average age: 
49  
Minimum: 18  

Education Level 
MD: 12   
BA: 5 

Locations 
Bennington, 
VT: 9  

Gender 
Male: 12 
Female: 
13 
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Hispanic/White: 
1 

Maximum: 
82   
  
  
  
 
  

High School 
Degree: 3  
BFA: 2  
11th Grade: 1  
JD: 1  
MA: 1 
 

Caledonia, VT: 
1    
Camden, NJ: 1    
Park, MT: 7    
Gallatin, MT: 2   
Washington, 
NY: 2   
Berkshire, MA: 
1   
Warren, KY: 2   
Pulaski, KY: 1 

b. Interview and Survey Design 

Interviews were 10 to 25 minutes long. Interview and survey answers were de-

personalized. Survey questions (Appendix I) were adapted from Kennedy-Hendricks et al 

(2017)’s 5-point Likert Scale surveys quantifying personal stigma toward those with prescription 

opioid use disorder. Surveys and semi-structured interviews (Appendix II) were conducted in a 

range of locations at participant discretion, with some being moved to virtual meetings after 

scheduling conflicts.  

IV.  Analysis Methods 

Survey answers were scored on a scale of 1-5, with the most stigmatizing answer 

selections (i.e. strong disagreement to question1 or strong agreement with questions 6 or 7) 

receiving a score of 5. Scores were converted to percentages and averaged for each participant. 

However, these composite scores were not included in the final analysis, as composite scores 

were generally less helpful in predicting MAT support than question-specific analysis. 

The factors contributing to support for MAT and MAT funding included as distinct codes 

were determined by a retrospective analysis of surveys and interviews. Under the coding guide 

(Appendix III), “low”, “medium”, and “high” codes of each factor do not indicate that a given 

participants’ belief surpasses a certain quantifiable threshold. Rather, a “high” code indicates that 
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the respondent displays a belief in a manner that plausibly contributes to their support for 

MAT/MAT funding. A “medium” code indicates that the respondent displays a factor in a 

manner that does not detract from their level of support for MAT/MAT funding, but that also 

does not clearly generate additional support for the treatment method. Finally, a “low” code 

indicates that the respondent displays a notable lack of the belief which plausibly detracts from 

their level of support for MAT/MAT funding. 

The factors indicating support for MAT and MAT funding included as distinct codes 

were determined by a retrospective analysis of interviews. Under the coding guide (Appendix 

IV), “MAT Support Level” refers to an individual’s level of support for Medication Assisted 

Treatment as a plan for those struggling with opioid use disorder and general substance use 

disorder, as presented in the following definition:  

Medication assisted treatment is described by the American Addiction 
Centers as “combining regularly ingested medications to decrease withdrawal 
with behavioral treatment that is tailored to a patient’s unique needs. In its 
various forms, MAT may effectively minimize cravings, block some of the 
rewarding properties of certain substances, and ultimately decrease drinking and 
continued substance use behavior.” MAT medications are often, but not always, 
classified as opioids. 

Under the attached coding guide, “treatment support” indicates the clear expression of 

support for MAT. “Treatment conditional support” refers to beliefs generally characterized as 

support for MAT, expressed with at least one notable condition for that support. “Treatment 

conditional opposition” refers to beliefs generally characterized as opposition to MAT, expressed 

with at least one notable condition under which support would be warranted. Finally, “treatment 

opposition” refers to the clear expression of opposition to MAT. Support levels for taxpayer-

funded MAT expansion were similarly defined. 
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The factors of rural life identified via interviews were determined via retrospective 

analysis of interview transcripts. Codes were delineated as “N” or “P”, indicating that a 

participant identified rural social or logistical factors as either negative or positive, respectively.  

V. Findings 

a. Overview  

Throughout the factor identification process, three general categories emerged as critical 

for determining support for MAT (fig. 1): empathy, scientific beliefs, and political beliefs. 

Further intra-category distinctions between factors were drawn based upon repeated occurrences 

of participants displaying conflicting or divergent attitudes within categories- i.e. personal 

empathy in philosophical compassion but not in concrete disposition, trust in modern 

medications but not medical institutions, etc. I found the most important factors in determining 

support for MAT and MAT public funding to be personal empathy, empathetic disposition, trust 

in medical institutions, trust in medical science, belief in addiction as perpetuated by biochemical 

factors, belief in addiction as caused by biochemical or external factors, belief in the moral 

responsibility of government to help users, and belief in the security/financial urgency of 

confronting SUD. Figure 1 visualizes this framework within specific categories. Figure 2 

displays the portion of those in support or conditional support of MAT and MAT funding 

displaying each factor (ex. 94% of respondents in support of MAT as a treatment plan displayed 

a belief in addiction as caused by biochemical or external factors). Appendix V contains a 

detailed breakdown of each participant’s beliefs and level of support for MAT and MAT 

funding. Each of these three general categories represents a critical aspect of the belief 

framework which contributes to an individual’s level of MAT support. A detailed description of 

each category is available in Appendix VI. 
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Figure 1. Factors Contributing to Support for MAT and MAT Funding 

Portion of Supporters/Conditional Supporters Displaying Given Factor 

Treatment Support 

Factor Support Conditional Support 
Support + Conditional 
Support 

Addiction as caused by 
biochemical/external 
factors 94% 50% 82% 

Addiction as perpetuated 
by biochemical factors 94% 83% 91% 

Trust in modern medicine 100% 100% 100% 

Trust in modern medical 
institutions 88% 33% 73% 

Individual empathy 
toward users 100% 83% 95% 

Empathy manifested in 
everyday disposition  69% 33% 59% 

Moral responsibility of 
society 100% 83% 95% 

Security/economic 
urgency (note: 6% 67% 23% 



   
 

  13 
 

categorization 
infrequently applied) 

Funding Support 

Factor Support Conditional Support 
Support + Conditional 
Support 

Addiction as caused by 
biochemical/external 
factors 85% 50% 82% 

Addiction as perpetuated 
by biochemical factors 95% 100% 95% 

Trust in modern medicine 100% 50% 95% 

Trust in modern medical 
institutions 75% 0% 68% 

Individual empathy 
toward users 100% 100% 100% 

Empathy manifested in 
everyday disposition  65% 50% 64% 

Moral responsibility of 
government 100% 100% 100% 

Security/economic 
urgency (note: 
categorization 
infrequently applied) 25% 0% 23% 

Figure 2. Relative Importance of Each Factor for Support of MAT and MAT Funding 

After an initial review of participants’ discussion of the impacts of rurality, two broad 

categories of “social impacts” and “material impacts” were delineated. The most frequently 

mentioned social impacts of rurality were labeling, social ties, and resiliency narratives.  The 

most frequently mentioned material impacts of rurality were generally divisible into the 

categories of healthcare access and socioeconomic issues. Figure 3 visualizes these social and 

material impacts. 
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Figure 3. Relevant Factors of Rural Life 

b. Empathy vs. Scientific Beliefs 

Originally, two broad categories of “empathy” (toward those with SUD) and “scientific 

understanding” (of substance use) were identified as comprising the framework of beliefs that 

impact support for MAT. P1, a physician working with a rural opioid treatment provider,  

described his approach to building MAT support as “[bringing in] a person who treats with 

medication, and then you bring in an individual who struggles with substance use disorder... And 

so they tell their story and people humanize it, which is very important.” “Empathy” is a more 

accurate description of the latter factor than “humanization,” as many of those who do not 

display direct empathy, sympathy, support, and solidarity with people struggling with SUD could 

still not be described as “dehumanizing” those users. P1’s empathy-based and science-based 

support for MAT exemplify the far end of a “spectrum” of support. In contrast, P9, who had very 

negative views of substance users and a strong aversion toward “Western medicine,” was 

situated on the other end of that “spectrum”: “I think it comes down to personal choice,” P9 

asserted, “because no one's going to save them, like the community can't save you.”  
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It is important for both representatives of academia and those involved with community 

health initiatives to delineate between the two general categories of empathy and scientific 

beliefs when developing relevant communication or research strategies. My findings repeatedly 

showed that the impact of a lack of identified beliefs in either category can be effectively 

‘cancelled out’ by strong affiliation with the other. P24, a former physician, held a low level of 

empathy similar to that of  P9, saying that “I realize that there are many people who are addicted 

after a painful experience and wound up addicted because of that, but I would differentiate 

between those folks and the people who have been on recreational drugs and can’t drop it.” 

However, P24 held a much higher trust in medicine and scientific theory, saying that “as long as 

it’s effective, I’m for it.” Despite their shared lack of empathy toward users, P24 conditionally 

supported MAT. This attitude sharply contrasted P9's complete opposition and P15’s conditional 

opposition. Both of the latter participants notably expressed much more skepticism toward both 

medicine and medical explanations for SUD; in the context of a lack of empathy, an individual’s 

scientific beliefs can prove critical in determining their support for MAT. Conversely, in the 

context of a lack of confidence in MAT’s scientific basis, an individual’s level of empathy can 

prove critical in determining their willingness to consider new perspectives regarding SUD. 

c. Empathy 

The category of "empathy” (Appendix VI) is further divisible into “personal empathy” 

and “empathetic disposition.” Whereas “personal empathy” refers to a given respondent’s 

belief that substance users deserve compassion and willingness to humanize substance users, 

“empathetic disposition” refers to a given respondent’s willingness to engage with substance 

users as they would engage with non-substance users and a respondent’s willingness to protect 

substance users’ rights to widely accessible spaces and services.  
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Personal empathy and empathetic disposition are by no means always co-occurring. 

Despite holding relatively stigmatizing beliefs regarding everyday interactions with substance 

users (such as disagreement with the statement “I would be willing to accept that a person 

addicted to drugs has married into my family”), many people nevertheless display highly 

empathetic attitudes toward those struggling with SUD on a philosophical (rather than 

dispositional) level. 7 participants provided answers to survey and interview questions indicating 

either medium or high levels of stigmatization in their everyday disposition toward substance 

users (i.e. reluctance to accept those with SUD as new family members or willingness to allow 

for the denial of housing to those with SUD) despite displaying personal empathy in their 

interviews. These factors appear distinct in impact on MAT support, with 95% of those in 

support or conditional support of MAT displaying personal empathy and only 59% displaying 

empathy manifested in personal disposition. While the sample size of N=25 is not large enough 

for these results to conclusively suggest the quantitative importance of either factor, coding and 

analysis of participant answers strongly suggest that these two factors play distinct roles in 

informing support for MAT. 

d. Scientific Beliefs 

The category of “scientific beliefs” (Appendix VI) is further divisible into two sub-

categories: “beliefs re: modern medicine” and “beliefs re: biological and external causes of 

addiction.” Many people hold a trust in modern medicine that may otherwise enable full support 

for MAT if not for their skepticism toward either the brain-disease model of addiction or 

sociological explanations for addiction. Conversely, many people understand the biological and 

sociological explanations for addiction but hold skepticism toward medical institutions, 

preventing them from voicing full support for MAT. For example, participant 7, a social worker 
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from a rural area who was supportive of MAT with several notable conditions and concerns, 

displayed an understanding of external and biochemical causes for addiction while also being 

distrustful of modern medical institutions to responsibly administer MAT. They stated that “I 

think that there's a lot of turnover in our community for our MAT programs... a lot of times, 

those individuals that are seeking treatment are doing so because they don't have the skills 

themselves, so they rely on those professionals to really know what they’re doing, and I think 

that can fall short.” P12, a house cleaner with little prior knowledge of MAT, was similarly 

concerned about some aspects of MAT administration despite a relatively understanding 

perspective regarding the biochemical factors perpetuating addiction.  

The subcategory of “beliefs re: modern medicine” is further divisible into the factors of 

“trust in modern medical science” and “trust in modern medical institutions.” This 

distinction is particularly relevant in the context of conditional support or opposition to MAT. 

Some people may hold a trust in modern medications but do not trust the medical system to 

equitably or responsibly administer those medications. P9, who was generally distrustful of 

“Western medicine,” was wholly opposed to MAT as a prospect for treatment. 8 participants 

displayed skepticism toward medical institutions, often informed by concerns regarding rural 

facility capacity (a concern cited by 3 participants) or regarding the motives of healthcare entities 

(a concern cited by 2 participants). Of the 8 participants who were influenced in their support by 

a skepticism toward medical institutions, only 2 displayed a similar skepticism toward modern 

medicine itself. Furthermore, of these 8 participants, 4 displayed personal empathy toward users 

and a belief in the moral responsibility of government to help users. High levels of empathy and 

belief in the moral responsibility of government to help those with SUD can often generate 

conditional support for MAT, tempered by concerns regarding institutional capabilities. These 

factors appear distinct in their impacts on MAT support, with 100% of those in support or 
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conditional support of MAT displaying trust in modern medicine and 73% displaying trust in 

modern medical institutions. To reiterate, while the sample size of N=25 is not large enough for 

these results to conclusively suggest the quantitative importance of either factor, coding and 

analysis of participant answers strongly suggest that these two factors play distinct roles in 

informing support for MAT.  

“Belief in addiction as caused and perpetuated by biochemical and external factors” is 

further divisible into the factors of “belief in addiction as caused by biochemical and external 

factors” and “belief in addiction as perpetuated by biochemical and external factors.” These 

two factors appear often indistinguishable among those displaying both beliefs. For these 

individuals, such a connection appears to be intuitively compelling. However, many people can 

hold the co-existing beliefs that developing SUD represents an initial moral failure and that SUD 

is ultimately driven by biochemical changes. Conversely, some may hold a belief that addiction 

could be caused by adverse external or biological circumstances while at the same time believing 

that SUD is ultimately perpetuated by a lack of willpower or spiritual integrity of the individual. 

P14, a religious participant who recently moved into Montana, stated regarding the initial cause 

of addiction that “nothing really sets me apart from someone that's been born and raised here... I 

still am affected by high housing cost. Lack of childcare. We are still affected, but it helps us 

process and like cope, I think better than people who don't have religion of some kind.” In 

contrast, participant 22 also described religion as critical in the conversation around SUD; 

however, he was more willing to characterize SUD as originating from social causes, instead 

arguing that the best path away from SUD represented religious inspiration. In other words, P22 

indicated that SUD was perpetuated predominantly by a lack of spirituality, rather than by a 

biochemical adjustment. While the distinction between “cause” and “perpetuation” is often 

muddled, the emergence of these two factors as different items of personal belief is not to be 



   
 

  19 
 

ignored. These factors appear distinct in their impacts on MAT support, with 82% of those in 

support or conditional support of MAT displaying belief in addiction as caused by biochemical 

and external factors and 91% displaying belief in addiction as perpetuated by biochemical and 

external factors. 

Many studies regarding rural levels of SUD-related stigma have lacked distinctions 

between the physician and non-physician demographics. Given the high likelihood of physicians 

to have interacted with medical institutions and medicalized explanations of SUD, delineating 

between physicians and non-physicians enabled a more nuanced exploration regarding the 

importance of scientific beliefs in generating MAT support. Physicians frequently cited both 

professional exposure and scholarly exposure as motivating beliefs within this category, and the 

factors of “scientific belief” appeared to be of outsized importance in motivating enthusiasm as 

compared to the non-physician demographic. Despite varying levels of empathy among 

physicians, support for MAT remained strong. Physicians displayed higher levels of scientific 

belief across all four categories; of the 12 physicians included in the study, 10 displayed “high” 

levels of belief in all four factors across the categories of “beliefs re: modern medicine” and 

“beliefs re: causes of addiction.” In contrast, within the “trust in medical institutions” category 

alone, 6 of 13 non-physicians displayed “low” levels of belief. Physicians cited exposure to 

convincing evidence and the trust in modern scientific formulations as incentivizing their trust in 

modern medicine. Moreover, they frequently cited their participation in and exposure to the 

success of modern medical systems as incentivizing trust in modern medical institutions. Within 

the category of “beliefs re: causes of addiction”, physicians frequently cited the medical model 

of addiction as an emerging understanding supported by their profession (“I think there's a rising 

awareness that addiction is an illness, that it, that that we're all potentially at some risk,” said P3).  

Only two physicians did not display “high” coding across each category. In both cases, the 
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deviation resulted from a more nuanced interpretation of addiction gleaned from their 

professional experience, rather than a philosophical objection to scientific explanations.  

e. Political Beliefs 

The two broad categories of scientific understanding and empathy are not entirely 

sufficient in capturing the range of attitudes contributing to support or opposition toward MAT. 

Belief in the political urgency of addressing SUD (“political beliefs”)  is a critical category. For 

example, several participants (P11, P21, P3, and P14) who were supportive of MAT and MAT 

funding described the prevalence of “Not in My Backyard” attitudes in their community which 

could prevent a community member from supporting either MAT services or government 

funding for those services despite high levels of personal empathy and medical understanding. 

P11, a physician, described community conversations wherein "a lot of people were in support of 

the medical treatment for it. Less people [were in support of] of having that person in their 

backyard."  

None of the participants demonstrating the necessary political beliefs lacked personal 

empathy toward users. However, my findings suggest that many of those with political beliefs 

otherwise suggesting support for MAT do not hold full confidence in medicine or medical 

explanations for addiction, and that this lack of confidence adds important nuance to their 

positions regarding MAT access. In most of these cases (for example, participants 7, 10, 12, and 

14), support for funding will likely remain strong. However, because of significant concerns 

surrounding modern medical systems or medicalized explanations, support for MAT as a 

treatment method can be hampered and more accurately characterized as ‘conditional'. 

Participant 23 has been in recovery for over 7 years from SUD, and, while they described 

significant empathy and belief in the moral responsibility of government, prior negative 
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experiences with the recovery system and a belief that MAT represents “just swapping one drug 

out for another” led to a conditional opposition toward the treatment plan. However, because P23 

had experienced the benefits of well-funded recovery centers, her support for such facilities was 

strong. Political beliefs regarding governmental responsibilities can therefore generate a diverse 

array of results when combined with varying degrees of scientific understanding and empathy.  

Within the “political beliefs” category, the factors of “belief in the moral responsibility 

of government (BMRG)” and “belief in security/financial urgency (BSFU)” are both 

influential in determining an individual’s willingness to support government funding for MAT 

(Appendix VI). Frequent mentions among MAT supporters of the “not in my backyard” belief 

system indicated that those participants both recognize the importance of accepting 

government’s moral responsibilities and hold disdain for those who do not. A common example 

of political views contributing to MAT support is the belief that government assistance for those 

struggling with SUD as an example of the fundamental responsibilities of government. 

Participant 22, and 18-year-old volunteer firefighter, stated simply that “we should all be willing 

to help each other.” Participant 11, a physician, stated that “It's what the government should be 

doing, right? That’s why we have a government, to protect and serve our people, right?” 

However, others, such as P24, P9, and P15, were skeptical of the responsibilities of taxpayers to 

“hemorrhage money” (in the words of P15) if programs do not meet a specific set of moral or 

financial criteria. 

Belief in the security-based or financial-based urgency of addressing SUD is difficult to 

consistently identify, as concerns regarding financial offsets are seldom mentioned by non-

experts, and concerns regarding the security of others are often expressed similarly to concerns 

regarding the health of the substance user. In this study, only 6 participants were conclusively 
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coded as exhibiting or not exhibiting this factor. For example, T2 asserted regarding those with 

SUD that “They have opioid use disorder, they lose work time and you know, cost the system 

money to take care of them and leads to crime because people are trying to support their habits, 

leads to accidents, and if you can, you know, on a purely financial point of view, it makes sense 

to do everything you can to get people better.”  

While the BSFU and BMRG factors are difficult to delineate given their similarity and 

the apparent infrequency with which BSFU explicitly manifests, they are nevertheless distinct 

components of an individual’s belief system. They should therefore be regarded as separate 

factors contributing to support or opposition toward publicly funded SUD treatment. 

f. Rural Social and Logistical Factors 

As previously mentioned, initial review of participants’ discussion of rurality revealed 

two broad categories of “social impacts” and “material impacts”. Interview pattern analysis 

suggests that the most relevant social impacts of rurality can be generally characterized as 

labeling (i.e. the likelihood that the community attaches certain social labels to an individual and 

thereby impacts their outcomes), social ties (i.e. the likelihood that community members have 

strong or weak interpersonal connections), and resiliency narratives (i.e. a set of narratives re-

enforcing the image of an “ideal resident” as one who operates independent of community 

support).  The most commonly mentioned material impacts of rurality were generally divisible 

into the categories of healthcare access (i.e. transportation, facility capacity, or quality of care) 

and socioeconomic issues (i.e. general socioeconomic barriers perpetuated in whole or part by 

rurality). Given a lack of socioeconomic and healthcare-access data collection in this study, 

mentions of last two factors as connected to rurality cannot be interpreted as actually indicating 
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that rurality has caused a disadvantage—rather, mentions of socioeconomic or healthcare access 

dynamics can be interpreted as indicating a perception of such disadvantage. 

In this context, “labeling” refers to notable adjustments in the propensity of individuals 

to assign and enforce social classifications based upon behavior or perceived characteristics in 

rural areas. Many individuals in rural communities view persistent labeling as a negative aspect 

of social life which is enabled by rurality (ex. participants 5, 10, 3, 7, and 1); however, others 

may view rurality as enabling labels that can increase community understanding and acceptance 

(ex. participants 3 and 20).  

"Resiliency narratives” refers to community narratives which re-enforce the image of 

an “ideal resident” as one who operates independent of community support. This was a 

particularly consistent aspect of social life as identified by residents of Kentucky and Montana 

(ex. participants 21, 14, 16, 22, 25, and 13). Descriptions of resiliency narratives are largely 

negative; individuals may frequently interpret these narratives as harmful for community mental 

health support networks. However, some residents (ex. participant 24) of rural areas may be 

appreciative of their community’s predisposition to, as P24 described, “hold personal 

responsibility.”  

“Social ties” refer to notable adjustments to the prevalence of strong interpersonal 

connections. As in the case of resiliency narratives, several participants (ex. participants 14, 21, 

16, 10, 17, 18, and 7) idntify a lack of social ties as a negative result of rurality. However, some 

participants (ex. participants 8, 22, 21, 3, and 12) regarded differing social ties (either in the form 

of privacy or increased community interaction) as positive aspects of rural life. 

“Healthcare access” refers to notable changes to the level of healthcare access in a given 

community specifically connected to rurality. While it was not always mentioned, several 
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participants (ex. participants 16, 2, 7, 21, 8, 4, 19, 1, 3, 6, 11, and 5) who discussed healthcare 

access in the context of rurality described diminished access. “Socioeconomic factors” codes 

refer to notable changes to socioeconomic wellbeing in a given community specifically 

connected to rurality. Many rural community members (ex. participants 10, 14, 16, 7, 2) identify 

negative socioeconomic impacts of rural life. 

VI.  Discussion  

My analysis suggested significant differences in association with MAT support between 

factors which might otherwise appear highly similar to each other. 95% of those in support or 

conditional support of MAT displayed high personal empathy toward users, whereas 59% 

displayed high empathy manifested in personal disposition. 82% of those in support or 

conditional support of MAT displayed high belief in addiction as caused by biochemical and 

external factors, while 91% displayed high belief in addiction as perpetuated by biochemical and 

external factors. 100% of those in support or conditional support of MAT displayed high trust in 

modern medicine, while 73% displayed high trust in modern medical institutions. It is important 

to note that, due to the small sample size of this study, I cannot draw firm conclusions regarding 

the relative or absolute importance of any of the eight aforementioned factors in generating 

support for MAT and MAT funding. However, the fact that these eight factors emerged 

repeatedly as differentiated and uniquely impactful aspects of MAT support suggests that they 

should be studied in future research and treated in MAT-related messaging campaigns as distinct. 

Personal empathy toward users and empathetic disposition toward users repeatedly 

emerged as differentiated aspects of the belief framework generating support for MAT. Interview 

results and coding suggested that personal empathy could be a more important variable 

determining support for MAT than empathetic disposition. If this is indeed true, such a causality 
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could be attributed to the notion that disposition (i.e. attitudes in everyday life and willingness to 

accept those with SUD into public spaces) represents a manifestation of personal philosophical 

beliefs that is clouded by social and political interpretations. For example, an individual’s 

personal stigma when measured via the survey adapted from Kennedy-Hendricks et al. could be 

misidentified given widely varying interpretations of statements such as “I would be willing to 

accept that an addict has married into my family.” However, “personal empathy” (i.e. 

humanization of those with SUD in abstract conceptualization of their struggles, belief that those 

with SUD deserve compassion, and sympathy for the struggles of those with SUD) directly 

represents the core philosophical attitudes which could contribute to an individual’s 

interpretation of (and support for) MAT. Such a distinction is often muddled by the overlap 

between personal empathy and empathetic dispositions. In a research context, differentiating 

between these two factors outside of an interview context would likely prove difficult; however, 

in measuring individual empathy in the context of anti-SUD stigma, future research should 

nevertheless account for individual discrepancies between these two factors when possible. 

Moreover, messaging campaigns targeted toward increasing empathy toward substance users in 

an effort to increase support for science-backed recovery policies should consider prioritizing 

messaging tactics directed at personal empathy, whereas those targeted toward decreasing 

stigmatization in everyday interactions with users should consider prioritizing messaging tactics 

directed at empathetic disposition. 

The distinction between trust in medical science and trust in medical institutions is 

critical for developing a more robust understanding of the personal attitudes contributing to 

MAT support. Interview results suggest that these factors play unique roles in determining 

individuals’ attitudes toward MAT. Trust in medical science appeared to function as a baseline 

determinant of an individuals’ acceptance of medication as a viable method of addressing SUD. 
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In contrast, varying trust in medical institutions appeared to be most influential when distrust 

acts as a “brake” on individuals’ support for MAT, frequently generating situations of 

“conditional support” wherein participants were unwilling to fully embrace the treatment given 

concerns about the efficacy of the system responsible for its administration. Future research 

should examine the differential impacts of these two factors in the context of support for MAT 

and support for social services. Future research should also examine trust in medical institutions 

in an effort to further differentiate between the impacts of a lack of trust in system capacity and a 

lack of trust in system motives. While these two factors were included under the umbrella of 

“trust in medical institutions,” their implications could be distinct.  

The most difficult-to-distinguish factors included in this study’s results were the factors 

of belief in addiction as caused by biochemical/external factors and belief in addiction as 

perpetuated by biochemical/external factors. The notion that SUD’s initial cause in an individual 

should not be attributed to a personal failure or moral inferiority is philosophically similar to the 

notion that the continuation of SUD in an individual should not be attributed to a personal failure 

or lack of discipline. However, while these two beliefs frequently overlapped in interviews, 

several participants displayed a tendency to differentiate between the factors causing and the 

factors perpetuating addiction. Belief in the notion that addiction is perpetuated by biochemical 

changes could be more influential in determining support for MAT, as MAT notably targets 

these ongoing biochemical changes. In contrast, beliefs regarding the cause of addiction could be 

more influential in determining an individuals’ general compassion toward users, as these beliefs 

often lead to assessments of the “worthiness” of users. Messaging campaigns directed toward 

increasing public awareness of the medical model of addiction and the biochemical or 

sociological challenges facing substance users should take steps to address these factors as 

separate and differentially influential. Support for MAT may be more easily generated via 
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messages which do not focus on the original cause of SUD, but rather on the biochemical 

changes perpetuating its influence. Conversely, individual empathy for users and willingness to 

show compassion toward those with SUD may be more accurately addressed via the 

development of messaging campaigns which communicate the myriad factors which can initially 

lead an individual to develop SUD. Future research should seek to develop a more accurate and 

specific set of criteria with which to distinguish between these factors.  

Of the eight factors contributing to support for MAT and MAT funding, those with the 

most influence over support for public MAT funding were potential impacts of belief in 

economic/security urgency and belief in the moral responsibility of government to help those 

with SUD. As belief in economic/security urgency appeared infrequently in interviews, it is 

difficult to draw conclusions regarding the specific manner in which it can influence support for 

public MAT funding. This factor could plausibly compel an individual to support medical 

treatment for SUD; however, it could also plausibly compel an individual to support highly 

punitive anti-user policies. Future research should seek to examine the manner in which this 

factor translates into support for both punitive and health-centered approaches. Interview results 

suggested that belief in the moral responsibility of government to help those with SUD is critical 

in generating support for public funding for MAT. Moreover, many individuals identified a high 

prevalence of "not in my backyard” (“NIMBY”) attitudes, suggesting that, while an individual 

may profess a belief in government support for SUD treatment, such a belief may not translate 

into support for tangible local funding initiatives. Future research should seek to understand the 

manner in which NIMBY attitudes can impede funding initiatives that would receive more 

support as hypothetical proposals removed from direct impacts on local communities. Initiatives 

directed at increasing support for government-funded MAT expansion should prioritize both 
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dispelling misconceptions regarding the cost and local impact of MAT facilities and presenting 

arguments that appeal to beliefs regarding governments’ socioeconomic responsibilities. 

Both the social and the material impacts of rurality identified in this study could impact 

support for MAT in rural communities. However, given that I did not examine socioeconomic or 

healthcare access data, this study was more well-suited to assess the social factors. The identified 

social impacts of rurality hold myriad hypothetical impacts for the prevalence of each of the 

eight aforementioned factors. This study did not include sufficient data to accurately quantify 

these impacts beyond speculation. Variations in social ties could plausibly influence personal 

empathy and empathetic disposition toward users, as increased interpersonal understanding could 

compel participants to view those with SUD through a more humanized lens. Resiliency 

narratives could plausibly influence trust in medical institutions. As P25 stated, many in rural 

communities believe that “you only go in [to the hospital] if you're being born or dying. And 

sometimes not even for either of those.” Decreased exposure and dependance upon the medical 

system could serve to decrease trust in medical institutions to administer MAT. Moreover, these 

narratives could influence personal empathy in a manner similar to variations in social ties, 

decreasing an individual’s inclination to interact with and understand another resident struggling 

with SUD. Resiliency narratives could also plausibly impact belief in the moral responsibility of 

government to help those with SUD by encouraging an attitude that one should “pull themselves 

up by their bootstraps” instead of depending on government support. Changes to the practice of 

community labeling could plausibly impact belief in addiction as caused by external or 

biological factors, as individuals with SUD could be labeled as “deviant” in a manner which 

prevents further understanding of their struggles. Moreover, community labeling could impact 

personal empathy by preventing a disposition of compassion toward those who have been 

previously labeled as unworthy of care. Future research should seek to more accurately define 
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and measure the impact of each of these social factors on support for public policies aimed at 

assisting those with SUD.  

While existing literature has explored varying levels of stigma toward MAT among rural 

and non-rural communities, further efforts to delineate the specific attitudes contributing to 

support for MAT have been scarce. This study adds to previous dialogues surrounding the social 

factors generating MAT support by proposing a set of defined beliefs which may play a role in 

the differential impacts and prevalence of stigma discussed in prior literature. For example, my 

findings regarding the critical differences between empathy-related and scientific-related beliefs 

lend nuance to Franz et al (2021)’s finding of higher levels of physician stigma in rural areas. 

Factors of rural social life such as community ties and resiliency narratives could contribute to 

different empathy-related attitudes toward SUD among physicians in rural areas, independent of 

those physicians’ heightened trust in modern medicine and heightened awareness of scientific 

models for addiction. Critically, my identification of four important science-related belief factors 

and the relevant factor of rural social life builds upon Ashworth et al (2024)’s finding that stigma 

intervention strategy effectiveness likely differs across rurality (particularly stigma interventions 

involving scientific explanations). Such differential efficacy among rural populations could be 

generated by the impacts of rural social life for the four science-related belief factors. 

This study had several notable limitations. The sample population was sufficiently large 

and geographically diverse to draw conclusions regarding the common factors contributing to 

MAT support but was far too small and homogeneous to draw conclusions regarding population-

wide prevalence, relative or absolute importance of each belief factor, or concrete impacts of 

rurality. Moreover, the study did not inquire regarding participants’ political affiliations; 

however, party affiliation has been shown to be a critical determinant of attitudes toward SUD 
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treatment (Barry et al 2014). This metric was excluded, given that it is a subjective self-applied 

label which does not directly reflect specific components of a given individual’s underlying 

belief framework. However, the inclusion of party affiliation would likely have been helpful in 

interview coding and evaluation of survey answers. Finally, this study was limited in the range of 

rural communities included, and I was unable to reliably distinguish whether certain attitudes 

were more prevalent in each community. This is a particularly relevant limitation in the context 

of political affiliation, as support for MAT could vary widely on a county basis depending upon 

the popular political consensus of a given area.  

Several promising avenues for further research could provide tangible benefits for both 

community organizers and academic understandings regarding the politics of public health. One 

such avenue is robust statistical analysis measuring the relationship between each 

aforementioned factor and support for MAT. For example, a survey-based study with a large 

sample size, spanning and delineating between rural and non-rural areas, would enable more 

reliable statistical conclusions regarding the influence of each factor of belief in the general 

population. Such a study could build upon the work of this research (which establishes and 

examining the influence of the eight framework components contributing to support for MAT) 

by measuring MAT support, MAT funding support, and prevalence of each of the eight 

underlying factors via individual surveys. The opportunity to draw conclusions regarding the 

magnitude of importance of each belief or attitude contributing to MAT support would be 

invaluable for efforts to build community consensus predicated upon compassionate, evidence-

based SUD policies. Research examining the efficacy of pro-MAT messaging campaigns 

focused upon each of these factors would similarly enable a deeper understanding of community 

responses to scientific and political communications discussing SUD. Finally, research 

specifically directed toward understanding the political impacts of the aforementioned three 
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differences in social conditions and two differences in material conditions generated by rurality 

would be invaluable for both researchers and community organizers specializing in SUD 

treatment in rural areas.  
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Appendix 

I. Survey Questions 

(Choose from "Strongly Disagree; Disagree; Neither agree nor disagree; Agree; and Strongly 

Agree" for each statement).  

• I would be willing to work closely with a person addicted to drugs. 

• I would be willing to accept that a person addicted to drugs has married into my family. 
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• People addicted to drugs are more dangerous than the general population. 

• Employers should be allowed to deny employment to people addicted to drugs. 

• Landlords should be allowed to deny housing to people addicted to drugs. 

• Some people lack the self-discipline to use medications without becoming addicted. 

• Individuals addicted to drugs are to blame for the problem. 

• Substance use disorder is a chronic, relapsing brain disorder, rather than a moral failing 

or a lack of willpower. 

 

II. Interview Guide 

Semi-structured interviews generally included, but were not limited to, the following questions: 

• Stigma is a word meaning “the dehumanization (or, in our context, partial 

dehumanization) of an individual based on their social identity or participation in a 

negative activity, such as substance use.” What is your perception of stigma against 

opioid users in your community? 

• Medication assisted treatment is described by the American Addiction Centers as 

“combining regularly ingested medications to decrease withdrawal with behavioral 

treatment that is tailored to a patient’s unique needs. In its various forms, MAT may 

effectively minimize cravings, block some of the rewarding properties of certain 

substances, and ultimately decrease drinking and continued substance use behavior.” 

MAT medications are often, but not always, classified as opioids. What is your level of 

support for MAT as a treatment plan? 

• What is your community’s level of support for community members entering MAT? 

• What is your level of support for community members entering MAT? 
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• If given the choice between both options, should community members join MAT programs 

or abstinence-only programs such as Alcoholics Anonymous or Narcotics Anonymous? 

• What is your level of support for expanded MAT access? 

• Some proposals for expanding MAT involve the usage of public government funds to 

provide access. What is your level of support for public funding to expand MAT access? 

• Some proposals for expanding MAT involve the usage of public government funds to 

implement mobile vans (MNTPs) which provide access to MAT medications. What would 

be your level of support for this funding to expand MAT access?  

• Are there any policies which you prefer to MAT for public use? 

 

III. Factor Coding Guide 

• High (Factor) 

o Matches a portion, or the entirety, of the attached factor definition in a manner 

plausibly contributing to support for MAT/MAT public funding. 

• Medium (Factor) 

o Matches or notably diverges from a portion, or the entirety, of the attached factor 

definition in a manner that neither contributes nor plausibly detracts from support 

for MAT/MAT public funding. 

• Low (Factor) 

o Notably diverges from a portion, or the entirety, of the attached factor definition 

in a manner plausibly detracting from support for MAT/MAT public funding. 

• (Factor) as lacking in others  

o Indicates that other community members notably diverge from a portion, or the 

entirety, of the attached factor definition.  
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• (Factor) as present in others  

o Indicates that other community members match a portion, or the entirety, of the 

attached factor definition. 

IV. Support Level Coding Guide 

• MAT Support Level 

o Refers to an individual’s level of support for Medication Assisted Treatment as a 

plan for those struggling with opioid use disorder and general substance use 

disorder, as presented in the following definition: 

▪ Medication assisted treatment is described by the American Addiction 

Centers as “combining regularly ingested medications to decrease 

withdrawal with behavioral treatment that is tailored to a patient’s unique 

needs. In its various forms, MAT may effectively minimize cravings, block 

some of the rewarding properties of certain substances, and ultimately 

decrease drinking and continued substance use behavior.” MAT 

medications are often, but not always, classified as opioids. 

• Codes: 

o Treatment Support 

▪ The clear expression of support for MAT. 

o Treatment Conditional Support 

▪ Beliefs generally characterized as support for MAT, expressed with at 

least one notable condition for that support.  

o Treatment Conditional Opposition 

▪ Beliefs generally characterized as opposition to MAT, expressed with at 

least one notable condition under which support would be warranted. 
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o Treatment Opposition 

▪ The clear expression of opposition to MAT. 

• Funding Support Level 

o Refers to an individual’s beliefs regarding the use of government (i.e. taxpayer) 

funds to implement or augment access to MAT, as defined above. 

• Codes: 

o Funding Support 

▪ The clear expression of support for taxpayer funding of MAT programs. 

o Funding Conditional Support 

▪ Beliefs generally characterized as support for taxpayer funding of MAT 

programs, expressed with at least one notable condition for that support.  

o Funding Conditional Opposition 

▪ Beliefs generally characterized as opposition to taxpayer funding of MAT 

programs, expressed with at least one notable condition under which 

support would be warranted. 

o Funding Opposition 

▪ The clear expression of opposition to taxpayer funding of MAT programs. 

V. Participant Response Breakdown 

 



   
 

  36 
 

 

VI. Belief Factors 

Category: Empathy 

Factor: Personal Empathy 

Refers to an individual’s expression of the following general set of beliefs and attitudes: 

• Humanization of those with SUD in abstract conceptualization of their struggles.  

• Belief that those with SUD deserve compassion.  

• Empathization with the struggles of those with SUD in the context of biochemical and 

socioeconomic challenges to recovery. 

Factor: Empathetic Disposition 

Refers to an individual’s expression of the following general set of beliefs and attitudes: 

• Willingness to engage with substance users as one would engage with non-substance 

users.  
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• Willingness to protect substance users’ rights to widely accessible spaces and services. 

Category: Scientific Beliefs 

Sub-Category: Beliefs regarding scientific explanations 

Belief in Addiction as Caused by External/Biochemical Factors 

Refers to an individual’s expression of the following general set of beliefs and attitudes: 

• Rather than representing a moral failure, spiritual defect, or lack of discipline, SUD 

frequently originates as the byproduct of biochemical disposition.  

• Rather than representing a moral failure, spiritual defect, or lack of discipline, SUD 

frequently originates as the byproduct of exposure to adverse social or psychological 

circumstances.  

• Rather than representing a moral failure, spiritual defect, or lack of discipline,  SUD 

frequently originates as the byproduct of unjust exposure to medications. 

Belief in Addiction as Perpetuated by External/Biochemical Factors 

Refers to an individual’s expression of the following general set of beliefs and attitudes: 

• Rather than being perpetuated by continuous moral failure, spiritual defect, or lack of 

discipline, SUD frequently continues as the result of changes to neurochemical processes. 

• Rather than being perpetuated by continuous moral failure, spiritual defect, or lack of 

discipline, SUD frequently continues as the result of social or socio-economic barriers to 

recovery. 

Sub-Category: Beliefs regarding modern medicine 
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Trust in Medical Science 

Refers to an individual’s expression of the following general set of beliefs and attitudes: 

• Modern medicines are reliable and effective methods of addressing complex issues, 

including psychological issues.  

• Modern medical knowledge and research provides effective methods of addressing 

complex issues, including psychological issues. 

Trust in Medical Institutions 

Refers to an individual’s expression of the following general set of beliefs and attitudes: 

• Modern medical institutions are reliable and effective systems for addressing complex 

issues, including psychological issues.  

• Modern medical institutions generally operate for the public benefit, and can be 

considered trustworthy.  

• Modern medical institutions do not operate with deceit.  

• Modern medical institutions have sufficient resources and capacity to effectively address 

complex issues, including psychological issues. 

Category: Political Beliefs 

Belief in the Moral Responsibility of Government 

Refers to an individual’s expression of the following general set of beliefs and attitudes: 

• The government and taxpayers have a moral responsibility to contribute resources to 

assistance for those struggling with SUD in their recovery.  
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• Those with SUD deserve support from the government, independent of the origins of 

their SUD.   

Belief in Security/Financial Urgency 

Refers to an individual’s expression of the following general set of beliefs and attitudes: 

• Given concerns for public safety, addressing SUD represents an urgent security concern.   

• Given concerns for the economic health of communities, addressing SUD represents an 

urgent financial concern.    
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