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Welcome

We would like to begin by acknowledging that the land on 
which we gather is the unceded and traditional homelands 

of the Coast Salish peoples.

We also want to acknowledge that many others may be 
joining from different traditional homelands today



Thank you 
to all our funders and partners, 

including 
patient partners and family voices

The views expressed herein do not necessarily represent the views of Health Canada



ZOOM Control Panel

Use the “raise hand” 
feature to notify the 
host that you would 
like to be unmuted

Click “participants” 
and “raise hand” on 
the right-hand side of 
the screen

Chat or ask questions 
using the chat function

Click to use
annotation tools



Objectives

• Understand the role that stigma plays in providing care
• Explore the Peer perspective on stigma
• Generate ideas for applying learnings within your local setting





Agenda 

Time Topic Speaker

12:00PM 5 mins Welcome and Opening Remarks Valeria Gal 
Rolando Barrios

12:05PM 25 mins The Role of Stigma in Providing Care Sarah E. Wakeman

12:30PM 10 mins Q&A Sharon Vipler
(facilitator)

12:40PM 30 mins The Peer Perspective Patrick Evans 
Jessica Lamb

1:10PM 10 mins Q&A Andrew Kerr 
(facilitator)

1:20PM 10 mins Closing Remarks & Evaluations Valeria Gal
Angie Semple



The Role of Stigma 
in Providing Care: 
Creating Hopeful 
Encounters for 
Patients and 
Providers 

• Sarah E. Wakeman, MD

• Medical Director, MGH Substance Use Disorder Initiative

• Medical Director, Substance Use Disorder for Mass General Brigham QPE 

• Director, MGH Addiction Medicine Fellowship Program

• Associate Professor of Medicine, Harvard Medical School



Disclosures

Scientific Advisory Board/Celero Systems 

Textbook editor/Springer

Author/UpToDate



Outline • Reviewing urgency of overdose crisis

• Understanding barriers and facilitators 
to effective treatment

• Addressing common myths & stigma

• Creating hopeful encounters



Ongoing 
Public Health 
Crisis Due to 
Inadequate 
Care, Policy, 
& Treatment



Unpredictable Supply Driving Death 



Overdose Surge Amidst COVID

Sept 2019-2020 predicted overdose deaths in US: 90,237



“all-hands-on-deck” 
epidemic
response



The Overdose Crisis in 
Black Communities

• Public attention to overdose crisis has 
ignored impact in Black Communities

• 2014-2017 OD death rates due to 
fentanyl increased 818% among Black 
individuals nationally

• In Philadelphia, post-COVD, among 
Black individuals, monthly fatal 
overdoses increased 60.4%, while 
decreasing 22% among white individuals 
and absolute number of overdose 
deaths higher among Black individuals



Overdose Does Discriminate

• Those at greatest risk of 
death often most 
marginalized

• People experiencing 
incarceration & 
homelessness have 
markedly higher rates of 
overdose death

• Treatment models not 
designed with these 
populations in mind

MA DPH. https://www.mass.gov/files/documents/2017/08/31/legislative-report-chapter-55-aug-2017.pdf



Racism Infuses our 
Drug Policy

• Black, Latinx, and Indigenous individuals experience discrimination 
at every stage of the criminal legal system 

• More likely to be stopped, searched, arrested, convicted, & harshly 
sentenced for drug law violations

• Majority of people in federal and state prison for drug offenses are 
Black or Latinx



Stereotypes of Drug Use and 

Addiction Impact Practice 
and Policy

“For me the most educational 
experience of the past three 
decades was to learn that the 
traditional image of the [person 
with addiction as having] weak 
character, hedonistic, unreliable, 
depraved, and dangerous is 
totally false. This myth, believed 
by the majority of the medical 
profession and the general public, 
has distorted public policy for 
seventy years.”

Dr. Dole

Dole, VP. Drug and Alcohol Review. 1994; 13: pp. 3-4.



Methadone and 
buprenorphine 
reduce mortality

All cause mortality rates (per 1000 person 
years):

• In methadone treatment: 11.3

• Out of methadone treatment: 36.1

• In buprenorphine treatment: 4.3

• Out of buprenorphine treatment: 9.5

Overdose mortality rates:

• In methadone treatment: 2.6

• Out of methadone treatment: 12.7

• In buprenorphine treatment: 1.4

• Out of buprenorphine treatment: 4.6

Sordo L, Barrio G, Bravo MJ, et al. BMJ. 2017;357:j1550. Published 2017 Apr 26. 



Only methadone/buprenorphine 
associated w/ reduced OD

Wakeman SE, Larochelle MR, Ameli O, et al. JAMA Netw Open. 2020;3(2):e1920622. 



Expansion of access to opioid agonist 
therapy saves lives

• France expanded access to 
buprenorphine

• No required physician training, 
no patient limits, no toxicology 
or counseling requirements

• ~90,000 pts treated w/ 
buprenorphine, 10,000 w/ 
methadone

• 5-fold reduction in heroin 
overdose deaths, 6-fold 
reduction in active IDU, HIV 
prevalence among PWID 
decreased from 40% to 20%

Carrieri MP, Amass L, Lucas GM, Vlahov D, Wodak A, Woody GE. Clin Infect Dis. 2006;43 Suppl 4:S197–S215. doi:10.1086/508184



Components of effective treatment

Medication Psychosocial 
interventions

Recovery 
supports

Harm 
reduction



Similar to 
Management of 
Diabetes or HIV

• Goal is to prevent acute 
and chronic complications

• Individualized treatment 
plans and goals

• Treatment includes:

– Medication

– Behavioral support

– Lifestyle changes

– Regular monitoring



Racial 
Disparities & 

Access to 
Effective 

Treatment in 
the U.S.

Lagisetty PA, Ross R, Bohnert A, Clay M, Maust DT JAMA Psychiatry. 2019;76(9):979-981. 
Hansen H, et al. Drug Alcohol Depend. 2016;164:14-21



Racial Disparities in Access to Effective Treatment in Canada

Kerr T, Marsh D, Li K, Montaner J, Wood E. Drug Alcohol Depend. 2005 Dec 12;80(3):329-35. 



Impact of Stigma on Access to Treatment

Qualitative study using ethnographic 
methods of in-depth individual and focus 
group conducted among Aboriginal clients 

All participants had profound histories of 
abuse and violence, most often connected 
to the legacy of colonialism (e.g., 
residential schooling) and ongoing colonial 
practices (e.g., stigma & everyday racism)

Many expressed mistrust with the 
healthcare system due to experiences of 
marginalization 

Three intersecting issues impacted access 
to MMT: stigma and prejudice, social and 
structural constraints influencing 
enactment of peoples’ agency, and 
homelessness

“Within the system there [are] some 
prejudiced people in there and I try 

not to get too mad with them when I 
find out that they’re prejudiced, they 
don’t like Natives and they don’t like 

[people with addiction].”



Structure & Delivery of 
Care Crucial for 

Retention
• Patients fall out of care when they are not 

welcomed back: 

– “You could only miss 14 days in a row…to 
stay on it. And I came back like the 15th day. 
So, they told me I was no longer eligible.”

• Patients report staff who “worked with” them 
and were “nice,” “caring,” & “respectful” offered 
support and encouragement were important 
factors in sticking with treatment:

– “They showed me that there’s a light at the 
end of that tunnel. There’s hope. You hear 
that? There’s hope!”

Teruya C. J Psychoactive Drugs. 2014 Nov-Dec;46(5):412-26.



Systems 
failures of 

patient 
failures?

• “You were hospitalized for 
shortness of breath. You 
were found to have new 
heart failure, and your 
heart was in an abnormal 
rhythm known as atrial 
fibrillation ("afib"). You 
were also found to have 
narrowing of one of the 
arteries in your heart, so 
you had a stent placed in 
the artery via cardiac 
catheterization. It was a 
pleasure taking care of you 
while you were here. Please 
do not hesitate to contact 
us with any questions or 
concerns. Best wishes for 
your good health and 
recovery.”

• “You were seen in 
the emergency 
department today 
after you were found 
unresponsive in a 
bush. It appears this 
is likely due to your 
substance abuse. As 
you know, using illicit 
drugs can be 
extremely dangerous 
and even life-
threatening.”



The Need 
for Change

“For nearly a century, physicians were 
indoctrinated with the societal attitude 
that [people with addiction] brought upon 
themselves the suffering they deserve. 
Even after we began to regard [people 
with addiction] as having a disease, our 
policies continued to reflect our attitude: 
[people with addiction] are sick, they 
need help, but they also sin, so do not 
help them too much. Until the correct 
mindset is restored, the mere availability 
of effective medication will not make a 
difference.”



Myth #1: All people who use (certain) drugs, develop 
addiction



Harms of exaggerating 
drug-related harm

• Misrepresentation of drug-related science 
has contributed to dehumanizing 
stereotypes, harmful policies and 
practices 

• Important to present and discuss full 
spectrum of use, not just overemphasis 
on addiction and  harms

• Must actively dispel myths like those that 
drugs bestow users with superhuman 
strength or trigger violence

• Drug researchers have responsibility to 
use skills and platforms to speak out 
against racism and advocate for 
reallocating resources towards 
strengthening health of Black 
communities through health care, 
education, and employment



Myth #2: Tough love helps people 
get better

“I have never understood the logic of tough love. I took drugs 
compulsively because I hated myself, because I felt as if no one -- not 
even my family -- would love me if they really knew me. How could 
being "confronted" about my bad behavior help me with that? Why 
would being humiliated, once I'd given up the only thing that allowed 
me to feel safe emotionally, make me better? My problem wasn't that I 
needed to be cut down to size; it was that I felt I didn't measure up. In 
fact, fear of cruel treatment kept me from seeking help long after I 
began to suspect I needed it. My addiction probably could have been 
shortened if I'd thought I could have found care that didn't conform to 
what I knew was (and sadly, still is) the dominant confrontational 
approach.” ~Maia Szalavitz



Reality: 
Kindness 

helps 
people get 

better

“I’m not sure if you remember me but you 
where a light in my darkest times when i 
was in [the hospital]. I just wanted to 
thank you for the times you came in to 
talk and listen while i was there. It meant 
more than you could ever know.” 



Myth #3: Addiction is a poor prognosis illness

Weiss et al. Drug Alc Depend. 2015;150:112-9. 



Among Those at Highest 
Risk of Death, Treatment 
Retention Low

• In 12 months after nonfatal 
OD, 11% received 
methadone median of 5 
months, 17% 
buprenorphine median of 4 
months, and 6% naltrexone 
median of 1 month

• Despite short duration of 
treatment, there was a 
reduction in all-cause 
mortality with methadone 
(AHR 0.47) and 
buprenorphine (AHR 0.63)

• For naltrexone, no mortality 
benefit (AHR 1.44)

Larochelle MR. Ann Intern Med. 2018 Aug 7;169(3):137-145



Treatment Retention 
Has Benefit 
Irrespective of 
Toxicology Results

• Treatment retention strongly associated with 
quality of life

• Opioid-positive toxicology results not associated 
with QoL

Mitchell SG. J Psychoactive Drugs. 2015 Apr-Jun;47(2):149-57



Reconsidering 
Reliance on Toxicology • Patients don’t disclose use 

for many reasons, including 
feelings of judgement, 
stigma, shame, fear of 
treatment being terminated

• Routine toxicology has 
roots in criminal legal 
approach designed to 
enforce abstinence and 
“catch” use that triggers 
punitive consequences

• Less reliance on toxicology 
allows shifting treatment 
focus to patient goals and 
how they have progressed 
in aspects of life that are 
important to them as 
opposed to binary result of 
toxicology



High 
Threshold 

vs Low 
Threshold 

Care

• PWUD face numerous barriers to 
engage in services:

– Registration threshold 
(accessing care and staff)

– Competence threshold (ability 
to communicate needs)

– Efficiency threshold (“What 
about those who need 1000 
cups of coffee before they 
start to speak about their 
needs?”)

– TRUST

• Low-threshold care aims to reduce 
barriers (‘thresholds’) through less 
stringent eligibility criteria to 
broaden potential reach

Edland-Gryt M. Int J Drug Policy. 2013 May;24(3):257-64.
Mofizul Islam M. Int J Drug Policy. 2013 May;24(3):220-2. 



Reframing care 
for patients who 
use substances

• Identify discrepancies in approach to substance use vs other health 
conditions

• Recognize how our historical  approaches or policies cause harm

• Build a patient-centered & guided care framework: identify, 
acknowledge, support patient’s most pressing needs

• Emphasize joy of this work



Words Matter



What is Person-
Centered Care?

• Includes the following dimensions : 

– recognition of bio-psychosocial influences on health

– acknowledgement of subjective health needs and experiences

– shared power and decision-making between patients and providers

– promotion of patient-provider communication and relationships 
based on mutual trust 

https://improvingphc.org/file/person-centeredpng



Patient Perspectives

“If I wouldn’t have been so sick, if they would listen about my drug needs, 
I would stay. Just take it seriously.”

“You could just show a little more compassion and gentleness.”

“The hospital should ask the person, ‘Do you need anything? Are you 
using anything?’ Heroin, it’s an addictive drug. If my doctor was giving me 
medication, then I wouldn’t have to use heroin…How do they expect you 
to stay?”

McNeil R, Kerr T, Pauly B, Wood E, Small W. Addiction. 2016 Apr;111(4):685-94.



What is the Ideal 
Role of the Care 

Providers? 

• Serve as a role model 
for compassion & anti-
stigma

• Drop all barriers to care

• Identify and rethink 
policies & approaches

• Inspire others & 
trainees 

• Be an upstander



The Importance of Low 
Threshold & Welcoming Care

• “They [staff] treat you like you're a person, and trying to 
make your life better, and encourage that. And I [patient] think 
that's an awesome thing instead of not believing that you can 
even do it.”

• “…no one's [staff] going to judge you or give you a hard 
time. You'll [patients] find that everyone is really 
understanding. It's hard for me [patient] to open up, 
honestly…I keep everything to myself…but it's easy here…it's 
just nice to be able to talk about things.”

• “…it's nice to be able to just walk in somewhere 
[immediately post incarceration], and they [staff] are 
understanding, and accepting, and willing to help still.”

• “…and coming here [clinic], there was something 
redeeming about it. I [patient] felt safe. I felt warm. In fact, I 
felt nurtured, I think would be the best word.”



Compassion Saves Lives



Thank 
you!

39

swakeman@partners.org

@DrSarahWakeman

mailto:swakeman@partners.org


What asks do you have to ensure continuity of the 
improvement work going forward?

Questions & Discussion

B e s t - P r a c t i c e s  i n  O r a l  Op i o i d  a g o n iS t  
T h e r a p y  P r o v i n c i a l  C o l l a b o r a t i v e



B e s t - P r a c t i c e s  i n  O r a l  Op i o i d  a g o n iS t  
T h e r a p y  P r o v i n c i a l  C o l l a b o r a t i v e

The Peer Perspective

Patrick Evans (they/them)
Jessica Lamb (she/her)



What asks do you have to ensure continuity of the 
improvement work going forward?

Questions & Discussion

B e s t - P r a c t i c e s  i n  O r a l  Op i o i d  a g o n iS t  
T h e r a p y  P r o v i n c i a l  C o l l a b o r a t i v e



Link in Chat



THANK YOU!

B e s t - P r a c t i c e s  i n  O r a l  Op i o i d  a g o n iS t  
T h e r a p y  P r o v i n c i a l  C o l l a b o r a t i v e

CONTACT US: boostcollaborative@bccfe.ca

VISIT THE WEBSITE: http://www.stophivaids.ca/oud-collaborative

Upcoming Sessions:
• QI BOOSTer Series: May 20th, 9:00-10:00AM
• QI Network Webinar 5: June 22nd, 8:30-10:00AM

*Reminder to teams: please submit quarterly reports by April 30th

mailto:boostcollaborative@bccfe.ca
http://www.stophivaids.ca/oud-collaborative



