Provider Group Activity to Reduce Stigma Around Substance Use Disorder

Facilitator Instructions:

1. Convene a group of interested providers for a 45 minute round table discussion on
provider stigma and strategies to reduce stigma in your hospital or clinic. Light food and
drinks will help attract attendees and set a conversational, low-key tone.

2. Request that all attendees pre-read the attached 2-page PDF: Stigma and the Toll of

Addiction by Nora D. Volkow, M.D. in the NEJM
Facilitate a discussion among providers.
4. Proposed question prompts:

a. Please share your reflections on Dr. Volkow’s article. We are specifically
interested in any parallels that you identified with your own patient population
or practice.

b. Inasurvey, 2/3 of 1000 providers surveyed expressed that they would have
reservations about their adult child marrying a person in recovery from
substance use disorder. They did not express similar reservations about a
potential spouse who carried a diabetes diagnosis. Discuss.

c. Is provider stigma an issue in your work environment? Discuss?

d. Please share an example of a term that you used to use that you no longer use.
What made you change your word choices? Have you noticed a change in the
way your patients respond to you?

e. Can you think of a practical change that you could implement in your work
environment (or have already implemented) to help reduce stigma?

5. If providers would like to obtain free CME, they can augment this journal club activity on
their own time with this NIH approved CE/CME activity

a. https://nida.nih.gov/nidamed-medical-health-professionals/health-professions-
education/cmece-activities/your-words-matter-terms-to-use-avoid-when-
talking-about-addiction-cmece-activity
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Topics to cover to facilitate the discussion:
How does stigma affect people with SUD?
» Feeling stigmatized can reduce the willingness of individuals with SUD to seek
treatment.
= Stigmatizing views of people with SUD are common; this stereotyping can lead others to
feel pity, fear, anger, and a desire for social distance from people with an SUD.
= Stigmatizing language can negatively influence health care provider perceptions of
people with SUD, which can impact the care they provide.
How can we change stigmatizing behavior?
=  When talking to people with SUD, their loved ones, and your colleagues, use non-
stigmatizing language that reflects an accurate, science-based understanding of SUD and
is consistent with your professional role.
» Because clinicians are typically the first points of contact for a person with an SUD,
health professionals should “take all steps necessary to reduce the potential for stigma
and negative bias.” Take the first step by learning the terms to avoid and use.



= Use person-first language and let individuals choose how they are described.? Person-
first language maintains the integrity of individuals as whole human beings—by
removing language that equates people to their condition or has negative
connotations. For example, “person with a substance use disorder” has a neutral tone
and distinguishes the person from his or her diagnosis.

If providers are interested in specific examples of stigmatizing language to avoid, you can share
this list of terms to avoid, terms to use, and why:
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= Addict = Person with substance use disorder’ = Person-first language.
= The change shows that a person “has” a problem,
rather than “is” the problem.”
= User = Person with OUD or person with opioid addiction (when = The terms avoid eliciting negative associations, punitive
substance in use is opioids) attitudes, and individual blame.”
= Substance or drug = Patient
abuser
= Junkie = Person in active use; use the person’s name, and then
say "is in active use."
= Alcoholic = Person with alcohol use disorder
= Drunk = Person who misuses alcohol/engages in

unhealthy/hazardous alcohol use

= Former addict

Person in recovery or long-term recovery

= Reformed addict

Person who previously used drugs



m“ axause“.

= Used other than prescribed

= Habit = Substance use disorder = Inaccurately implies that a person is choosing to use substances or can choose
to stop.®
= Drug addiction stop
= "Habit" may undermine the seriousness of the disease.
= Abuse For illicit drugs: = The term “abuse” was found to have a high association with negative
= Use judgments and punishment.’
= Legitimate use of prescription medications is limited to their use as prescribed
For prescription medications: by the person to whom they are prescribed. Consumption outside these
= Misuse parameters is misuse.

Opioid substitution
replacement
therapy

Medication-
assisted treatment
(MAT)

= Opioid agonist therapy
= Pharmacotherapy
= Addiction medication

= Medication for a substance use
disorder

= Maedication for opioid use
disorder (MOUD)

It is a misconception that medications merely “substitute” one drug or "one
addiction" for another.®

The term MAT implies that medication should have a supplemental or
temporary role in treatment. Using *"MOUD" aligns with the way other
psychiatric medications are understood (e.g., antidepressants, antipsychotics),
as critical tools that are central to a patient's treatment plan.

drugs while pregnant
= Baby with signs of withdrawal

from prenatal drug exposure

= Baby with neonatal opioid
withdrawal/neonatal abstinence
syndrome

= Newborn exposed to
substances

= Clean For toxicology screen results: = Use clinically accurate, non-stigmatizing terminology the same way it would be
= Testing negative used for other medical conditions.’®
= Set an example with your own language when treating patients who might use
For non-toxicology purposes: stigmatizing slang.
= Being in remission or recovery = Use of such terms may evoke negative and punitive implicit cognitions.”
= Abstinent from drugs
= Not drinking or taking drugs
= Not currently or actively using
drugs
= Dirty For toxicology screen results: = Use clinically accurate, non-stigmatizing terminology the same way it would be
= Testing positive used for other medical conditions.®
= May decrease patients’ sense of hope and self-efficacy for change.”
For non-toxicology purposes: .
= Person who uses drugs
= Addicted baby = Baby born to mother who used = Babies cannot be born with addiction because addiction is a behavioral

disorder—they are simply born manifesting a withdrawal syndrome.

Use clinically accurate, non-stigmatizing terminology the same way it would be
used for other medical conditions.’”

Using person-first language can reduce stigma.
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Stigma and the Toll of Addiction

Nora D. Volkow, M.D.

ach day in 2018, an average of 185 people in

the United States died from a drug overdose.!

In fact, recent declines in U.S. life expectancy
are being attributed to direct and indirect effects of

alcohol and drug use disorders.
Expanding the number of people
receiving evidence-based addic-
tion treatment is crucial for re-
versing these trends. But among
the many challenges in delivering
appropriate care to the nearly 20
million people in the United States
with substance use disorders is the
chilling effect of stigma. Stigma
not only impedes access to treat-
ment and care delivery; it also
contributes to the disorder on the
individual level.

Stigma associated with many
mental health conditions is a well-
recognized problem. But whereas
considerable progress has been
made in recent decades in reduc-
ing the stigma associated with
some psychiatric disorders such
as depression, such change has
been much slower in relation to
substance use disorders.? One
obstacle is that this stigma has
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causes beyond those that apply
to most other conditions. People
who are addicted to drugs some-
times lie or steal and can behave
aggressively, especially when expe-
riencing withdrawal or intoxica-
tion-triggered paranoia. These be-
haviors are transgressions of social
norms that make it hard even for
their loved ones to show them
compassion, so it is easy to see
why strangers or health care
workers may be rejecting or un-
sympathetic.

Tacit beliefs or assumptions
about personal responsibility —
and the false belief that willpower
should be sufficient to stop drug
use — are never entirely absent
from most people’s thoughts
when they interact with someone
with a drug problem. Health care
professionals are not immune to
these assumptions. Indeed, they
may hold stigmatizing views of
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people with addictions® that may
even lead them to withhold care.
In emergency departments, for in-
stance, health care professionals
may be dismissive of someone
with an alcohol or drug problem
because they don’t view it as a
medical condition and therefore
don’t see its treatment as part of
their job. People who inject drugs
are sometimes denied care in
emergency departments and other
hospital settings because they are
believed to be drug-seeking.

In part, the difficulty reflects
continued resistance to the idea
that addiction is a disease. Drug
use alters brain circuitry that is
involved in self-regulation and re-
ward processing, as well as brain
circuits that process mood and
stress. For a person with a serious
substance use disorder, taking
drugs is no longer pleasurable or
volitional, for the most part, but
is instead a means of diminishing
excruciating distress and satisfy-
ing powerful cravings — despite
often devastating consequences.
Some people are more vulnerable
than others to developing a sub-
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with Dr. Volkow is
available at NEJM.org
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stance use disorder because of a
genetic predisposition, adverse
social environmental exposures,
traumatic life experiences, or oth-
er factors. To recover, they often
need external help and support
— evidence-based treatment, with
medication when possible. Un-
fortunately, their encounters with
health care providers may serve
only to reinforce their disorder.

While visiting a makeshift
heroin “shooting gallery” in San
Juan, Puerto Rico, I urged a man
who had what appeared to be a
massive abscess in his leg to go
to an emergency room to get it
treated. He refused to even con-
sider it, and told me that when
he had previously sought medical
help, he had been so badly mis-
treated that he was frightened of
returning. He would rather jeop-
ardize his life or risk a leg am-
putation than endure being dis-
missed as a “drug addict.”

Stigma not only impedes care
delivery, it also most likely causes
us to underestimate the burden
of substance use disorders in the
population. But stigma plays an
even larger role in this crisis, one
that has been less discussed: when
internalized, stigma and the pain-
ful isolation it produces encour-
age further drug taking, directly
exacerbating the disease.

Ever since the “Rat Park” ex-
periments of the 1970s, which
showed that animals housed in
enriched environments with ac-
cess to other rats self-administered
morphine much less frequently
than those housed in isolation,
social isolation has been known
to play a crucial role
in vulnerability to and
difficulty of recover-
ing from addiction. Research on
social reinforcement and its neu-
robiologic mechanisms has illu-
minated the links between stig-
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ma and drug use. For one thing,
there is substantial overlap be-
tween the neurologic underpin-
nings of drug rewards and those
of social rewards. Research by
Naomi Eisenberger at UCLA has
found that social pain is pro-
cessed in some of the same brain
areas that process physical pain
and is quelled by pain relievers.*
Strikingly, a recent article by Ven-
niro and colleagues reported that
when given a choice between self-
administering a drug and interact-
ing with another animal, meth-
amphetamine- or heroin-dependent
rats chose the social interaction.
However, when they were pun-
ished for the social choice with
an electric shock before the in-
teraction, the rats reverted to
choosing the drug.’

In a sense, stigmatizing treat-
ment of people who use drugs,
such as ignoring or rejecting them,
may be the equivalent of an elec-
tric shock in the cycle of drug
addiction: it’s a powerful social
penalty that spurs further drug
taking.

Stigma is not the only factor
impeding adequate treatment of
people with substance use disor-
ders, but if we are to achieve the
public health goal of getting and
retaining many more people with
substance use disorders in treat-
ment, we have to ensure that the
health care system will not penal-
ize people who are addicted to
drugs for their condition. Among
other steps, improving treatment
will require training physicians,
nurses, nurse practitioners, phy-
sician assistants, and emergency
department staff in providing com-
passionate care to patients who
may display the difficult, some-
times frightening behaviors asso-
ciated with drug addiction and
withdrawal.

It is also necessary to promote
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awareness of addiction as a chron-
ic relapsing (and treatable) brain
disease. This effort should include
promoting understanding of the
disease’s behavioral consequences
as well as of the factors that
make certain people particularly
vulnerable. Susceptibility to the
brain changes leading to compul-
sive substance use is substantially
modulated by genetic, develop-
mental, psychiatric, and social
factors, many of which are out of
the person’s control.

Given the gravity of the cur-
rent overdose crisis, it is urgent
that we conduct research aimed
at overcoming stigma toward peo-
ple with addiction. Yet even in the
absence of research, common
sense can guide us: respect and
compassion are essential. People
working in health care should be
made aware that stigmatizing
people who are addicted to opi-
oids or other drugs inflicts so-
cial pain that not only impedes
the practice of medicine but also
further entrenches the disorder.

Disclosure forms provided by the author
are available at NEJM.org.
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