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This book project began with Jennifer Owens. As two newly minted assistant
professors, Jena and I sat next to each other on the orientation bus on our first
day employed at the University of Missouri-Kansas City. We chatted about our
respective moves from Washington, DC, and St. Louis, MO; about the pleas-
ant surprise of housing costs and walkable commutes to school; and then asked
each other about what we were up to: our research. Jena’s dissertation had fo-
cused on methamphetamine use and production among women. I had been
working on a broad assortment of projects, ranging from studies of political
humor as resistance to the medicalization of youth. She asked me what I meant
by medicalization, as she was curious about this novel concept. She asked if
it included prescription drugs. Many of the women she had interviewed had
told her she should be paying attention to prescription drugs rather than illicit
ones—they were the real problem these days. We chatted about this—I offered
some theories why that might be the case—but then we changed the subject
to discuss more important things, such as where to get good Korean food in
Kansas City.

Later that year, Jena walked into my office and asked whether I'd be inter-
ested in working on a project with her. She wanted to go into prisons and ask
women about prescription drugs. She knew that I was a trained methodologist
given both my graduate preparation as well as my two years of working in the
qualitative research center at the United States Census Bureau, so she thought
I could help design the surveys and interview instruments as well as collect the
data. I was interested. We drafted several grants and began the long Institutional
Review Board (IRB) process for approval. Over the next three years, we applied for
five grants, interviewed eighty incarcerated people, surveyed over five hundred
individuals, and made many, many long car trips together. During these trips,



we processed our interviews, discussed politics and books, and questioned how
America’s Funniest Home Videos was still in existence after the advent of You-
Tube and TikTok. Jena has since left the higher education world, but I cannot
imagine how I would have set off on this project without her. She is one of the
most detail-oriented research partners, and she taught me how to be a more
attentive researcher and scholar.

Jena and I were part of a UM system program called the Faculty Scholars,
through which we went on retreats to develop our research, apply for grants, and
learn new teaching techniques. It was on this retreat that I met other faculty
whom I could laugh and commiserate with, including Amanda Grimes, Debra
Leiter, Jamie Hunt, David Thurmaier, Jason Martin, Sarah Marie Martin, and
Lori Sexton. I am grateful to the UM system for providing this program, which
helped connect me with other new professors who ultimately became part of
my support (read: survival) network in my early years as an assistant professor.
The university was not equally supportive of all of us, and, in witnessing those in-
equities, I think about how we might change structures and cultures to change
that every day.

Lori Sexton is the type of colleague and friend who will convince you that
there is brilliance and humor on even the greyest days. Our regular coffee-
shop dates have helped me process my research, teaching, and life in invaluable
ways. Lori read an early version of this manuscript and offered thoughtful feed-
back. Given her extensive research in prisons and focus on restorative justice,
she helped frame this book in important ways.

Jenny Huberman managed to read the entire first draft of this book and pro-
vide comments in less than a week’s time. Jenny has been my across-the-hall
mentor and one of my closest friends since starting at UMKC. Jenny and Jeff
welcomed me into their home and family from the moment I arrived in Kansas
City and gave me the first sense of community. Not only has Jenny helped me
process this research at its many stages of development, but she is also respon-
sible for making Kansas City feel like home.

Others at UMKC who helped the book come to be include Debbie Smith,
the chair of the sociology department during these six years. She was support-
ive of the project from the beginning and wrote in support of me for several
grants and awards related to the project. The Women’s and Sexualities Studies
Department provided two crucial early grants to start this research and the
Funding For Excellence Grants secured us enough funding to bring this proj-
ect to fruition. Makini King and Sandy Rodriguez shaped my thinking at the
later stages of this work—when I was already revising the manuscript—but I
am immensely grateful for their friendship and intellectual guidance.
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To Gisela Fosado, Ale Mejia, and the entire Duke editorial, production,
and marketing teams: this book would not be here were it not for your tireless
labor. Gisela, in particular, saw value in my project from its inception, fought
for its publication, and was my biggest advocate and supporter throughout the
process. Ale made the process clear, seamless, and expedient and was always a
pleasure to work with. The two of them were also responsible for identifying
and working with the two anonymous reviewers of this manuscript who pro-
vided invaluable feedback. Each of the reviewers, along with Gisela, seemed
truly invested in growing this book into its best possible form. I am incredibly
grateful for their meticulous and thoughtful readings and their copious con-
structive and transformative commentary. I know this labor is uncompensated
and often thankless, but I can truly say that this book would not be what it is
without you, so I am most appreciative that I was able to benefit from all your
labor and investment in this project.

While friends and mentors from graduate school did not all read this book,
it often felt like they were sitting in the room as I typed, reminding me to be
thoughtful and careful with my analyses and interpretations. Aleia Clark was
one of my closest graduate school comrades. I pegged her as my friend on the
first day of the program and am grateful she didn’t completely rebuke me, as
I'm not sure [ would have survived without her. I called Aleia many times while
I worked on this book, and as always, she was able to see clearly though all the
haze, helping me make important theoretical connections and practical deci-
sions. Melissa Milkie has been a mentor and a close friend for the past fifteen
years. Everyone should find their “Melissa” (though it’s unlikely the knockoff
version will be as good as the original). She is notorious among graduate stu-
dents (and professors and friends) as being an unwavering source of support
and motivation. I don’t think I could have made it through graduate school or
completed this book without her support. Her work on gender, parenting, and
the self has also influenced my work and life in enduring ways. Melissa encour-
aged me to get involved with the Sociologists for Women in Society, and those
conferences have felt like a retreat from this world—where we biked, hiked,
and danced our way through mountains, sessions, and research projects.

People often say that once you learn sociology, it is difficult to “unsee” it. I
feel the same way about Patricia Hill Collins, fondly known as “PHC,” and her
groundbreaking work on intersectionality and the matrix of domination. She
has shaped my worldview and research in ways that become increasingly ap-
parent over the years. [ am graceful for her patience and humor as a professor and
a mentor. Layra Mamo, Emily Mann, Carolina Martin, and Valerie Chepp are
other inspiring sociologists who shaped my thinking during graduate school
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and shaped this book. Laura Mamo first introduced me to medical sociology
and science and technology studies, and it’s hard to imagine this book without
those classes I took early in graduate school. Emily Mann read an early ver-
sion of one paper that served as the backbone for this project and provided
attentive feedback as well as generously connected me to other scholars doing
similar work. Carolina Martin was a buoy through graduate school as well as
the years that followed. Valerie Chepp showed me how it was possible to juggle
more than I thought was possible.

In addition to my academic community, there are many others in my life who
shaped this book. My friends in DC: Natalie, Lena, Sara, Jimmy, Jon, Emmy—I
am eternally grateful for your friendship, love, and inspiration to fight for a
more just and equitable world. Julia and Aliza, while we haven’t lived nearby
since college, I'm so energized each time we visit or get off the phone. Although I
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U alum who also lived in KC. We met on a job visit and immediately hit it off.
Q_is one of the wittiest, smartest and most welcoming people out there, and
he introduced us to half the people we know in KC today. Debates about drug
policy, homelessness, and medicalization were common dinner table conversa-
tion with Meghan, Jeff, Caety, Matt, Katherine, and Q, as were they around
the fire pit with Matthew, Louisa, Becca, and Jordan. Each of you shaped my
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INTRODTION

QUICK FIXES TO ENDURING PROBLEMS

I met Lyndsey when she was forty-five years old. A petite blonde woman with
bright blue eyes, she sat across a table from me, taking up half of an alumi-
num metal chair. For the duration of our conversation, she sat folded in upon
herself, her hands clasped around her crossed legs, gently rubbing one thumb
over the other. She responded to most questions with an affirmative “yes ma’am”
while looking me in the eyes, or “no, ma’am,” looking down. We sat in an undeco-
rated office that looked like it could have been anywhere in corporate America.
But its door was much heavier and it did not lock, unlike the prison cell down
the hall where Lyndsey had spent the last three years serving a sentence for
operating a motor vehicle while under the influence of pharmaceutical drugs
that had not been prescribed to her.

While her life was not always easy, no one expected Lyndsey to end up in
prison. Lyndsey developed leukemia at a young age and spent a lot of time in the
care of doctors. Despite this harrowing, potentially fatal diagnosis, symptoms of
her illness were slow to develop, especially in her youth. While she tried to keep
an optimistic outlook—which was evident as she described her aspirations for
college and travel upon completion of her sentence—her life always felt pre-
carious. It was unclear how long she would have or which milestones she would
live to see. Lyndsey dreamed of a big wedding, followed by a big family, attend-
ing college to become a teacher—then therapist, then social worker.

Despite these ambitions, she knew better than to live for the future when the
present was perpetually uncertain. Lyndsey grew up poor in a household where
she was regularly abused both physically and sexually. Her father terrorized her
mother and siblings, often picting them against each other so that the fear per-
meated the house even when he was absent. Two of her sisters were removed
by Child Protective Services; though for reasons unknown to Lyndsey, she and



her other siblings remained within her father’s custody. Guilt, fear, and anger
were emotions that Lyndsey became familiar with at an early age.

As aresult of this upbringing, Lyndsey was elated when she found out she was
pregnant at seventeen years old. She had always dreamed about starting a family
of her own, and she and her boyfriend had decided to get married and raise their
child. The baby meant she could escape her father, the abuse, and her diagnosis
of leukemia. She loved being pregnant—with a child and with dreams of hope-
ful future. But then, at eight months pregnant, Lyndsey’s red blood cell count
dropped to worrisome levels. The doctors performed an emergency cesarean
section in order to save her child. The baby survived the delivery, but his lungs
were underdeveloped. He was transferred to the NICU, where he spent several
months, but his lungs continued to collapse even with the additional support.
At three months old, Lyndsey’s baby developed pneumonia and died.

Lyndsey was devastated. She had lost her son. The marriage soon fell apart as
well. Everything began to unravel again. While she had had a difficult childhood
and battle with leukemia, her pregnancy and potential marriage had given her
hope for a better life. When her baby died, she was shattered.

In the wake of her baby’s birth, Lyndsey was prescribed Xanax to manage her
anxiety, depression, and persistent panic attacks. She was also prescribed Vicodin
to moderate the pain from her C-section. Although she had been prescribed
pain medication many times before for surgeries and chronic pain related to
her leukemia, this time, she had trouble coming off them. She continued to ex-
perience both physical and psychological pain, and she found that the Vicodin
helped provide her with energy, which helped her hold down a job and support
herself. The prescriptions were keeping her going.

But after some time, seemingly out of nowhere, her doctors stopped refilling
the scripts. Lyndsey didn’t know what to do; the withdrawal was torture, and
without the medications, she couldn’t motivate herself to get out of bed. One
friend connected her with someone to sell her Xanax to help manage withdrawal
symptoms. Another suggested she try methamphetamine instead of the Vicodin
to give her energy. Medicating herself with these cobbled prescriptions, Lynd-
sey was able to hold down her job, support and care for her family, and spend
time with friends. Things were looking up. But then she was pulled over and
her car was searched. They found a pill bottle that didn’t have her name on it.
Arrested and sentenced to five years in prison, Lyndsey told me her story.

Seven in ten adults in the United States take a prescription drug on a daily
basis.! One in five take at leasc one prescribed psychotropic drug, and one in
three has been prescribed an opioid painkiller.? Psychotropics are substances
that change brain chemistry and affect the functioning of the central nervous
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system. They include a broad range of prescription drugs including tranquiliz-
ers that are used to manage anxiety and panic disorders (e.g., benzodiazepines,
Xanax), stimulants used to amplify perception (e.g., Adderall), and sedatives
or hypnotics used to treat insomnia (e.g., Ambien). They are prescribed with
increasing frequency to anyone exhibiting psychiatric distress (as defined by
health professionals) and are increasingly likely to be prescribed by primary
care doctors rather than psychiatrists.

Opioid pain killers are prescription medications that have the ability to quell
pain. The morphine molecule—the primary chemical compound in opium—is
designed to overwhelm our bodies’ mu-opioid receptors, which produce a pleas-
urable sensation similar to that which is produced when natural endorphins are
released in the body. As psychotropics are increasingly used as a cure-all for
psychiatric distress, opioids are seen as a panacea for treating physical pain.

The ubiquity and normalization of prescription drug consumption has con-
tributed to what anthropologist Joseph Dumit has termed “drugs for life”” In-
stead of being used to treat visible symptoms or prevent death, pharmaceuticals
are being used to increase and augment quality of life. The power of medicine
and drugs has expanded with the increased medicalization of the social world,
whereby previously nonmedical experiences, such as sadness or addiction,
came to be defined as medical problems, illnesses, or disorders. In doing so, the
medical model locates problems in the bodies of individuals rather than social
contexts, relegating responsibility (and blame) to those individuals rather than
to policies, laws, or social inequalities.*

This process is what sociologists often refer to as “medicalization”—the pro-
cess by which nonmedical problems are transformed into biological issues to
be treated with medical intervention. Just as many endemic social problems
are being medicalized and treated with medical substances, nonmedical substance
use is being increasingly criminalized and treated with incarceration or other
forms of institutionalization.

In the last forty years, the number of people incarcerated on drug charges has
risen tenfold—from 40,900 in 1980 to 452,900 in 2017°—due to sentencing poli-
cies that were developed as part of what is often termed the “War on Drugs”
Today, half a million people are behind bars on any given night for a drug law
violation—ten times the number in 1980.° Specifically, 56 percent of women
and 47 percent of men in federal prisons are serving time for drug-related of-
fenses.” Fifty-eight percent of those in juvenile correctional facilities are also
there because of drug-related charges.® Even those who do not serve time in
jail or prison for a drug conviction suffer potential social, economic, and po-
litical consequences for their record in many states, including the loss of child
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custody, employment, student aid, public housing, public assistance, and the
right to vote. Fifty-eight percent of federal prisoners and 47 percent of state
prisoners are parents.” As a consequence, millions of children in the United
States grow up without a parent as a result of incarceration. The vast majority
of those parents (two-thirds) are incarcerated for nonviolent offenses, such as
drug law violations.!°

Drug use is often treated as deviant behavior that occurs outside of main-
stream society, despite the fact that pharmaceuticals are prescribed by doctors
at historic rates and that a significant proportion of people (one in five in the
United States) have used an illicit substance in the past year.!! In 2018, almost
seventeen million people in the United States had used a prescription psycho-
therapeutic drug without the oversight of a doctor in the past year, which con-
stitutes illegal use.!” According to the Controlled Substances Act, prescription
drugs are classified as a controlled substance; therefore, if used “in a manner or
amount inconsistent with the legitimate medical use,” this use of prescription
drugs is considered “drug abuse” and thereby is punishable by law.

The use of prescription drugs without a doctor’s supervision is considered to
be nonmedical. The qualifier “nonmedical” denotes the fact that these substances
are used without the direct oversight of a doctor as is assumed with medical
prescription drug use.* Some nonmedical use involves substances that were
prescribed by a doctor but are used in greater quantities than prescribed or
consumed in a different mode than prescribed (i.e., crushed and snorted or
injected intravenously to produce a more potent and immediate effect). Other
times, nonmedical use refers to the fact that the pills were obtained from
sources other than a doctor, including family members or acquaintances.

The term nonmedical use is used in this book rather than abuse given that abuse
implies harm, an assumption that is used by the medical and legal establishments
to justify coercive treatment or punishment for this behavior. While substance
use under a doctor’s supervision is considered to be beneficial at best and harm-
less at worst, independent substance use is exclusively constructed as harmful,
even when the specific modality, quantity, or purpose of use is identical to that
occurring under a doctor’s supervision, as was mostly the case with Lyndsey
and others interviewed for this book. The power of medical and carceral sys-
tems lies in their ability to define and thereby control populations. This occurs
through individual actors, such as doctors or judges, but also through institu-
tionalized classificatory systems, such as the Diagnostic and Statistical Manual
of Mental Disorders (DSM), which is used by psychiatrists to diagnose and treat
psychiatric disorders.
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In this book, I argue that medicalization and criminalization work together
to intensify harm among already marginalized individuals like Lyndsey. This
intensification occurs in a number of ways. It begins with the classification of
certain behaviors as harms that warrant surveillance and intervention. In so
doing, we lose the opportunity to understand the motivation or purpose of a
behavior as it has been simplistically reduced to a disease or a crime. We listen
to representatives of medical and legal institutions to diagnose and pass judg-
ment without entertaining the possibility that the patient or defendant has a
greater perspective on the context and on their embodied experience. Once a
person is labelled an “addict” or a “criminal,” their agency and trustworthiness
diminish. The medicalization and criminalization of a behavior justifies medical
and legal intervention, control, and punishment, all of which can be accom-
plished under the guise of benevolence, of helping or “treating” individuals. Yet
the individual is rarely listened to or treated as a collaborator in their own care.

The second way that medicalization and criminalization can produce more
harm is through techniques that produce the very problems they allege to treat.
A great example of this is overdose. While in theory, medical and legal systems aim
to prevent or treat overdose, their practices often produce overdose as well. The
criminalization of nonmedical substance use forces substances underground,
where it can be difficult to account for potency or purity of what one ingests
and which forces individuals into secrecy, whereby they use alone or under
conditions of duress. Each of these factors increase the likelihood of overdose.
People who have been incarcerated are more likely to overdose as they experi-
ence forcible withdrawal while in prison and have diminished tolerance upon
release. With few support systems in place to assist them back into a world where
they experience barriers to housing, employment, and social support, many re-
turn to managing problems through medications that their bodies are no lon-
ger prepared to handle. This can also result in overdose. In fact, one study finds
that in the first two weeks after being released, former prisoners were forty times
more likely to die of an opioid overdose than the general population. Even after
a year, overdose rates remained between ten and eighteen times higher among
the formerly incarcerated than among the general population.” These data
alone challenge the notion that criminalizing substance use reduces overdose
incidence. Instead, it may increase it.

Third, the medicalization and criminalization of “addiction” (established as
a primary risk factor for overdose) further exacerbates harm as it extends pun-
ishmenct across the expansive industry of drug courts, rehabilitation programs,
and prisons. Under the guise of “therapeutic jurisprudence,” the legal system
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has joined forces with health-care providers to treat individuals deemed “at
risk” of overdose. In so doing, one’s risk factors for addiction—substance use,
unemployment, failure to pay a bill—become signs of medical and criminal
risk. This warrants simultaneous medical and legal intervention to protect the
individual from harm, despite the fact that the programs themselves produce
greater harm by convincing individuals that they are “irresponsible addicts,”
forcibly removing them from their families and communities, and perma-
nently marking both their medical and legal records, thus thwarting access to
employment, housing, and education, all of which are directly correlated with
positive health outcomes.

Finally, the dominant paradigm in the United States of punitive approach
to substance use only intensifies all the harms outlined above. Previous schol-
arship has challenged the notion that drug courts and rehabilitation programs
offer more humane alternatives to incarceration.!® In fact, they extend and ex-
acerbate punishment as people who participate in drug courts and mandatory
rehabilitation programs often serve longer prison sentences than those who
do not and are subject to psychological punishment in addition to isolation
and traditional penal practices.” As outlined as the first exacerbating factor,
perpetual surveillance can create a self-fulfilling prophecy. Prior to incarcera-
tion, as part of mandatory rehabilitation programs, or after release, as part of
probation and parole requirements, individuals are also subject to regular state
surveillance, which intensifies anxiety and stress as the looming threat of re-
incarceration accompanies otherwise mundane experiences such as getting
stuck in traffic on one’s way home from work in time for their court-mandated
curfew. They also bear the cost of their incarceration, as individuals must pay
for GPS ankle monitors, drug and alcohol monitoring bracelets, and other bio-
metric and surveillance technologies. The financial, social, and psychological
effects of isolation are further intensified by new techniques of rehabilitative
punishment that convinces individuals that they are fundamentally flawed
and in need of psychological transformation. As a consequence, punishment
is intensified not only in terms of breadth, via extended prison sentences and
state surveillance, but also in terms of depth, as they must internalize the pun-
ishment process as panoptic prisoner-patients.'®

This book builds upon this scholarship by foregrounding the narratives of
eighty incarcerated individuals who experienced the effects of having their lives
both medicalized and criminalized. Bearing witness to their stories, it becomes
clear how medical and legal syscems often work in ways that intensify—rather
than ameliorate—endemic social problems. In doing so, they both produce and
exacerbate inequalities along the lines of race, class, and gender. This is not to put
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blame on the shoulders of medical or legal professionals as many people who go
into these fields do so with the intention of helping rather than hurting. The
problem is that social issues like those covered in this book—including child
abuse; poverty; unemployment; interpersonal violence; inequities in educa-
tion, health care, or wages; racism in policing and incarceration; and lack of af-
fordable childcare or support for new mothers—should be attended to through
structural rather than individual-level solutions. In the United States, such is-
sues are often presented as individual-level problems and thereby treated with
individual-level solutions. And yet individual-level solutions, such as medi-
cation, treatment, or incarceration, often only make matters worse.

In this book, I trace how nonmedical prescription drug use may be seen as the
result of the intersection of three social processes: (1) structural inequalities in
the US system that simultaneously produce unequal levels of pain and unequal
access to health care, (2) the medicalization and pharmaceuticalization of pain,
and (3) an ongoing War on Drugs that produces and maintains axes of inequality
along the lines of race, class, and gender through the criminalization of sub-
stance use in addition to inequitable policing and incarcerating practices. Using
the narratives of incarcerated persons who used prescription drugs nonmedi-
cally, I illustrate how they did (and do) so in order to cope with an unequal
system, but also to resist institutions that classify, diagnose, treat, and punish.

The Power of Contradictions

Regulation of prescription drug use in the United States involves a number of
contradictions, which effectively challenge fundamental assumptions that are
used to justify legislation. For example, many licit prescription drugs are almost
identical in chemical construction to other substances classified as illicit (e.g.,
opioids versus opium, amphetamines versus methamphetamines). Prescription
drug use is deemed legal and safe when used in certain contexts, but illegal in
others: an individual can use a substance legally if it is prescribed by a doctor, but
if they continue to use that drug or obtain it from a source other than a doctor,
it is illegal and punishable by law. “Off-label” prescribing, where doctors pre-
scribe a drug for a condition other than the one approved by the US Food and
Drug Administration, is legal and common. And yet, nonmedical prescription
drug use among nonlicensed persons is criminalized. The same decade that the
World Health Organization (WHO) declared “freedom from pain” as a universal
human right,"” warranting liberal prescription of pain medication, the United
States declared its War on Drugs, thereby criminalizing all other substance
use. A drug is considered to be abused if one intends to use it for pleasure;
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however, opioids and other pharmaceutical drugs are designed specifically to
activate endorphins or block the reuptake of serotonin—mechanisms to pro-
mote the biological production of pleasure. Substance use has been historically
criminalized in the United States when the majority of those locked up were
poor or nonwhite. As more white people are being incarcerated, we have wit-
nessed a “therapeutic turn” from punishment to treatment of substance use,
illustrating how colorblind legislation continues to be implemented in racially
unjust ways.

These contradictions raise important questions. If the boundaries between
pleasure and productivity, use and abuse, and licit and illicit substances are
much more amorphous than we are led to believe, how are we to police or legis-
late them? How does the shift from measurable harm to perceived risk cause
disadvantaged “at risk” groups to come under greater scrutiny, surveillance,
and punishment for the same actions committed by “nonrisky” groups? How
do these contradictions produce unequal outcomes for individuals using pre-
scription drugs?

These contradictions might also be perceived to be intentional as they posi-
tion institutions and authorities to be the arbiters of truth and the associated
consequences. People in power get to answer these questions and codify them
in new laws, policies, and practices, while those directly impacted by these de-
cisions are rarely consulted in serious or meaningful ways.

This book expands beyond the well-worn narrative of the opioid or overdose
crisis by encouraging policy makers, politicians, and the voters who elect them
to see the crisis as a social—rather than biological or pharmaceutical—problem.
The term opioid epidemic implies that (1) we are dealing with a new problem
that is caused exclusively by opioids, and (2) opioids are exclusively harmful.
Yet opioids are not new. Opium, as derived from opium poppies, has been used
to both quell pain and produce joy for millennia.2° Morphine was first synthe-
sized from opium in 1805 and was subsequently prescribed for everything rang-
ing from pain to respiratory illness to cough to diarrhea. While more limited
in application, opiates continue to be considered beneficial and are widely
encouraged in medical settings. Further, most negative outcomes associated
with opioids are the product of poly drug use rather than opioids in isolation.
Framing the situation as an opioid crisis is reductionist, and it also misdirects
our attention to the “simple” issues of purity and potency and distracts “from
the social, political, and economic conditions that make overdose deaths more
likely in some situations and less likely in others””!

In other words, the language of “epidemics” obscures endemic social condi-
tions that produce harm. If opiates or other substances were the exclusive—or

&  Incroduction



even primary—cause of these harms, eliminating them would be the solution.
And yet, we see how opiates and other prescription drugs are not outlawed, how
they continue to be prescribed by doctors, and how those in pain benefit from
their use. We also find that the outlawing of opiates—or other substances—does
not reduce poverty, incarceration, unemployment, or overdose. In fact, po-
licing, legislating, and punishing substance use only increases these harms. The
true causes of these harms—endemic structural poverty, racism, genderism, and
sexism—are rendered invisible by the language of opioid and overdose crises.
Those who navigate what sociologist Celeste Watkins-Hayes terms “injuries
of inequality” on a daily basis are ignored until they end up in hospitals, rehab
centers, prison, or graves.”> Only then do they receive interventions or support—
or, at least, they make a news headline as a statistic. Further, much of the media
coverage of the “opioid epidemic” specifically centers rural white and middle
class communities, deflecting attention from urban communities of color that
have been subject to policing, incarceration, and overdose for decades with little
media attention, empathy, or push for meaningful policy reform.? Historically,
drug policy has done more to harm than to protect communities of color in the
United States.*

The language of epidemics and crises “misrepresents the duration and
scale of the situation,” given that the issues raised are in fact ordinary rather
than extraordinary features of US society. To borrow the language of cultural
theorist Lauren Berlant, many of these individuals had long been enduring
a “slow death” prior to the statistical crisis of an overdose or arrest. The term
slow death refers to “the destruction of bodies by capitalism in spaces of produc-
tion and in the rest of life,;”? such as the injuries, stress, and traumas produced
by long hours, insufficient wages, and precarious conditions of capitalist work
and life that often disproportionately impact “vulnerable populations, which
include people of color and the aged, but more broadly, too, the economically
crunched”* For such groups, slow death is the result of society defined by
inequality and the objectification of one’s labor and body. Rather than an aber-
ration or “epidemic” caused by a substance, such exploitation and its health
consequences are a “defining condition of their experience and historical ex-
istence”” Treating such structural inequality as a novel event is a strategy for
mitigating guilt or shame by a society that is complicit in that harm by not
engaging in the “heroic agency a crisis seems already to have called for”2

The issues bundled in the “opioid epidemic” are not limited to overdose and
death, burt also include incarceration, unemployment, chronic pain, depres-
sion, anxiety, trauma, abuse, and violence. These are not the product of a dis-
ease, disaster, or isolated injury, they are a product of structural inequities. As
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science historian Nancy Campbell argues, they reflect a “a human-made disas-
ter exacerbated by denial and disavowal of responsibility by those who struc-
tured and maintained distinctions between legal and illegal drugs, ‘patients’ and
‘addicts, and physiological and existential pain”?® However, these issues are
also the responsibility of those who participate in and uphold a society that
fails to provide individuals who suffer from these issues with dignity or provide
them with appropriate care.

We are all implicated in this system of inequality and its casualties. This is
not to say that it is everyone’s responsibility and therefore, effectively no one’s.
Quite the opposite. Those of us with greater privilege and power—by virtue of
our skin color, gender, wealth, job, or influence over institutional policy and
action—are more culpable and therefore must engage in more extensive un-
doing. But we all perpetuate such inequalities in some ways at ideological or
institutional levels and therefore it is a collective project. Above all else, con-
structing these issues as individual rather than collective or structural is at the
heart of the problem. This is often accomplished through the medical and legal
institutions of our society and is why they are the focus of this book.

At Risk of Social Control: Medicalization of Structural Inequalities

Philosopher Michel Foucault argued that contemporary power—what he terms
“biopower”—is productive rather than repressive.”® It produces bodies, identi-
ties, and new ways of processing the world. It establishes new standards, new
ways of knowing about human life, and new aspirational goals. It comes to de-
termine what is a (good) life, and what is not. Biopower is enacted via modern
state institutions that collect and legislate upon population-level data, but it is
also internalized by individuals who come to understand themselves through
biopolitical discourse. In so doing, it has subsumed the structure-agency bal-
ance of power, whereby individuals perceive themselves to be thinking and act-
ing independently and distinctively. The aim of biopolitical power is to increase
productivity of the body and society in tandem, quantified by such epidemio-
logical population measures as birth, morbidity, and mortality rates as well as
economic measures of gross domestic product (GDP) and employment rates.’!

This quest for productivity is facilitated by the medicalization process that
supports or thwarts behaviors, bodies, and ideas based on their alignment with
contemporary notions of productivity. The term medicalization was first used in
the 1970s by sociologist Irving K. Zola and medical philosopher Ivan Illich to
describe how previously nonmedical experiences, such as sadness or addiction,
came o be defined as medical problems, illnesses, or disorders.”? From their
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perspective, health care had become a “sick-making enterprise” in which doc-
tors and medicine are responsible for producing rather than curing diseases.” In
doing so, many problems become medical rather than social, political, or finan-
cial. Individuals are transformed from citizens and community members into
lifelong patients dependent upon the services of doctors, medicine, and health
care. Medicine is not merely a source of treatment, but it is a source of identity.
This is made particularly possible through prescription drugs.

Prescription drugs are a medical technology, not unlike the giant machines
hooked up to patients in hospital beds.”* These small pills have reconstituted
health care and medicine both within and outside the clinical setting. People
take pills with their morning coffee or before brushing their teeth at night. They
occupy our most intimate spaces—bedside tables, purses, desks drawers at work.
They are ubiquitous to contemporary US life. Yet, while they require self-
administration, self-diagnosis, and self-treatment, both remain prohibited.
They require the internalization of medical discourse and the medical gaze,
whereby an individual must surveille and treat their body and brain according
to how health professionals deem fit.” Yet, this surveillance of body and mind
and associated medication or treatment are often experienced as a personal
decision or ambition, as medical treatment becomes a type of identity work.
This is particularly true with pharmaceutical drugs.

Pharmaceuticalization refers to the redefinition and reconstruction of social
or structural problems as having a pharmaceutical solution,’® such as the prescrip-
tion of antianxiety medication to soldiers returning from war or restless children
being prescribed Ritalin to help them sit still in school. Pharmaceuticalization
has been made possible by the rise of autonomous consumer-patients,” the
availability of more products over the counter without a doctor’s oversight,’®
the use of certain prescription drugs for “enhancement” purposes (e.g., Vi-
agra),’® and the increasing marketing influence of pharmaceutical companies,
amid lighter media regulation.*°

Pharmaceutical drugs are used more widely in the contemporary United
States than in any other geographic region or historical period.# This is also the
result of the ever-expanding realm of conditions and experiences that have be-
come pharmaceuticalized. By constructing social problems as biological ones,
pharmaceutical companies, scientists, doctors, and legislators offer pharma-
ceuticals and psychotropics as solutions.

Medicalization and pharmaceuticalization often refer to the reduction of
complex, multicausational social problems into simplistic corporeal ones. Addic-
tion and drug abuse are two such problems that lie at the intersection of both
medicalization and pharmaceuticalization.
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These two processes establish health care, pharmaceutical companies, and the
criminal legal system as the arbiters of legal and healthy substance use and as
the sources of treatment for illegal and unhealthy use. And yet, many of the
very substances that are outlawed or identified as the source of addiction are
produced by intensifying medicalization and pharmaceuticalization processes
that are substantially funded and supported by laboratories, legislation, and
discourse produced and supported by the state.

A central mechanism of biopower is the successful internalization of an indi-
vidualized civic duty to live long, healthy, productive lives.*? It requires believing
in and living a life aligned with the scientific discourse and expertise that dic-
tate acceptable and desirable ways of being. In so doing, individuals need not
be diagnosed, policed, or labeled by medicine or the carceral system, as they do
this work all on their own. They aspire to be their “best self”: wealthy, healthy,
fertile, self-sufficient, and productive, which just so happens to conform to the
images put forth by these dominant institutions. In accordance with these as-
pirations, power is rendered invisible as it is experienced productively: inspiring
individuals to behave in certain ways, rather than threatening them.

This neoliberal imperative directs attention away from institutions and prac-
tices that effectively maim individuals, thwarting their productive efforts. In her
book The Right to Maim: Debility, Capacity, Disability, queer theorist Jasbir Puar dis-
rupts the traditional binary between ability and disability by asking us to inter-
rogate the relationship between disability, capacity, and debilicy. She asks us to
consider how “some bodies may not be recognized as or identify as disabled,”
despite being “debilitated, in part by being foreclosed access to legibility and re-
sources as disabled”™ For example, those who are raised in underfunded school
districts may be debilitated in terms of their educational resources. However,
they are not recognized as disabled in the traditional sense as their disadvan-
tage is structural rather than biological. Rather than biological features of the
body, debility and capacity are the direct result of institutional (mis)recogni-
tion and structural in- or exclusivity. This explains why “some bodies may well
be disabled but also capacitated,”* such as those with recognized learning dis-
abilities that result in institutional accommodation. Many bodies are debili-
tated by our culture but are not recognized as disabled and therefore receive
neither individual- nor group-level accommodations, nor do they mobilize col-
lective effort for structural change.

Such debilitation has resulted in underfunded and overpoliced commu-
nities that increasingly feel more like prisons themselves. The lines between
prison and such communities are increasingly blurred and have resulted in
what sociologist Loic Wacquant has termed a “carceral continuum This
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term refers to the increasingly formalized carceral net that entangles more and
more people under the guise of diversion or rehabilitation. As sociologist Ker-
win Kaye argues in Enforcing Freedom, the entire model of therapeutic jurispru-
dence, including drug courts, is to eradicate the “drugs lifestyle” and prepare
marginalized populations for low-wage labor and further exploitation and sys-
temic abuse. Many who find themselves ensnared in the carceral system of drug
courts, mandated rehabilitation programs, supervision, and parole often have
only minimal involvement with substances yet have been deemed to be ar risk—
locating the problem in the body and the brain rather than the environment.
Accordingly, the solution is “rehabilitation” of the individual psyche rather than
addressing the “host of social and political problems—unemployment, housing
instability, hunger, race and class discrimination, barriers to education, police
harassment, among many others.” It also fails to account for the fact that the
same individuals who are more likely to have problems medicalized and treated
with drugs under a state surveillance program are also more likely to have that
substance use criminalized and punished through the carceral system.
Prescription drugs exist at the liminal space between the productive and the
at risk. When following the direction of doctor, prescription drug use is pro-
ductive. When used independently, it is risky. While the risk is argued to be
epidemiological (impact on one’s health), in practice, the risk is institutional

(arrest or incarceration).

Stratification via Criminalization

For the first three quarters of the twentieth century, the prison population re-
mained stable in the United States; on average 110 out of 100,000 people were
incarcerated each year. But those numbers started to increase in the 1970s, dou-
bling in the 1980s, and doubling again in the 1990s. In 2018, 706 people were
incarcerated out of 100,000, almost seven times the rate of 1900-1975.4’ Today,
even though the United States is home to only § percent of the world popula-
tion, it has over 20 percent of the world’s incarcerated population. This is, in
part, the result of legislation passed in the 1980s that established more strin-
gent sentencing for drug-related offenses. Between 1982 and 1994, federal mur-
der sentences decreased by almost 30 percent while drug sentences increased
by 45 percent; state-level trends were similar. These laws and policies resulted
in a 126 percent increase in drug arrests over the decade, resulting in a prison
population larger than anywhere else in the world. This has become so extreme
thar sociologist Randall Sheldon argues that “it has become progressively more

serious to have been caught with drugs chan to kill someone.™8
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These policies laid the foundation for what came to be termed the War on
Drugs. This “war” was waged by the United States federal government on psycho-
active drugs and those who used and distributed them. This was made possible
by rendering drugs and people who used or distributed them as dangerous to
the social body. Legislation shifted from focusing on drug kingpins to low-level
drug offenders. This resulted in an increase in policing given the greater number
of potential arrestees, but also resulted in their greater visibility, facilitating
identification, arrest, and prosecution, all of which were financially and politi-
cally encouraged by the federal government. Drug crimes were increasingly
punished with incarceration rather than probation and the length of sentences
skyrocketed. The average length of incarceration jumped 153 percent between
1988 and 2012.%°

The War on Drugs was racialized from the start. Drug policy, in tandem with
policing and incarceration practices and the disenfranchisement of incarcerated
people in the United States, has reentrenched the racial caste system that was
previously upheld by the Atlantic slave trade and, later, Jim Crow segregation-
ist policies. While drug laws do not explicitly mention race, in practice, they
result in the disproportionate incarceration of African Americans, relegating
them to a permanent second-class status where they are denied the very rights
won by the civil rights movement, such as the right to vote, to serve on juries,
and to be protected from discrimination in employment, housing, education,
and securing social services.’® This is made possible by the many wires of the
“birdcage” of structural racism, including sentencing disparities, mandatory
minimums, “zero-tolerance” policies, all-white juries, and so-called colorblind
algorithmic surveillance and policing systems that disproportionately target,
arrest, and incarcerate Black and Brown communities.”!

In recent years, mass incarceration has become increasingly diverse. This is
not the result of declining incarceration rates among Black and Latinx individu-
als; instead, it reflects the influx of white prisoners. Civil rights activist and legal
scholar Michelle Alexander terms the increasing incarceration of white people
by a drug war designed to target Black and Brown people as “collateral damage.”
As she explains, “in any war, a tremendous amount of collateral damage is inevita-
ble. Black and brown people are the principal targets in this war; white people are
collateral damage.” She explains, “Saying that white people are collateral dam-
age may sound callous, but it reflects a particular reality.” It also allows for the
veil of colorblindness to remain over the criminal legal system, whereby not
all people behind bars are Black or Latinx, just the disproportionate majority.’?

The influx of prisoners, many of whom are white, for the nonmedical
use of prescription drugs reflects collateral damage. This book focuses on the
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criminalization of prescription drug use as an example of (1) the ever-widening
net of carceral control, and (2) how quickly legislation might change to focus on re-
habilitation rather than punishment when the majority of those who are impacted
are increasingly white. It also draws attention to this issue as (3) nonmedical pre-
scription drug use and overdose by prescription drugs are increasingly impacting
Black and Latinx communities as well. While punishment for illicit substance
use was designed to target people of color, access to prescription drugs (often
of greater potency than street drugs) has been shaped by white privilege. The
convergence of the medical and carceral systems initially impacted those at their
nexus—poor, white, communities—but in recent years it has extended its reach
well beyond these bounds. Specifically, while initial rates of use and overdose of
opioids were higher among white populations who had greater access to medi-
cal care and therefore to the prescriptions, rates of overdose for Black and Latinx
individuals have skyrocketed in recent years, with some estimates showing a
40 percent increase between 2018 and 2019 so that now rates of overdose are
comparable between white, Black, and Latinx individuals.”®

Medicine and the criminal legal system exert social control through systems
of classification that simultaneously allow and encourage the behaviors of some
groups and deny and punish the behaviors of others. In doing so, they regulate
social morality by designating certain acts illegal, thereby warranting punish-
ment, while deeming certain acts a sign of sickness, warranting treatment.’*
Prescription drugs have become a technology of both institutions as they are
simultaneously used to treat sickness and moderate criminality under a single
moral economy where the boundary between treatment and punishment is
often indistinguishable, such as prisons that heavily medicate institutional-
ized populations or court-mandated drug treatment programs that employ
punishment as a form of treatment.”® These interrelated systems of medical-
ization, pharmaceuticalization, and criminalization come together to form a
prescription-to-prison pipeline.

The Prescription-to-Prison Pipeline: Where Medicalization
and Criminalization Meet

The term prescription-to-prison pipeline draws upon a number of pipeline sys-
tems and concepts, including the Drug Enforcement Administration’s Oper-
ation Pipeline, which was part of the Reagan administration’s War on Drugs,
as well as the school-ro-prison pipeline, which described the strong association
between children who have been removed from schools and subsequent
incarceration.
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Operation Pipeline was a federal program administered by over three hun-
dred state and local law enforcement agencies to train law enforcement of-
ficers to use traffic stops as a pretext to search for drugs and use the drugs as
the basis for arrest and prosecution.’® While the program focused particularly
upon traffic violations, the “volume” approach to law enforcement has come to
include many other minor infractions, such as loitering, jaywalking, or appear-
ing “suspicious,” as defined by a law enforcement officer. While the proportion
of searches that yield discovery of illegal substances is low, the logic assumes
that more stops eventually result in more arrests.

The school-to-prison pipeline refers to the fact that children who are sus-
pended or expelled from school are disproportionately Black, Latinx, poor, or
have a documented disability, and that being removed from school in early
childhood increases the likelihood of future incarceration.’”” Despite purport-
ing to be “colorblind” in suspension or expulsion policies, Black students are
suspended or expelled at a rate three times higher than white students. This
trend begins as early as preschool, where almost half of children suspended or
expelled before the age of five are Black.’® As a result of “zero tolerance poli-
cies,” children who are suspended, expelled, or otherwise “pushed out” out of
the school system are more likely to end up on the street, in the juvenile justice
system, or in adult jails and prisons.”® In fact, young Black men between the
ages of twenty and twenty-four who do not have a high school diploma (or
GED) have a greater chance of being incarcerated than of being employed.*®
The inverse relationship between education and incarceration is further re-
vealed by the fact that 4ipercent of those in prison did not complete high
school, and the average offender reads at an eighth-grade level.®! Despite this
documented relationship, prison spending in the United States has increased
at triple the rate that funding for public elementary and secondary education
has.%? Together, these data illustrate how disparities in funding, discipline, and
education can create disparities in policing and incarceration, disproportion-
ately impacting certain communities and individuals over others.

The prescription-to-prison pipeline refers to a similar relationship between
communities who receive the least funding and support for quality health care,
education, housing, employment, and nourishing environments while facing
some of the highest levels of state surveillance, intervention, and control.
Health care—including mental health support—is not a constitutional right in
the United States. Instead, it is something that has historically been available
to those with salaried jobs. As a result, those with inconsistent employment or
wage-labor positions ‘often experience fractured and incomplete health-care
coverage and support. Sporadic interactions with health-care professionals
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can result in dangerous combinations of too-much and too-little medical in-
tervention; this is exacerbated by the fact that psychotropics are increasingly
prescribed by a wide range of health practitioners, rather than prescribed by
psychiatrists who have medical training and knowledge of substance effects.”?
Increasingly, psychotropics are prescribed without a psychiatric diagnosis.
One study found that over 60 percent of visits where a new psychotropic was
prescribed did not involve a psychiatric diagnosis.®* These trends intersect in
dangerous ways for those who receive health care as a part of state-mandated
care (e.g., foster care, juvenile detention, school counselors, prisons), as medi-
cation regimens may be unjustified or uninterrogated. As sociologist Anthony
Hatch asks, “What is the boundary between benevolent medicine and malevo-
lent drugging?”® The prescription of drugs is always about control, but the
question is: Who is the subject and object of that control?

Individuals with less power, specifically those with fewer financial, social, or
cultural resources to direct, negotiate, or challenge their treatment, are espe-
cially vulnerable to medicine and prisons as twin institutions of control. In fact,
administration of psychotropic drugs is the most common and often the only
form of mental health care that incarcerated populations receive, sometimes
accounting for more of a prison’s budget than food.°® And those subject to
incarceration are disproportionately those who come from underresourced
communities and families. Adults who live below the poverty line are three
times more likely to be arrested than those above, and those earning less than
150 percent of the federal poverty level are fifteen times more likely to be
charged with a felony than those above the poverty level.®” Education is highly
correlated with income; therefore it is no surprise that individuals with college
education also receive shorter sentences than individuals without.®® How ex-
actly psychotropics are prescribed by state-enforced institutionalized settings
exists in a black box, so it is impossible to fully understand, evaluate, or change
the practice.®® Unlike surveys that trace the use of psychotropics in noninsti-
tutionalized settings, surveys about psychotropic prescription in prisons are
administered infrequently, ask questions in different ways on each administra-
tion, and do not ask whether prisoners have been forced to take medications
against their will—details that negate the possibility for a historical compara-
tive analysis. Hatch argues that this obfuscation is intentional, hiding the ways
in which prisons use psychotropics to control incarcerated populations.”” He
argues that many are forced to take these medications in the absence of formal
diagnoses, and that “psychotropics are a major element of the policy approach
called technocorrections) the strategic application of new technologies in the
efforc to reduce the costs of mass incarceration and minimize the risks that

Quick Fixes to Enduring Problems 17



prisoners pose to society.””! In other words, the United States would not be
capable of incarcerating as many people as it does without psychotropics as a
fundamental technology of the carceral system.

The prescription-to-prison pipeline refers to the ways that medicalization
and pharmaceuticalization, both inside and outside of institutionalized set-
tings, contribute to incarceration and recidivism among already underserved
and overpoliced populations. It includes a wide range of interrelated structures,
policies, and discourses that funnel certain groups and individuals into the
carceral system. It includes people who were prescribed and used medication
for a long duration before having their script abruptly discontinued and being
forced to find alternative sources or ways to manage symptoms of withdrawal.
It includes people who have experienced trauma and abuse, who were taught to
manage their pain pharmacologically, but were later criminalized for that same
behavior. It includes people who work for meager wages, who began to use pre-
scription drugs without a prescription as a way to self-medicate, to perform on
the job, or to hold families together in the face of compounding injustices. It
includes children separated from their families at a young age who were med-
icated for behavioral issues rather than treated for trauma or reunited with
families, only to have harms further compounded when they are criminalized
for using those prescriptions in alternative ways. It includes all of these groups
and others who have had social, political, and financial problems medicalized
directly by health-care practitioners or more broadly by neoliberal, biomedi-
cal discourses, but as a consequence of their social location were subjected to
greater carceral scrutiny and punishment. The prescription-to-prison pipeline
refers to ways that criminalization and medicalization are used to reframe so-
cial and political problems such as unemployment, housing insecurity, family
separation, and other forms of discrimination as moral and biological problems
of substance abuse, addiction, or impulse control. It also justifies an increase
in spending on corrections and psychotropic prescriptions and a reduction of
spending on education, hospitals and health care, and public welfare.”?

Hatch argues that the state asserts custodial power through the medical-
ization and (forcible) administration of psychotropics when it is deemed to be
“in the best interest of the prisoner.””> However, there are many people outside
of institutionalized settings who use prescription drugs of their own volition to
enact idealized behaviors or identities, because they believe they will make
them healthy or make them a “better version” of themselves without realizing
how these versions of themselves are those that help sustain existing (stratified)
structures of society. Thisis able to occur in a society where the treatment of one’s
prescription drug use by institutions of control is not consistent. While some
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people’s use of prescription drugs confers greater privilege and status (e.g., job
promotion), others are further marginalized and oppressed (e.g., incarceration).

Prescription drugs may intensify existing axes of stratification. As is true for all
interactions with the carceral system, those arrested or prosecuted for nonmedi-
cal prescription drug use are not all treated alike. Treatment by the criminal legal
system remains stratified by race, class, and gender. While some are blamed for
their abuse of drugs and told to take responsibility for the associated adverse
outcomes, others are viewed as victims of the substances, doctors, or adverse
situations that precipitated substance use. This is most apparent in the arrest
and sentencing disparities between prescription opioids and cocaine. Despite
the fact that prescription opioids have greater potential for overdose, there
were nearly four times as many arrests for cocaine than opioids in 2016, and
individuals found guilty of cocaine-related charges are more often sentenced to
prison, whereas those charged with opioid-related offenses are more likely to be
sent to inpatient rehabilitation or therapeutic communities, as directed by drug
courts. Black people were also more than three times as likely as white people to
be arrested on charges related to heroin, opioids, and cocaine in 2016.”* This
reflects persistent racialized disparities in legislation, policing, and sentencing.
As such, the harms of these systems remain stratified by race, class, and gender.

The People behind the Numbers and Labels

This book demonstrates that the boundaries between the medical and carceral
systems, use and abuse, prescription and illicit drugs, productivity and plea-
sure, and physical and psychological pain are far more permeable than they are
often presented as being, but are preserved to justify medical and legal regulation.
These binaries can be used to justify unequal treatment of drug use and maintain
systems of control, legitimating the authority of medicine, doctors, and the
law to regulate behavior and sort actors into hospitals, homes, or prisons.

This research aims to highlight how the relationship between pain, substance
use, treatment, and incarceration is mediated by one’s identities. Although data
on substance use or incarceration, as presented by the National Institutes of
Drug Abuse (NIDA) or the Department of Justice (DOJ), are often spliced by
singular identities such as sex, race, or age, the individuals behind those num-
bers are shaped by multiple, mutually constitutive, identities. For example, it
is not particularly meaningful to say that 5o percent of individuals who use
prescription drugs are white if we do not know their other identity characteris-
tics, such as gender, class, and education level, but also if we do not know their
life histories. Did they experience trauma or abuse? Did they experience an
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injury or surgery that resulted in chronic pain? Were they diagnosed (or undi-
agnosed) with a mental health disorder? Were they in a high-pressure environ-
ment with limited social support? In other words, what were the contextual
and personal factors that might help us understand why they used prescrip-
tion drugs nonmedically and what were the subsequent factors that resulted
in their incarceration?

Rather than thinking about race, class, and gender as a set of free-standing
identities, intersectionality pushes us to interrogate how racism, (hetero)sex-
ism, ageism, nationalism, neocolonialism, neoliberalism, and capitalism struc-
ture our experiences, often in mutually intensifying ways.”” The emphasis
upon structures and processes that influence how bodies and behaviors are ex-
perienced and treated differently draws attention to the fact that the meanings
of identities are socially constructed rather than biological realities.” Without
such empbhasis, it is easy for disparities along such demographic variables to be
interpreted as the result of biological propensities to behave differently, rather
than differential treatment by social institutions and individuals. So long as
race, gender, and other social constructs continue to be treated as objective
biological facts rather than social inventions, they may continue to be used to
justify inequalities in medicine, housing, education, social class, and the crimi-
nal legal system rather than interrogate how those institutions are producing
those inequalities.”” As author Ta-Nehisi Coates argues, “Race is the child of
racism, not its father.”’®

While racism, classism, sexism, homophobia, and other forms of discrimina-
tion impact one’s experiences of pain, medicalization, and overdose, these do
not occur in uniform ways. While white, middle-class or affluent women may be
more likely to be prescribed pills than men, other women are not. But there are
also plenty of white, affluent women who are not prescribed pills—those who
have been labeled an “addict,” “hysterical,” “weak,” or “strong” In our personal
lives, we recognize that we, our friends, and family are not reducible to a se-
ries of demographic labels; our lives defy such reductionist explanations. How-
ever, institutions that survey and collect data on our life experiences, such as
prescribing rates, substance use, and overdose, continue to do so in ways that
reify these categories and potentially reverse causal arguments that interpret
disparities as the outcome of some biological reality rather than the justifica-
tion for racial classification. The self-reported race, gender, and age of respon-
dents are included in this book given that individuals are treated differently as
a result of discrimination on the basis of perceived identities. However, these
details should be treated as contextual information in understanding the life
stories of the individuals in this book. My goal is to examine why certain bodies
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and populations are at greater risk of being medicalized, criminalized, or both.
It is not the intention to locate this risk in bodies or populations themselves,
but to draw attention to the structural violence that produces such inequities.

This book draws upon eighty interviews, each an hour long, conducted with
people currently incarcerated in Missouri for a variety of charges (e.g., illicit drugs,
theft, forgery, or homicide).”® It draws upon the perspectives of the incarcerated
in part because they are simultaneously invisible and hypervisible in society,
but also because they are trapped in this nexus of increasing medication and
regulation. It also centers the voices of those omitted from most nationally
representative studies of drug use. For example, the National Institute of Drug
Abuse (NIDA) and the Substance Abuse and Mental Health Services Admin-
istration (SAMHSA) have measured the severity of nonmedical prescription
drug use in terms of overdose incidence. These data, while purportedly nation-
ally representative, do not sample from institutionalized populations such as
those in prisons or treatment centers. As a result, nonmedical prescription drug
use—most often referred to by these agencies as “prescription drug misuse” or
“abuse”—is considered a problem only in so far as it contributes to drug over-
dose. In doing so, it casts the issue in limited terms, measuring consequences
exclusively in terms of overdose numbers but also locating the cause of the
problem in the drug or the individual using the drug rather than the social and
political environment that created the initial untreated pain.

While each of the issues has been explored separately—the medicalization of
everyday life, how medical and carceral systems work together to control popula-
tions, the impacts of therapeutic jurisprudence, factors that have contributed to
rises in opioid use and overdose, and how the War on Drugs has institution-
alized racism, classism, and sexism® —this book brings into focus how these
processes work together to produce a prescription-to-prison pipeline. Building
upon the work of these scholars, I tease out the multiple factors that motivate
nonmedical prescription drug use, the stratified treatment of that use, and
the broader structural and institutional factors that construct the meanings
of nonmedical use, substance abuse, addiction, and the user or addict that similarly
distract us from place and context by focusing on individual willpower, brain
science, and chemical compounds. Further, I draw attention to how such dis-
courses are rendered “colorblind” while simultaneously contributing to racial
disparities in treatment and outcomes. In so doing, I highlight how colorblind
racism plays a central role in how similar situations of substance use are treated
differently by medicine, science, and the law.8! I show this by adopting an inter-
sectional approach that takes into consideration interviewees’ different social
idencities and how social locations impact how those identities are treated. As
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much as possible, I situate their perspectives in relationship to personal life ex-
periences and structural conditions that shape how they perceive and interact
with both medical and carceral systems.

This book centers the perspectives of the incarcerated given that they are
one of the most marginalized populations. In her book Are Prisons Obsolete?,
revolutionary philosopher Angela Davis critiques the US criminal justice sys-
tem, arguing that the prison has come to function “ideologically as an abstract
site into which undesirables are deposited, relieving us of the responsibility of
thinking about the real issues afflicting those communities from which prison-
ers are drawn in such disproportionate numbers.” In doing so, “it relieves us of
the responsibility of seriously engaging with the problems of our society, espe-
cially those produced by racism and, increasingly, global capitalism.”®? This has
increasingly become the case with the nonmedical use of prescription drugs.

The experiences of the incarcerated affect us all. Almost half of all people
living in the United States have experienced the incarceration of a parent, spouse,
sibling, or child. More than five million children in the United States have had a
parent incarcerated. Forty-five percent of men aged twenty-four or younger in
state or federal prisons are fathers, and 48 percent of women in federal prison,
and 55 percent in state facilities, are mothers. In the state of Missouri, 7 percent
of children (98,000 children) have grown up with an incarcerated parent.®
Black adults are twice as likely as white adults to have an immediate family
member incarcerated, and those relatives are three times more likely to be im-
prisoned for over a year. Latinx individuals are 70 percent more likely than
white individuals to be locked up for more than a year.

As harrowing as the national statistics are, trends in Missouri, where the vast
majority of the people interviewed grew up, are even worse. Missouri has the
eighth highest incarceration rate out of the fifty US states. Rates of juvenile cus-
tody are also higher in Missouri than the average juvenile custody rates in the
United States. Specifically, Missouri has the seventeenth highest juvenile cus-
tody rate out of the fifty US states.®® Further, Missouri has the fourth highest
prescribing rate of benzodiazepines (e.g., Xanax, Klonopin, and Valium).®¢ This
is particularly concerning given that before August of 2021, Missouri was the
only state that did not enforce a federal law designed to ensure mental health
care is covered by insurance providers at the same rate as physical ailments
are. Relatedly, Missouri has one of the most acute shortages of mental health
specialists,’” given that many of them were not reimbursed the same way they
might be in other states. This fact only exacerbates the fact that the major-
ity of psychotropics are prescribed by primary care doctors.8® Looking beyond
mood stabilizers, in 2012, Missouri averaged 95.4 opioid prescriptions per 100
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people,®” and until 2021, Missouri remained the only state without a prescrip-
tion drug monitoring system. These are some of the many reasons why this
research focuses on the state of Missouri, given that national trends were even
more acute at the state level.

It is not the intention of this book to vilify or exalt any individuals, groups,
or institutions over others. Instead, I seek to present the experiences and inter-
pretations from the perspectives of my interviewees and provide a historical and
institutional context for such claims. Many interviewees have caused harm to
themselves or to others. They described such incidents, for which they felt
guilt or shame. However, they were also often victims of considerable harms
over their lifetimes. And in many cases, they did not recognize that their ex-
periences were traumatic or that they were not responsible for them. While I
do not seek to absolve anyone from responsibility for their actions (nor do I
have the power to do s0), I also draw attention to broader punitive discourses
that cause these individuals to assume full culpability given that they are often
trapped at the nexus of intersecting forms of inequality.

While the majority of the people interviewed for this project came from hard-
ship or poverty, or experienced considerable trauma and abuse, it is important
to note that the majority of people who experience these things do not end up
using prescription drugs nonmedically and do not become incarcerated. Fur-
ther, many people who use prescription drugs nonmedically do not come from
the same type of hardship—in fact, many come from relative privilege, and yet
they do not suffer the impacts of medicalization and criminalization of their
substance use that our interviewees did.

There is an important interplay between structure and agency that is il-
lustrated by these stories, as there is in all our lives. It is not the intention of
this book to portray people as lacking that agency or to imply that their life
outcomes are overdetermined, but rather to identify and trace institutional
structures and cultural discourses that may limit how events, technologies,
and behaviors are interpreted. The goal is to help identify what are the actual
problems at play and what might be some tenable solutions.

Organization of the Book

This book argues that the medicalization of endemic social problems in tan-
dem with the criminalization of those problems and their medical solutions
exacerbates inequality along lines of race, class, and gender and expands the
carceral net. Although not all trajectories progress in the same linear fashion,
as people enter the pipeline at different stages, many experience each stage of
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this process at some point as the circuit becomes recursive and totalizing. As
such, each chapter of this book traces one element of this process. Chapter 1,
“The Medicalization and Criminalization of Pain,” begins with a discussion
of pain itself. Only in recent history has pain been considered to be a medical
ailment in and of itself warranting medical and pharmaceutical intervention.
The medicalization of pain narrows the scope of prevention or treatment to
the corporeal level and blinds us to the structural factors that could wield much
greater influence than a tiny (though mighty) pill. By seeing how pain itself is
unevenly distributed in the population, it becomes evident that pain is not an
individual-level problem but rather, a social one. Situating the medicalization
of pain in the broader political and social history of substance use and regu-
lation in the United States, we see how medicalization and criminalization
are unevenly patterned across groups in the United States, which entrenches
existing axes of inequality. As a consequence, privileged groups and entities
are protected from control or punishment for their substance use, whereas
marginalized groups are perpetually at risk of having their actions criminal-
ized. Such protection and prosecution are facilitated in large part by legislation
that has shielded pharmaceutical companies, doctors, and the well-resourced
from serious legal consequences while simultaneously criminalizing marginal-
ized communities and communities of color and legalizing surveillance ter-
rorism of these groups. In recent years, such stratification has been intensified
by the medicalization of substance use and abuse. Contrary to the assumption
that health-care providers, treatment, and rehabilitation centers offer alterna-
tives to penal institutions, this chapter outlines the ways in which they extend
and intensify a carceral net that surveilles, controls, and punishes, and which
does little to address pain or adverse outcomes of substance use, but rather,
increases their incidence.

Chapter 2, “Prescription: Getting Hooked,” explores how the overreliance upon
pharmacological solutions often exacerbates endemic social problems such as pov-
erty, gender inequality, abuse, and trauma. Both pain and health care are unequally
distributed in US society, and those without access to broader financial, social,
and political support systems are more likely to be treated with a prescription
pad. This chapter presents the stories of interviewees who were prescribed opi-
oids to manage pain associated with injuries incurred on the job or as a result of
violence; psychotropics to deal with childhood abuse, trauma, or hardship; or
opioids and psychotropics to assist with pregnancy, childbirth, or early moth-
erhood. Many interviewees were taught early on to medicate their problems,
a practice that later resulted in arrest and imprisonment. Their experiences
reflect the broader neoliberal imperative and medicalization of society, but
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also how this medicalization intersects with criminalization for those who are
subject to greater surveillance. This chapter draws attention to systems of mar-
ginalization that were intensified by medicalization processes.

Chapter 3, “Pipeline: Sorting Use from Abuse,” explores how the sorting and
labelling processes involved in policing prescription drugs initiate and perpetu-
ate systems of inequality. Despite the biological language of substance abuse or
addiction as a “brain disease,” diagnostic criteria of such “disorders” are behav-
ioral and directly linked to existing socioeconomic and social structures, such
as one’s performance on the job or at school. As a consequence, failure to con-
tribute to a capitalist, neoliberal economy has been transformed into a symp-
tom of addiction or a substance use disorder, warranting medical or carceral
intervention. The chapter explores how the regulation of substance use has
been tied to the regulation of a race-, class-, and gender-based social structure.
In doing so, it highlights how medical practitioners have worked alongside and
via the criminal legal system to pathologize substance use for some groups,
while simultaneously encouraging substance use among others. Such patholo-
gization most often takes the form of diagnostic and judicial labels such as
“addicts” and “criminals,” which result in restrictions and heightened surveil-
lance and the increased likelihood of eventual incarceration. Interviewees’ sto-
ries reveal how medicine and prisons work together to monitor, diagnose, and
manage individuals in ways that result in perpetual medical-penal surveillance
and, for the already marginalized, the prescription-to-prison pipeline.

Chapter 4, “Prison: From Medicalization to Criminalization,” explores how
the prescription-to-prison pipeline has contributed to the net-widening effects
of the carceral system. Through the experiences of those whose substance use
has been medicalized and criminalized, it becomes evident how treatment and
incarceration are two sides of the same coin that seeks to control, surveille,
and punish those who do not behave or present themselves the way that so-
ciety has deemed appropriate. While holistic health care can advantage those
already advantaged by race, class, and gender, the marginalized may find their
situations only made worse through the medicalization process that extends
carceral surveillance, control, and punishment.

Contrary to the popular narrative that drug use, poverty, violence, and incar-
ceration are the result of individual choices or biological deficits, this book dem-
onstrates that these social problems are the product of environmental and
structural factors, including underfunded school systems, unlivable wages,
incompatibility of work and childcare schedules and costs, stratified policing,
and overreliance upon pharmacological solutions to social, financial, and po-
litical problems. The adverse effects of substance use are tied to a stark divide in
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income and wealth in this country, a divide that is directly linked to inequities in
health care, education, policing, and incarceration as well as discrimination along
lines of race, class, and gender. The conclusion to this book, “When Medicine
Becomes a Drug,” interrogates how medicalization practices exacerbate preex-
isting inequalities and have contributed to the prescription-to-prison pipeline,
while offering policy solutions and counternarratives. The proposed solutions
are broad and far-reaching, given that the prescription-to-prison-pipeline is
overdetermined by many interlocking structural factors related to employ-
ment, health care, social support, policing, and the political and social econ-
omy. In this book, I outline the multiple overlapping and multidirectional ways
by which individuals are funneled into the pipeline. Although the title implies a
singular pipeline and process, there are multiple avenues by which someone may
get pulled or pushed into the system. Once inside, marked by negative medical
and legal credentials,’ it becomes increasingly challenging to escape.

If, as a society, the United States decided to invest in the social services to
assist individuals with health care, counseling, employment, and housing, as
opposed to more “quick fixes” such as pharmaceutical drugs and prisons, per-
haps it could disrupt the prescription-to-prison pipeline, as well as reduce ad-
verse effects associated with substance use and incarceration. Lyndsey did not
want to go to prison. She didn’t want to hurt her children. She didn’t want to
spend her life in pursuit of more drugs, only to feel relief for just a short while.
She wants to spend time with her children, find steady employment and hous-
ing to support them, and have some time to herself every once in a while. But
sometimes she feels as though the system is rigged against her. And maybe it is.
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