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Interventions to Combat Substance Addiction Stigma 
Substance addiction stigma is pervasive and insidious in communities across the US. Stigma occurs at many 
levels, including structural, social, and individual. It manifests in multiple areas of society, including 
institutional systems (health, legal, education, employment), community norms and beliefs, and the media.  
 
Figure 1: Levels of Substance Addiction Stigma 

 
 
The stigma associated with substance addiction leads to negative consequences for both individuals and 
communities. Some of the most detrimental effects are the barriers to treatment, including under-diagnosis, 
under-treatment, reduced treatment-seeking, and under-funding addiction services.  
 
While robust, multifaceted solutions are needed to address stigma across multiple sectors and levels, all 
elements of stigma cannot effectively be tackled at once. Prioritization is necessary to maximize resources, 
focus, and capacity. Our research targets two populations: health care providers and communities and 
focuses on the social level of stigma. This focus was selected because these interventions can occur in a 
short time frame, create immediate impact, and help build momentum and capacity to address other more 
upstream areas of stigma.     
 
Our research covers the following intervention categories: 
 

1. Health Care Provider Education and Training 
2. Health Care Provider Oversight and Accountability 
3. Public Education Campaigns 

 
The evidence-based interventions presented throughout the document can be combined to enhance their 
impacts on alleviating stigma. They can also be tailored and customized to fit the specific needs of local 
communities. To ensure interventions resonate with local audiences and reduce stigma, planning efforts 
should involve community stakeholders, including people with lived experience. 

 
1. HEALTH CARE PROVIDER EDUCATION & TRAINING 
 
The National Academy of Medicine (NAM) recognizes that stigma is a force that alienates people with 
substance addiction from medical care and recovery support. Stigma is widespread in health care settings 
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and perpetuated by clinicians who lack awareness of substance use related conditions, are uncertain how to 
treat substance use, and hold negative attitudes towards substance addiction. Among clinicians, negative 
attitudes toward individuals with substance use disorders (SUDs) far exceed other medical conditions. 
Clinician stigma manifests as lower empathy, limited patient engagement, inferior care, denial of care, and 
limited competency to manage addiction as a disease. These challenges amplify the risks of patient harm by 
compromising access to necessary addiction treatment, reducing patient empowerment, lowering adherence 
to treatment plans, and diminishing treatment outcomes. Because of the harm provider perpetuated stigma 
causes there is a clear opportunity to reorient provider education and practices to reduce stigma.1 
 
To combat stigma, the NAM has called for the health care community to incorporate the following research-
supported principles in their practices: 
 

1. Commit to universal use of person-first and recovery-centered language.  
2. Establish regular communication on addiction topics with staff and peers. 
3. Use evidence-based educational efforts and tools to address stigma.  
4. Expand equitable access to medication for opioid use disorder (MOUD) and prevention, treatment, 

and recovery services through enhanced provider training, integrated care, and inclusive 
reimbursement policies and incentives. 

5. Engage and employ people with lived experience and licensed, skilled addiction specialists. 
 

To dismantle stigma, multiple elements need to be addressed through concerted efforts over time. To break 
down this problem into addressable elements, we focused on the first three principles and the training 
element of the fourth principle from the NAM recommendations.  
 
Stigma Reduction Education, Communication and Training Best Practices  
 
Health care provider education and training reduces clinician held stigma around substance addiction and 
negative experiences for patients. Education and training initiatives improve provider beliefs in treatment 
efficacy, attitudes towards people with substance use disorder, misperceptions associated with addiction, 
willingness to treat individuals who use substances, and acknowledgment that individuals are not culpable 
for their addiction. By combating stigma through education and training, individuals struggling with substance 
addiction receive better care, are more willing to seek treatment, and have better treatment outcomes.  
 
There are several best practices for education and training interventions in reducing substance 
addiction stigma, described below.2 
 

• Cover multiple topics in any education or training initiative. Topics include how providers’ beliefs 
and actions contribute to stigma, the biological and systemic drivers of addiction, structural barriers 
to substance addiction treatment, how people experience stigma in health care systems, and skills to 
assess and manage substance use needs. 

• Include personal narratives from individuals with lived experience. This increases the impact on 
stigma reduction and drives meaningful change. 

• Integrate language change training and initiatives. Language changes lead to reductions in 
perceived stigma.  

• Incorporate communication training with educational initiatives. This enhances skill building for 
interaction with patients experiencing substance addiction. 

• Include skills-based training for providers. This can include trauma-informed care, screening, and 
brief intervention (SBIRT), medication assisted treatment (MAT), crisis intervention team training, 
and acceptance and commitment therapy. This improves access to evidence-based treatment, 
quality of care, and provider self-efficacy.  

• Provide cultural competency training about the populations present in the provider organization’s 
catchment area. This ensures that all patients are receiving equitable and culturally informed care.  

• Include reviews of and changes to policies and procedures that are stigmatizing. This reduces 
barriers to recovery to supplement training efforts. 
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• Offer grants or financial assistance to cover the clinician’s salary and lost revenue for training 
time. This incentivizes clinicians and organizations to implement initiatives. Financial support also 
helps provider organizations reduce clinician productivity goals for the time of the trainings (see 
Appendix A.1 for potential funding source ideas).  

• Offer continuing education credits to incentivize clinician participation. 
 
Commit to universal use of person-first and recovery-centered language 
 
Language use can be very stigmatizing, and language changes can lead to reductions in perceived stigma. 
One study demonstrated that the term “a substance abuser” (compared to “having a substance use 
disorder”) led clinicians to believe that punitive action should be taken and that a person with addiction was 
responsible for causing their problem.3 Health care organizations can incorporate language change as a 
foundational intervention for combatting substance use stigma (Table 1). Best practices around language 
use to combat stigma include: 
 

• Put the person first. Refer to the person before describing their behavior or condition. 
• Reflect on the medical nature of substance use disorders. Avoid terms that suggest addiction is 

a moral failure rather than a medical issue. 
• Promote recovery. Be optimistic, supportive, and respect autonomy. 
• Avoid slang and idioms. These terms can have negative meanings and be stigmatizing.4 

 
Table 1 
Stigmatizing (“try not to use”) Preferred language (“use this instead”) 

Substance abuse  
 Alcoholism 

Substance use disorder (note severity and specifiers); Addiction 

Addict/alcoholic/drunk 
Substance abuser 

Person with a drug/alcohol use disorder 

Clean/dirty urine Urine test negative/positive for 

Abuses/abusing drugs   
Alcohol/drug user 
Pot smoker   
Drinker 

Unhealthy use   
At-risk drinking 
Drug/alcohol use or consumption 
Using not as directed/more than prescribed  
Smokes cannabis, uses edible cannabis 

Substitution Opioid agonist treatment 

High  
Strung out 

Intoxicated 

Relapse Recurrence of use 

Recovering alcoholic/addict Person in (long-term) recovery 
4 Glass, Joe. “Northwest ATTC Presents The Impact of Stigma on Healthcare for People with Substance Use Disorders.” Northwest 
ATTC, 2018, https://adai.uw.edu/nwattc/pdfs/webinar_glass_slides_201807.pdf 
 
 
Additional resources on language use can be found in Table 2 (below).  
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Table 2: Language Use Resource List 
Source Link 
National Institute on Drug 
Abuse; Stigma and 
Language Use Resources 

https://www.drugabuse.gov/nidamed-medical-health-professionals/health-
professions-education/words-matter-terms-to-use-avoid-when-talking-about-
addiction/addressing-stigma-health-disparities 

Shatterproof; Addiction 
Language Guide  

https://www.shatterproof.org/sites/default/files/2021-02/Stigma-
AddictionLanguageGuide-v3.pdf 

Boston Medical Center; 
Office-Based Addiction 
Treatment Training and 
Technical Assistance  

https://www.bmc.org/sites/default/files/Patient_Care/Specialty_Care/Addiction-
Medicine/LANDING/files/Words-Matter-Pledge.pdf 

 
Learning collaboratives are a mechanism to establish regular communication on addiction 
topics with staff and peers 
 
Combatting stigma is a process that requires communication, education, and targeted efforts to foster 
collective learning and buy-in.  One effective organizing method that spurs communication, knowledge 
sharing, action, and accountability are learning collaboratives. A Learning Collaborative is a systematic 
approach to process improvement based on the Institute for Healthcare Improvement Break-through Series 
Collaborative model. Organizations test and implement system changes, measure impact, and share 
experiences to accelerate learning and implementation of best practices.5  
 
Figure 2: Break-through Series Collaborative Model 

 
6 “What Is a Learning Collaborative?” California Institute for Behavioral Health Solutions, 
https://www.cibhs.org/overview/what-learning-collaborative. 
 
Learning collaboratives offer a platform to: 

• Test and implement interventions focused on reducing stigma. 
• Tailor initiatives to local needs and encourage learning and action. 
• Spread best practices and recognize leaders for their efforts. 
• Encourage health care organizations to address structural elements contributing to substance use 

related stigma, such as lack of access to treatment, harm reduction programs, and integrated models 
of care.5  

 
Organizations who host learning collaboratives can follow the best practices described below to ensure 
participants have an effective learning experience and act within their organizations:6  
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• Set clear goals and objectives for the collaborative. 
• State clear expectations, including active participation, data collection, and committing to action. 
• Require pre-work, so participants start ready to learn and implement actions. 
• Ensure participating organizational teams are multidisciplinary.  
• Incorporate expert-led educational sessions. 
• Involve people with lived experience. 
• Use iterative Plan, Do, Study, Act (PDSA) cycles to implement action. 
• Create opportunities for peer learning and to share results and challenges from action periods. 
• Provide technical assistance or coaching support for participants. 
• Include regular measurement and assessment.  
• Offer funding to cover participants’ time. 

 
The following is an example of a substance use disorder screening and treatment-focused learning 
collaborative (Table 3). A similar model can be applied to a stigma focused learning collaborative (additional 
examples can be found in Appendix A.2).   
 
Example Learning Collaborative: CO AIM SUD Learning Collaborative7  
 
Table 3 

Focus Area Establishing hospital guidelines and protocols for screening, brief intervention, and referral to 
treatment (SBIRT) for substance use disorder (SUD) and perinatal mood and anxiety 
disorders (PMADs).  

Host 
Organization 

A partnership between Alliance for Innovation on Maternal Health (AIM) and Colorado 
Perinatal Care Council (CPCC). AIM is a national data-driven maternal safety and quality 
improvement initiative that works through state and community-based teams and is managed 
by The Council on Patient Safety in Women’s Health Care. CPCC is a statewide nonprofit 
network of hospitals, clinicians, and public health professionals that improve care for pregnant 
and postpartum people, infants, and their families through continuous quality improvement. 

Participants Hospitals across Colorado with participating staff, including administrative leadership, nurses, 
doctors, social workers, and case managers. 

Location Colorado, USA. 
Duration 11 months. 
Goals Reduce maternal suicides and overdose deaths in Colorado. 

• 100% of CO AIM SUD hospital teams implement a universal, evidence-based, 
patient-centered SBIRT protocol for addressing substance use and mental health for 
all patients admitted for birth.  

• CO AIM SUD hospital teams complete brief substance use, maternal depression, and 
maternal anxiety screens using a validated tool for 100% of patients admitted for birth.   

• The average SBIRT Core Components Readiness Assessment score for participating 
CO AIM: SUD hospital teams will increase by 29% relative to the pilot teams’ baseline 
average (from 17 to 22). 

Components • Quarterly learning sessions and monthly webinars to connect with other teams, learn 
quality improvement implementation, and hear from leaders in the field. 

• Implementation guidance: design interventions that address hospital priorities. 
• Rapid feedback: strategize improvement opportunities with support from the host 

organization’s staff and faculty.  
• Data insights: reports based on hospital data to guide individualized interventions. 
• Clinical and improvement science education: learn best practices and innovations to 

support optimal outcomes. 
• Provider training: SBIRT and stigma, bias, and trauma-informed care. 
• Public recognition as a Maternal & Infant Care Quality Champion: celebrate and 

showcase the work of the teams. 
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Participant 
expectations 

The learning collaborative used a model that emphasized learning, action, and collaboration. 
Participant’s expectations included: 

• Pre-Work period in which teams get organized to improve care. 
• Series of Learning Sessions where experts share info and approaches to 

improvement changes. 
• Action Periods, following each Learning Session. 
• Monthly coaching calls on specific topics and opportunities to share. 
• Monthly data collection to track progress. 
• Ongoing TA and data support from expert faculty. 
• A final session where teams share results of the collaborative. 

 
Timeline and structure of CO AIM SUD Learning Collaborative: 
 
Figure 3: Structure of the Breakthrough Series Learning Model 

 
7 Institute for Healthcare Improvement. “The Breakthrough Series: IHI’s Collaborative Model for Achieving Breakthrough Improvement.” 
IHI Innovation Series white paper, 2003. 
 
Use evidence-based educational efforts and tools to address stigma 
 
Stigmatizing health care encounters are widespread for people with substance use issues. Provider attitudes 
and practices shape the quality of health care interactions for people with substance use issues. This affects 
willingness to seek care, quality of care, and health outcomes for people with substance use issues. 
Changing providers attitudes and beliefs through evidence-based education can improve their perceptions of 
people with substance use issues and the quality of care.8   
 
Various elements drive success in educational efforts. The most effective anti-stigma educational programs 
for providers employ multiple forms of social contact with people who have lived experience and strongly 
emphasize recovery. Effective educational programs incorporate best practices elements, such as 
communication training, skill-building components, and policy and procedure review. Some 
educational efforts are made possible because they are convenient and take minimal time away from patient 
care by being offered online and short duration. Other programs take more resources and time to 
implement but are more effective because of a multi-pronged approach and a greater level of staff buy-in. 
Depending on organizational constraints, the elements that enable success are balanced to ensure feasibility 
and effectiveness. The following examples demonstrate different organizational approaches that led to 
measurable reductions in stigma (Tables 4 – 8).  
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Short One Time Online Intervention9  
 
Table 4 

Target Audience Psychiatry and internal medicine residents. 
Location Weill Cornell Medicine, New York, New York, USA. 
Delivery mode Online. 
Intervention 
Duration 

One 8-minute module. 

Success Factors • Contact with personal narratives from people with lived experience. 
• Short duration. 

Content • Includes information on clinicians’ stigmatizing attitudes towards individuals with 
substance addiction and research demonstrating attitudes are worse than attitudes 
towards people with other medical and psychiatric conditions.  

• Explains why stigmatizing views develop and how substance use is seen as a 
moral failing instead of a brain disease.  

• Features videos of individuals in recovery and family members. 
Results The study assessed two measures of stigma reduction, including enjoyment working 

with the SUD population and the degree to which providers deemed these patients 
worthy of available resources. The residents’ attitudes towards alcohol use disorder 
and opioid use disorder improved.  

Link to learn more https://journals.sagepub.com/doi/10.1007/s11420-018-9643-3  
Available for 
public use? 

No. 

 
Education Paired with Mentorship/Consultation with Senior Providers9  
 
Table 5 

Target Audience Medical residents. 
Location University of Pennsylvania and Drexel University in Philadelphia, PA. 
Delivery mode Online. 
Intervention 
Duration 

4 hours total with a 1-hour training, 1-hour debrief and pre and post patient interviews 
with feedback. 

Success Factors • Communication and skill-building component. 
• Online. 

Content The intervention consisted of a two-part, self-guided program.  
• 1-hour internet-based learning (IBL) training module from the National Institute on 

Drug Abuse followed by a 1-hour structured faculty-guided debrief.  
• Modules designed to improve the communication skills of primary care physicians 

during screenings and counseling sessions with patients with SUDs. They 
incorporated text, videos, and questions for self-reflection into a navigable format.  

• The residents participated in a pre-and post- patient interview with feedback. 
Results Residents reported more positive attitudes towards SUD treatment efficacy and 

enhanced self-efficacy following the interventions and follow-up and higher scores on 
screening and communication skills on the standardized interview. 

Links to learn 
more 

Training resources 
• https://www.drugabuse.gov/nidamed-medical-health-professionals/health-

professions-education/centers-excellence 
• https://webcampus.med.drexel.edu/doccom/user/ 
• https://www.mededportal.org/doi/10.15766/mep_2374-8265.9110  

Available for 
public use? 

Yes. 
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Clinician and Client Lead Dual Diagnosis Trainings9  
 
Table 6 

Target Audience Community health center staff including reception, oral health, allied health, 
counseling, and health promotion. 

Location Two community health centers in Australia, one in Melbourne and one in Victoria. 
Delivery mode In person. 
Intervention 
Duration 

7 hours total with one 4-hour training session and one 3-hour session. 

Success Factors • Contact with personal narratives from people with lived experience. 
• Designed and delivered by people with lived experience. 

Content Two training sessions about dual mental health and substance use diagnosis, one led 
by clinicians and the other developed and delivered by individuals living with dual 
diagnosis of mental health and substance use. 
 
The clinician run session defined dual diagnosis, the prevalence of dual diagnosis, 
barriers to treatment; the local health care service system; relevant dual-diagnosis 
policy; dual diagnosis and marginalization, and attitudes and values regarding dual 
diagnosis that influence practice. The session included a mix of content delivery 
methods, case scenarios, and individual reflection.  
 
The consumer led session involved evidence-based information on substance use 
addiction, and its impact on brain function, denial, relapse, and compliance rates. The 
sessions included role-play and personal stories to illustrate barriers to health care and 
how services can be improved, question and answer with people with lived experience. 

Results After each training, measures in understanding increased.  
• Compared to a control group that only received the clinician-led training, 

participants who received both trainings had larger increases in understanding and 
sustained increases at a 5-month follow-up point.  

• The trainings led to an increase in role adequacy; participants felt more confident in 
their ability to respond to dual-diagnosis related issues and have the knowledge to 
work with people with dual-diagnosis related issues.  

• Participants views of individuals with dual diagnoses changed following the 
intervention. At the 5 month follow up the belief that people living with dual 
diagnosis bring their difficulties on themselves decreased. 

Link to learn more https://onlinelibrary.wiley.com/doi/10.1111/hex.12146  
Available for 
public use? 

No. 

 
Recovery Speaks: In-person Photovoice Performance9  
 
Table 7 

Target Audience Providers, nurses, physicians, and pharmacists. Specialties included clinicians who 
focus on children and adults, primary care, mental health, OB-GYN, and pharmacy. 

Location New Haven, CT, USA. 
Delivery mode In person performance and discussion. 
Intervention 
Duration 

1-hour performances that lasted for 10 weeks. 

Success Factors • Contact with personal narratives from people with lived experience. 
• Designed and delivered by people with lived experience. 

Content Included a one-hour performance by people with lived experience followed by a 
discussion. The program lasted for 10-weeks and was a peer-led group with 8-10 
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individuals performing at each session. The performance included stories and pictures 
of individuals in recovery; their strengths, interests, and contributions. 

Results • Providers who attended the performance had lower scores of negative stereotypes 
towards individuals with substance use, perceived dangerousness, fear of patients 
with SUDs, desire to coerce them into treatment, segregate them from the 
community, and avoid them.  

• Providers demonstrated an increased desire to help their recovery. 
Link to learn more https://cmhcfoundation.org/sites/default/files/files/cmhc_recovery_vrev%20copy.pdf  
Available for 
public use? 

No. 

 
Multipronged Community Health Center Intervention9,10  
 
Table 8 

Target Audience Primary care health staff at three community health centers (CHC), including clinical 
teams, community health teams, and administrative staff. 

Location Toronto, Canada. 
Delivery mode In person (multiple methods and components). 
Intervention 
Duration 

The research, planning, and development phase lasted for 2 years. The 
implementation and evaluation phase lasted for 3 years. 

Success Factors • Multipronged approach. 
• Extensive organizational and staff buy in. 
• Contact with personal narratives from people with lived experience. 
• Review of policies and procedures. 
• Skill-building component. 

Content The initiative included the following five components, 
• Organizing site-based teams, identifying local champions at each CHC to lead an 

action plan for the anti-stigma intervention, and acting as an advisory board and 
patients and community members with lived experience.  

• Contact-based training is a series of educational workshops to promote anti-stigma 
and recovery-oriented competencies using didactic, interactive, and contact 
education components. The critical element was contact with individuals with 
experience of mental health and substance use problems who served as 
presenters and facilitators.  

• Anti-stigma awareness campaigns posters aimed at promoting self-reflection and 
changing personal behaviors rooted in stigma. Materials were posted throughout 
the CHCs, on websites, and provided to community partners.  

• Recovery-based arts workshop series, 10-week workshops focused on contact-
based education. Included 5-10 patients and 1-3 staff members from each CHC.  

• Internal policies and procedures were also analyzed to identify stigmatizing and 
discriminatory practices or procedures that present barriers to recovery.  

Results • Improvements in stigmatizing attitudes towards people with mental health and 
substance use problems after the intervention.  

• Improvements in disclosure of mental health or addiction and modifications in 
attitudes about people with substance use problems.  

• Establishment of a reflective practice and culture of continuous improvement. The 
intervention led to organizational-level changes over five years. 

Link to learn more http://pqwchc.org/wp-content/uploads/Ending-Stigma-Starts-With-You-Final-Report-
2016.pdf  

Available for 
public use? 

Tailored to participating organizations and designed in-house. No off-the-shelf 
resources, but topics covered are included in the link above. 
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Health Care Provider Education and Training Resource Guide 
 
Education and training sessions vary in their duration, level of off-the-shelf readiness, and topics covered. 
Based on the implementing organization’s goals and constraints, different education and training materials 
are appropriate. Following are resources for provider education and training (Table 9); materials in the table 
are categorized as “stand-alone curriculum” or “non-stand-alone curriculum.” “Stand-alone curriculum” is a 
source that contains comprehensive off-the-shelf trainings. “Non-stand-alone curriculum” is a source that has 
short trainings that could be combined with other sources to create a comprehensive training program.  
 
Table 9 

Source Duration Use Training Materials Description 
Harm 
Reduction 
Coalition’s 
Understanding 
Drug-Related 
Stigma 

3 hours Stand-
alone 
curriculum 

Topics covered in 7 module training; Anonymous Survey and 
Introduction; What is Stigma; Understanding Drug-Related 
Stigma; Exploring Labels and Language; Dynamics of Stigma; 
Challenging Stigma, Creating Change; Closing and Evaluation. 
 

Participant Workbook (7 Modules): 
https://www.opioidlibrary.org/wp-
content/uploads/2020/08/HRC_stigma_participant-
workbook.pdf  
Curriculum Outline for Trainers: 
https://www.opioidlibrary.org/wp-
content/uploads/2020/08/HRC_stigma-facilitators.pdf  
Presentation: https://www.opioidlibrary.org/wp-
content/uploads/2020/08/HRC_Stigma_slides.pdf  

Opioid 
Response 
Network 

Depends 
on need 

Stand-
alone 
curriculum 

The Opioid Response Network has local consultants in all 50 
states and nine territories providing educational resources and 
training to states, communities, and individuals to prevent, 
treat, and recover opioid and stimulant use disorders. 
https://opioidresponsenetwork.org/index.aspx  

Reducing 
Stigma 
Education 
Tools (ReSET), 
Dell-Medical-
School 

90 
minutes  

Stand-
alone 
curriculum 

2 Module Program; helps health care providers identify and 
address the stigma surrounding opioid use disorder. 
Module 1: Background on how stigma towards patients with 
opioid use disorder manifests in health care settings.  
Module 2: Emphasis on developing tools for addressing stigma 
and delivering compassionate, recovery-oriented care. 
https://vbhc.dellmed.utexas.edu/courses/course-
v1:ut+cn01+2020-21/about  

Stigma Free 
West Virginia 
resources 

Videos 
10-15 
minutes; 
one 45 
minutes 

Stand-
alone 
curriculum 

Video training and resources, topics include Addressing 
Stigma, What is Stigma, How Does Stigma Impact Us, Where 
Does Stigma Come From, How Can I Make a Difference, and 
Where Do We Go From Here. 
https://stigmafreewv.org/training-evaluation-resources/  

National 
Institute on 
Drug Abuse 

5–10-
minute 
videos 
and 
articles  

Non-
stand-
alone 
curriculum 

Topics including overcoming stigma, addiction medicine toolkit, 
communication skills, case studies, and addiction science.  
https://www.drugabuse.gov/nidamed-medical-health-
professionals/health-professions-education  

Shatterproof Short 
articles 
and 
videos 

Non-
stand-
alone 
curriculum 

Topics such as addiction basics, prevention, treatment, 
recovery, safety, loss, resources, and lived experience stories. 
https://www.shatterproof.org/learn 

Office Based 
Addiction 
Treatment 

7-minute 
videos 
and 30 

Non-
stand-

Video trainings; Substance Use Disorder, Addiction Treatment, 
Common Dilemmas in the Ethical Treatment of Inpatients with 
Substance Use Disorders, Challenging Conversations. 
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Training and 
TA, Boston 
Medical Center 

minutes to 
2-hour 
videos 

alone 
curriculum 

https://www.bmcobat.org/resources/?category=8#Substance+U
se+Disorder+101  

Institute for 
Research, 
Education and 
Training in 
Addiction  

1-1.5-hour 
webinars 

Both Webinar and training resources on various topics including 
cultural competency, addiction treatment methods, harm 
reduction, and recovery. 
https://ireta.org/resource-library/?resource_type=webinar  

 
Expand equitable access to MOUD and prevention, treatment, and recovery services  
 
One of the best antidotes to stigma is effective treatment. Stigma creates a social context (e.g., devaluing, 
underfunding, deprioritizing) that tolerates substandard care and inhibits the delivery of evidence-based 
treatment for people with substance use issues. This contributes to underdiagnosis and undertreatment, and 
drives poor outcomes, including delayed recovery, excess morbidity, and early mortality.11  
 
Evidence-based Skills-based Trainings 
 
Lack of access to evidence-based care is a manifestation of structural stigma in health care. To combat this 
manifestation of stigma, provider organizations can train their clinicians in evidence-based practices to 
increase access to effective treatment. Increasing providers’ knowledge and skills around evidence-based 
practices increases their belief in treatment efficacy, their ability to successfully treat individuals with 
substance use disorder, and decreases the use of coercive or paternalistic approaches, all of which 
decreases their stigmatizing attitudes.8 Effective skills-based trainings include:  
 

• Acceptance and Commitment Therapy Training.  
• Crisis Intervention Team Training. 
• Medication Assisted Treatment. 
• Screening, Brief Intervention, and Referral. 
• Trauma-Informed Care.  

 
Acceptance and Commitment Therapy (ACT) Training12,13  
 
Acceptance and Commitment Therapy (ACT) is an evidence-based treatment intervention applied to 
substance use disorder. ACT uses a combination of acceptance, mindfulness, and values-based therapeutic 
processes to foster psychological flexibility, which involves mindfully watching inner experiences (e.g., 
thoughts, feelings, and bodily sensations) in service of engaging in a functional, values-focused life. Applied 
to substance use disorders, patients learn accepting ways of relating to inner experiences rather than 
engaging in substance use while moving forward in building meaningful patterns of activity that are 
inconsistent with substance use. ACT is effective at reducing self-stigma for people with substance use 
issues and reducing stigma held by providers (Table 10). 
 
Table 10 

Target Audience Licensed or certified alcohol and drug abuse counselors. 
Location Multiple, USA (Content and Results sections below from study in Nevada, USA). 
Delivery mode In person. 
Intervention 
Duration 

6-hour workshop. 

Content A 6-hour workshop that deploys Acceptance and Commitment Training (ACT). Core 
principle of the training is entanglement with negative thoughts built into human 
language. Exercises encourage participants to notice how automatic this process is. 
Participants are taught methods of reducing the impact of negative thoughts even if they 
continue to occur, through acceptance, mindfulness, and cognitive diffusion. Exercises 
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such as repeating a word until it lost all meaning are used to create psychological 
distance between the participants and their thoughts. Exercises are used to trigger 
difficult emotions and thoughts about clients, and the group practices experiencing these 
private reactions without believing or avoiding them.  

Results Decrease in stigma and improvements in staff burnout. Participants also experience 
lower levels of believability of stigmatizing thoughts. 

Link to learn more Acceptance and Commitment Training, including a basic overview, in depth training, and 
case examples: https://contextualscience.org/list_of_resources_for_learning_act  

Available for 
public use? 

Yes. 

 
Crisis Intervention Team (CIT) Training: Police & First Responders12  
 
The Crisis Intervention Team (CIT) program is a community partnership of law enforcement, mental health 
and addiction professionals, individuals who live with mental illness and/or addiction disorders, families, and 
other advocates. It is an innovative first-responder model of police-based crisis intervention training to help 
persons with mental disorders and/or addictions access medical treatment rather than place them in the 
criminal justice system due to illness related behaviors. It promotes officer safety and the safety of the 
individual in crisis. CIT reduces arrests of people with mental illness and substance use disorder while 
increasing the likelihood of receiving behavioral health services. CIT changes perceptions by police and 
creates supportive and less criminalizing interactions between first responders and individuals with 
substance use issues (Table 11). 
 
Table 11 

Target Audience Police. 
Location Multiple, USA (Content and Results sections below from study in Georgia, USA). 
Delivery mode In person. 
Intervention 
Duration 

40 hours. 

Content Officers received Crisis Intervention Team training, consisting of discussions with mental 
health professionals and advocacy groups, site visits to local emergency receiving 
facilities and inpatient psychiatric units, and de-escalation training using videos and role-
playing. Training topics included depression, substance use, and schizophrenia. 
Materials were focused on cocaine dependence and alcohol dependence. 

Results Officers trained in CIT demonstrated enhanced self-efficacy for interacting with 
individuals with depression, cocaine dependence, schizophrenia, and alcohol 
dependence. CIT-trained officers reported reduced social distance regarding individuals 
with these four psychiatric conditions. 

Link to learn more Training and Program information: https://www.citinternational.org/  
Available for 
public use? 

Yes. 

 
Medication Assisted Treatment (MAT) Training14  
 
Medication Assisted Treatment (MAT) is seen as the gold standard of evidence-based treatment for 
substance use disorder. MAT decreases cravings and symptoms of withdrawal while preventing patients 
from getting high; reduces the chance of overdose; is cost-effective and convenient; and allows people to 
resume their normal functioning to address the full scope of their recovery. While MAT is highly effective, it is 
also highly stigmatized and underutilized. Many providers believe that MAT is not a form of recovery and is 
replacing one substance with another. Numerous providers do not understand the evidence behind MAT. 
MAT trainings focus on educating health care professionals about the evidence base and effectiveness of 
MAT as a treatment option and dispelling common myths (Table 12). 
 



 
 

 
 

Collaborative Consulting, Inc | CONFIDENTIAL   OCH | 8.12.21 
 

14 

Table 12 
Target Audience Providers and health care professionals. 
Location Multiple, USA. 
Delivery mode In person or online. 
Intervention 
Duration 

• Educational training lengths vary. 
• To prescribe medications, providers must complete 24 hours of training. 

Content Efforts to combat MAT stigma focus on educating health care professionals about the 
evidence base and effectiveness of MAT as a treatment option and dispelling common 
myths around MAT. 

Results MAT education and training increase beliefs in treatment efficacy, MAT as a form of 
recovery, and positive perceptions of individuals using MAT. 

Link to learn more MAT Information and Myth Busting Materials: https://www.opioidlibrary.org/wp-
content/uploads/2019/06/NCBH_MAT_MythsVFacts.pdf ; 
https://www.opioidlibrary.org/wp-
content/uploads/2019/08/CHCF_MATOpioidUseDisorderOvercomingObjections.pdf; 
https://www.bmcobat.org/resources/?category=8#Substance+Use+Disorder+101   

Available for 
public use? 

Yes. 

 
Screening, Brief Intervention, and Referral to Treatment (SBIRT)15  
 
Screening, Brief Intervention, and Referral to Treatment (SBIRT) is an evidence-based approach for 
intervening at all stages of substance use disorder. SBIRT consists of three components:  
 

1. Screening: Health care providers use standardized, validated tools to assess patients for risky 
behaviors associated with SUD. 

2. Brief Intervention: Health care providers engage patients in a short conversation about harmful 
substance use, offering advice and answering questions. 

3. Referral to Treatment: Health care providers refer patients to treatment as necessary. 
 
SBIRT is unique in its universal screening of all patients regardless of an identified disorder, allowing health 
care professionals to address the spectrum of behavioral health problems even when the patient is not 
seeking treatment. SBIRT programs are being embraced throughout the country because of their outcomes, 
high return on investment, and low burden of time and resources from providers. These programs have 
decreased stigma and improved attitudes towards patients with substance use issues (Table 13). 
 
Table 13 

Target Audience Providers and health care professionals (Study below focused on undergraduate nursing 
students). 

Location Multiple, USA (Content and Results sections below from study in Pittsburgh, PA, USA). 
Delivery mode In person. 
Intervention 
Duration 

15 weeks (other SBIRT training is significantly shorter). 

Content The intervention consisted of a 15-week semester that included (a) SBIRT education and 
(b) weekly clinical experiences with patients who had alcohol use problems. 

Results The undergraduate nursing students' stigma decreased, and attitudes toward working 
with patients who had opioid use problems improved. 

Link to learn more SBIRT Training and Rural Implementation Information: 
https://www.ruralhealthinfo.org/toolkits/substance-abuse/2/treatment/sbirt  
SBIRT Toolkits, Webinars, and Training Videos: https://ireta.org/resource-
library/?resource_type=webinar  

Available for 
public use? 

Yes. 
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Trauma-Informed Care: Seeking Safety Approach16,17  
 
Childhood trauma contributes to adult substance use and increased risk of severe trauma for the children of 
parents with substance use disorder. General population surveys estimate that 75% of individuals with 
substance use disorders have experienced trauma at some point in their lives; rates are higher among 
populations seeking treatment for opioid addiction. By addressing past trauma, patients experience better 
treatment outcomes and reduced stigma by combatting the idea of individual culpability (Table 14). 
 
Table 14 

Target Audience Providers and health care professionals. 
Location Multiple, USA. 
Delivery mode In person or online. 
Intervention 
Duration 

6 hours (can vary). 

Content Seeking Safety is a coping skills approach that addresses trauma-related problems and 
substance use. Seeking Safety is one of the lowest cost evidence-based models 
available for trauma and addiction and has shown strong results for heavy drug users. 
Seeking Safety provides education and coping skills to help patients attain safety from 
trauma and addiction. It was designed for flexible use: group or individual format; males 
and females; all levels of care; all types of trauma and substances; and has been studied 
in adults and adolescents. It covers safety, help seeking, setting boundaries, emotional 
regulation, re-traumatization, self-care, and recovery. There are various Seeking Safety 
training options, including a training on Trauma-Informed Care. 

Results A trial of the Seeking Safety approach found that training delivered by peers and 
professionals produced positive outcomes on trauma problems and addiction. By using 
trauma-informed care approaches, including standardizing Adverse Childhood 
Experiences (ACEs) questionnaires, rural providers who focus on substance use 
disorder and MAT have had successful treatment results. Trauma-informed care 
methods acknowledge that a lack of empathy and understanding between patient and 
provider poses a serious barrier to care.  

Link to learn more Seeking Safety Trainings; Trauma-Informed Care (The Link Between Trauma and 
Addiction): https://www.treatment-innovations.org/many-topics-we-train-on.html  

Available for 
public use? 

Yes. 

 
Implement Training to Inform Better Care of American Indian Populations 
 
American Indians tend to experience more stigma around substance addiction and negative consequences 
because of multiple factors, including intergenerational trauma, lack of cultural understanding, stereotypes, 
historic oppression from western medical providers and government institutions, and lack of access to 
treatment. Provider education and training, including a focus on cultural competency, trauma-informed care, 
American Indian history, traditional healing practices, and communication techniques, decrease stigma and 
alleviate stigma's negative effects for American Indian communities.   
 
Provider organizations can also increase American Indian staff and clinicians and identify tribal liaisons to 
alleviate stigma. Identifying tribal liaisons ensures that care provided is culturally competent and that 
American Indians are involved in program design, planning, and implementation.18 Below are resources that 
provide education and training for health care providers on trauma-informed and culturally informed 
substance addiction treatments tailored to meet American Indian community needs (Table 15).  
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Table 15: Trauma and Cultural Informed Substance Use Addiction Treatments Resource List 
Title Description Link 
Cultural 
Competency: 
Language, Culture, 
and Intervention19  
 

A three-part series developed by 
SAMHSA devoted to discussing 
resources that increase the impact 
of provider programs while using 
cultural components unique to tribes. 

 

• Language, Culture, and 
Intervention Part 1: Culture & 
Adapting Intervention (1 hour, 24 
minutes)  

• Language, Culture, and 
Intervention Part 2: Marketing 
Your Program (1 hour, 30 
minutes)  

• Language Culture and 
Intervention Part 3: Implementing 
Evidence-Based Intervention (1 
hour, 33 minutes)  

Trauma-Informed 
Care: Healing Our 
Relatives 
 

Three-part webinar series by 
SAMHSA focused on the impact of 
trauma on communities, recognizing 
signs and symptoms of trauma, and 
using cultural practices to strengthen 
trauma-informed care.  

 

• Healing Our Relatives – Part 1: 
Trauma-Informed Approaches in 
Indian Country (2 hours). 

• Healing Our Relatives – Part 2: 
Cultural Interventions as Trauma-
Informed Approaches (1 hour, 4 
minutes)  

• Healing Our Relatives – Part 3: 
Honoring Our Warriors (1 hour, 10 
minutes). 

Tribal/Urban Indian 
Provider Training: 
Providing Culturally 
Responsive 
Substance Use 
Disorder Treatment 
in Indigenous 
Communities 
 

Two-hour live virtual training for 
Tribal and Urban Indian health care 
providers features clinical strategies 
to infuse indigenous culture into 
evidence-based practice. 

 

• https://www.uclaisap.org/oasis-
tta/html/projects/tribal-urban-
indian-provider-trainings.html 

Native American 
Substance Abuse 
Prevention Skills 
Training (SAPST)  
 

5-hour online training followed by 
four-day face-to-face training. The 
program trains Native American 
substance abuse prevention 
practitioners and those working in 
Native American communities to 
develop the knowledge and skills 
needed to address substance use 
prevention and provide effective 
prevention services to their 
communities using the strategic 
prevention framework.  

 

• https://pttcnetwork.org/centers/glo
bal-pttc/training-and-events-
calendar 

The University of 
British Columbia 
Learning Circle 
 

An ongoing video conference and 
webinar initiative that encourages 
sharing knowledge about health and 
well-being. The program provides 
educational and informational 
opportunities to health care workers 

• Taking Care of Each Other: 
Indigenous Perspectives on Harm 
Reduction: 
https://www.youtube.com/watch?v
=zp7wzxUOUE0  
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and professionals in First Nations 
communities. 
 

• Others: 
https://learningcircle.ubc.ca/past-
sessions/ 

Indian Country 
ECHO 
 

Indian Country ECHO is a free 
service for clinicians and health 
programs serving American Indian 
and Alaska Native people. The 
Substance Use Disorder ECHO 
(Extension for Community Health 
care Outcomes) Program enhances 
clinicians’ ability to provide care to 
patients with SUD through offering 
presentations and sharing with 
peers. 

 

• Indian Country ECHO website: 
https://www.indiancountryecho.org
/upcoming-events/  

• Substance Use Disorder Clinic 
Presentations: 
https://www.indiancountryecho.org
/substance-use-disorder/topic-
presentations/ 

Northwest Portland 
Area Indian Health 
Board 
 

Representing forty-three federally 
recognized tribes in Oregon, 
Washington, and Idaho and 
promoting a mission to eliminate 
health disparities and improve the 
quality of life of American Indians 
and Alaska Natives by supporting 
Northwest Tribes in their delivery of 
culturally appropriate healthcare.  

 

• The organization produces 
multiple educational videos 
related to substance use disorder.  

• https://www.youtube.com/channel/
UCunXSKTC9h6it_s7CXwo72A/vi
deos   

 

Native Center for 
Alcohol Research 
and Education 
(Washington State 
University) 
 

The Center’s mission is to optimize 
alcohol intervention research for 
public health and the Native 
community.  

 

The Center provides resources and 
webinars that promote better care for 
Native communities. 
https://ireach.wsu.edu/p4nh/webinar/ 

 

 
Additional resources can be found in Appendix A.3. 

 
2. OVERSIGHT AND ACCOUNTABILITY FOR HEALTH CARE PROVIDER ORGANIZATIONS 
 
To ensure provider organizations address substance addiction stigma, they can assess their efforts on an 
ongoing basis. By collecting data and tracking metrics related to substance use stigma, health care 
organizations can create a baseline understanding of how stigma manifests in their organization, design 
targeted interventions and educational programming, track improvement, and create accountability. 
Assessment and evaluation can occur at multiple levels, including organizational evaluations, patient 
generated data, or quality metrics. These efforts can be paired with oversight mechanisms such as 
scorecards or public recognition to create external accountability.  
 
Organizational Evaluation 
 
For health systems to combat stigma, they need to understand where stigma exists in their organization and 
then design interventions to address those specific areas. To embrace an anti-stigma philosophy, health care 
organizations could frame their organizational evaluation through an equity, recovery, and/or a staff centered 
orientation.  
 
An equity orientation to evaluation focuses on measuring and addressing equity to improve the 
organization's parity, dignity, and quality of care. Reducing substance use stigma and embracing harm 
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reduction is one evaluation element that providers can emphasize while embracing an equity-oriented 
organizational evaluation.20  
 
Another framing of organizational evaluation is thinking about a healthcare organization as a recovery-
oriented practice. Recovery-oriented practices have six dimensions, (1) creating a culture and language of 
hope, (2) recovery is personal, (3) recovery occurs in the context of one’s life, (4) responding to diverse 
needs of everyone in your catchment area, (5) work with special populations, and (6) recovery is about 
transforming services and systems. To assess the extent that an organization embraces the dimensions of a 
recovery-oriented practice, organizations complete an assessment of their processes, staff, and 
organization. 21  

 
A staff-centered orientation to assessing stigma focuses on examining the beliefs, attitudes, and implicit or 
unconscious biases that health care providers (e.g., emergency department staff, nurses, primary care 
doctors, pharmacists) have toward people with substance use issues. Several scales (see Appendix B.1) 
have been established to measure health care providers’ attitudes and are administered to evaluate the 
effectiveness of anti-stigma interventions to improve the knowledge and attitudes of health care providers. 
Assessing organizational culture involves administering scales at regular intervals over longer periods.22  
 
More detail on these organizational evaluation approaches can be found in Appendix B.1. 
 
Patient Generated Evaluations and Data 
 
Capturing and assessing data on interactions with health care providers and the stigma experienced by 
those who have substance use issues is central to alleviating stigma. A study with individuals who had 
experienced structural stigma within health care settings provided input on qualities of an ideal patient-
centered measurement instrument. Participants identified the need to measure outcomes relevant to people 
with lived experience and their family members, rather than focus only on employee perceptions or 
processes of care, as many audit instruments do. Three measurement domains were identified, including: (1) 
the overall culture of care, (2) the extent to which services were person-oriented and provided person-
centered care, and (3) the extent to which recovery principles were reflected in the care provided.23  
 
More detail on the three patient generated measurement domains can be found in Appendix B.2. 
 
Quality and Success Measures 
 
To combat stigma in health care settings, organizations must ensure that patients with substance use issues 
receive high-quality care as measured by patient outcomes, clinical processes, and access to services. 
Provider organizations have an opportunity to embrace substance addiction stigma as a quality-of-care 
problem. Quality-of-care is a structural priority, continually at the forefront of concern of health care 
organizations. The Institute of Medicine defines six dimensions of quality care (safety, effectiveness, patient 
centeredness, timeliness, efficiency, and equitable care), many of which are also negative outcomes of 
stigmatization. Framing stigma, at least in part, as a quality-of-care concern promotes the conceptualization 
and measurement of different forms of stigmatization across quality indicators, as performance deficits.24  
 
Tracking the quality of care of substance use disorder services is an essential pairing for tracking stigma 
alleviation. Without quality care, stigma alleviation efforts will have little impact. Quality measures can be 
used to understand the baseline disparities in quality-of-care for patients with substance use issues and track 
progress on combating stigma and improving outcomes. This involves comparing outputs of quality 
measures from people with substance use issues to those without substance use issues to disparities and 
structural stigma. Measures can be tracked through a continuum of care framework along with several 
components of health care delivery, including finance, infrastructure, triage, access, patient satisfaction, 
follow-up care, screening and assessment, and patient participation.25  

 
More detail on quality and success measures can be found in Appendix B.3. 
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External Oversight Mechanisms 
 
Oversight monitored by an external organization creates an accountability mechanism that encourages 
sustained efforts and community validation for anti-stigma work facilitated by health care providers. One 
oversight mechanism is a scorecard where the oversight body determines categories on which health care 
organizations or counties are scored. Within those categories, there are standardized metrics used as inputs 
to generate a score or grade. Scores or grades are assessed at a regular cadence to show progress or 
challenges over time. Scores can be used to highlight areas of success that can be scaled across an 
organization or throughout a county. The data collected can also uncover opportunities for change and target 
areas for interventions. Scorecards used in conjunction with learning collaboratives create venues for 
health care providers to learn from leading peer organizations and work collectively to develop 
interventions that address shared challenges throughout a region.26  
 
More detail on oversight mechanisms and an example can be found in Appendix B.4. 
 
3. PUBLIC EDUCATION CAMPAIGNS 
 
Substance addiction stigma is widespread in many communities throughout the US, especially in rural areas. 
Stigma presents as stereotyping and overgeneralizations about people with substance addiction, blaming 
people for their addiction, holding negative attitudes towards people with substance addiction, and failing to 
recognize treatment effectiveness. Stigma can marginalize people with substance addiction, prevent people 
from seeking treatment, and deter public support of recovery-oriented policies.  
 
There are various types of public education campaigns that can be used as stand-alone initiatives or 
together to reduce community held substance addiction stigma. This section covers five types of campaigns 
to combat the most pervasive forms of community held substance use stigma, including narratives from 
and contact with people with lived experiences, treatment-oriented campaigns, harm reduction 
campaigns, community convening, and leveraging community organizations and leaders. Across 
these public education campaign types, there are a series of best practices, including:2  
 

• Identify well-defined goals and objectives for the campaign. 
• Make strong appeals that are relevant and personally consequential to audiences. 
• Understand how an audience orients to a message and the cues and styles that hold their attention.  
• Know what matters most to a specific target group.  
• Test messaging first through focus groups, interviews, or online mediums. 
• Include narratives and contact with individuals with lived experience. 
• Pair narratives with information about the broader context. 
• Use and encourage destigmatizing and people-first language. 
• Dispel myths and misinformation. 
• Embrace a multiple treatment pathway philosophy. 
• Promote harm reduction principles. 
• Create participatory community spaces. 
• Involve community leaders and organizations. 
• Collect data to measure impact and success. 

 
Unintended Consequences 
 
Public education campaigns can have unintended consequences, including perpetuating instead of 
combating stigma. To avoid negative effects, convening organizations should include various stakeholders in 
the planning process, including people with lived experience. Convening organizations should test 
messaging with representative samples before launching full scale campaigns to understand how messages 
are internalized and interpreted. 
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One example of a campaign that had unintended consequences was the “Disease Like Any Other” 
campaign. This campaign, led by the National Alliance on Mental Illness (NAMI), ran from the 1990s through 
the early 2000s and was the predominant stigma reduction strategy in the US. The “Disease Like Any Other” 
campaign equated mental illnesses and substance use disorders with other biological conditions like 
diabetes. As a result of this and other education efforts, Americans’ understanding of the neurobiological 
causes of both conditions increased from 1996 to 2006, but corresponding decreases in public stigma toward 
individuals with these conditions did not occur. Some evidence suggests that endorsement of the biological 
disease model may increase stigma because of increased perceptions of permanence and related 
pessimism regarding the potential for recovery from mental illness and substance use disorder.27  
 
Narratives from and Contact with People with Lived Experiences 
 
Public education campaigns that include personal narratives from those with lived experience effectively 
reduce substance addiction stigma. Meaningful contact with people with lived experience is more effective 
than shared narratives.27  
 
One example of a campaign using personal narratives is “Life Unites Us,” which uses stories to end stigma 
around opioid addiction in Pennsylvania. The campaign highlights stories from across the State to show that 
opioid addiction impacts people from all walks of life and is a treatable medical condition where recovery is 
not only possible but probable. View stories and more information here: https://lifeunitesus.com/. 
 
Pair Narratives with Contextual Information 
 
It is important that any public education campaign pair personal narratives with information about the broader 
context. Without contextual knowledge, audiences are less likely to understand the role of societal drivers 
and instead blame the individual depicted for the problem he or she faces. This leads to further 
stigmatization and decreases willingness to support policies benefiting people who have substance use 
issues. Research demonstrates that the public is more likely to support policies benefiting individuals whose 
problems are perceived as stemming from societal causes outside of individual control rather than policies 
benefiting individuals who are perceived to be responsible for causing their problems. 
 
A narrative that tells a story about a specific individual with drug dependence should describe the social and 
environmental risk factors that contributed to that individual’s condition and place the individual’s story in the 
context of drug dependence in the US. Narratives have been shown to enhance audiences’ engagement with 
the issue and elicit emotional responses, enhancing receptivity to the narrative’s message.27  
 
Contact with People with Lived Experience 
 
Often there is little contact between people who experience substance addiction and those who do not. Lack 
of contact can foster discomfort, distrust, and fear. Contact based interventions aim to overcome this 
interpersonal divide and facilitate positive interaction and connection between these groups. In these 
interventions, people with substance use disorders interact with the public, describing their challenges and 
stories of success. The strategies aim to reduce public stigma on a person-to-person basis but have also 
benefited self-stigma by creating a sense of empowerment and boosting self-esteem.2  
 
When partnering with people with lived experience, ensure respectful engagement such as:28  
 

• Recognizing people with lived experience as experts. 
• Engaging with people with lived experience as early as possible in the design or planning phase of 

the selected project and committing to staying engaged with them throughout. 
• Appreciating that people with lived experience can do more than tell their stories. Partnerships can 

extend beyond telling stories to provide expert perspectives and insights.  
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• Avoiding tokenism by including multiple people with lived experience to prevent isolating or 
overloading one person and create a safer space in which to speak. 

• Practicing equity, diversity, and inclusion and acknowledging intersectionality. 
• Acknowledging unearned privilege and power imbalances and addressing them openly. 
• Creating culturally safe spaces in which to work and engage with each other. 
• Recognizing the emotional labor required of people with lived experience in the work they do. 
• Providing financial compensation that recognizes the expertise of people with lived experience. 

 
Treatment Oriented Campaigns 
 
The stigma associated with addiction and treatment options drives individuals to avoid seeking treatment and 
hinders their path to recovery. By educating the public on effective treatment options, individuals in recovery 
feel supported in seeking care, and communities are more likely to support policies that expand access to 
treatment options.  
 
Multiple Pathways to Recovery 
 
Misunderstandings about pathways to recovery stigmatize people with substance addiction. Individuals who 
experience substance use disorder should be supported through any of the multiple paths of recovery. 
People choose their recovery pathway based on cultural values, socioeconomic status, psychological and 
behavioral needs, and the nature of their substance use disorder. Public campaigns can educate 
communities about different options and share lived experience stories. Some forms of recovery include 
natural recovery, recovery mutual aid groups, medication-assisted recovery, peer-based recovery supports, 
family recovery, technology-based recovery, and alternative recovery supports.29 
 
Massachusetts launched the “State Without StigMA” awareness campaign, which was designed to lower 
barriers to treatment created by stigma and featured multimedia ads with Massachusetts residents in 
treatment for substance use disorder. Part of the campaign was educating the public about the multiple 
pathways to treatment and promoting personal narratives. The $850,000 campaign’s goal was to reduce 
stigma by providing detailed information about the illness of addiction and educating the public about 
stigmatizing behaviors and how to reduce them. By encouraging those impacted by substance use disorder 
to talk about their journey, the campaign brought the disease of addiction out of the shadows. Thirty-three 
radio stations aired spots around the state, and 64 billboards reached 5.9 million riders each week. Funded 
by a federal grant to the Department of Public Health in collaboration with the Governor’s Opioid Working 
Group, the campaign’s website hosts video testimonials from those in recovery talking about how stigma 
hurts and asks visitors to take a pledge of support. Website visitors can nominate a #StateWithoutStigMA 
individual, group, or business Champion of the Month that showcases extraordinary work to eliminate the 
stigma of addiction.30 To learn more: https://www.mass.gov/state-without-stigma  
 
Evidence-Based Treatment: Medication Assisted Treatment 
 
Medication Assisted Treatment (MAT) is seen as the gold standard of evidence-based treatment for 
substance use disorder. While MAT is highly effective, it is also highly stigmatized and underutilized. Many 
believe that MAT is not a form of recovery, and it is replacing one substance with another. Many 
communities do not understand the evidence behind MAT and have beliefs in several stigmatizing myths. 
Communication campaigns that dispel myths and emphasize the efficacy of medication-assisted treatments 
increase public support for expanded funding and delivery of treatments.27 Sharing personal narratives of 
MAT treatment success decreases stigma. One study found that sharing vignettes portraying people 
successfully treated for substance addiction compared to untreated people improve public attitudes about 
people with substance addiction, beliefs in treatment effectiveness, and social distance attitudes.31 
Educational resources and messaging about combating common myths and MAT effectiveness can be found 
here: https://www.shatterproof.org/learn/addiction-treatment/medications-for-addiction-treatment. 
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Structural Barriers to Treatment 
 
Public education campaigns about structural barriers to treatment can alleviate social stigma and increase 
support for policies that address structural stigma related to substance addiction. Communication strategies 
emphasizing structural barriers to treatment, such as inadequate insurance coverage, provider shortages, 
and a lack of evidence-based services are effective strategies for consumer advocacy groups to garner 
public support for improving substance use disorder service systems. Messages about barriers to treatment 
are associated with increased feelings of compassion, as well as greater support for beneficial policies, 
including expanding Medicaid health insurance benefits to cover prescription opioid use disorder treatment. 
Barriers to treatment messages are also associated with decreased support for punitive policies, including 
requiring health care providers to report pregnant women with opioid use disorders to the state’s child 
welfare agency.27  
 
Harm Reduction Campaigns 
 
Harm reduction, as defined by the National Harm Reduction Coalition, is a “set of practical strategies and 
ideas aimed at reducing negative consequences associated with drug use.” Harm Reduction is a movement 
for social justice built on a belief in and respect for the rights of people who use drugs. Harm reduction 
incorporates strategies that include safer use, managed use, abstinence, meeting people where they’re at, 
and addressing conditions of use along with the use itself.” Example harm reduction programs include 
needle exchanges and naloxone, which reverses overdoses.32  
 
Harm reduction initiatives save lives, acknowledge the complexities of drug use, embrace a people first 
philosophy, and support individuals wherever they are on their path of recovery. However, many people 
misperceive harm reduction initiatives as encouraging substance use, increasing substance use and crime, 
and wasting resources. Many of these beliefs are rooted in unfounded stereotypes about people who use 
drugs. Sympathetic narratives combined with educational messages about harm reduction approaches, 
including messages that refute common misconceptions, hold promise for increasing public support for harm 
reduction strategies and principles (see Appendix C.1 for a list of harm reduction principles).  
 
A recent study tested a narrative describing a young woman who died from a prescription opioid overdose. 
The narrative combined a sympathetic description of the woman with educational messages about naloxone. 
It included messages to refute a common misconception that naloxone encourages people to continue using 
prescription opioids by providing a safety net from an overdose. The narrative argued that many people 
whose lives are saved by naloxone see it as a wake-up call and enter treatment. This narrative raised public 
support for policies that would train first responders to use naloxone, provide naloxone to friends and family 
members of people at risk of opioid overdose, pass laws to protect people if they call for medical help, and 
pass laws to legally protect people who administer naloxone.27  
 
The National Harm Reduction Coalition hosts virtual and in person training opportunities on various harm 
reduction related topics, https://harmreduction.org/our-work/training-capacity-building/.  
 
Community Convening 
 
Bringing community members together in organized and facilitated sessions that pair education with open 
dialog can make communities active members of their learning process and feel heard. These methods allow 
interaction and assistance with processing stigma to create meaningful reductions in community-level 
stigma. Community convening can take place in a variety of formats including, community listening forums 
and anti-stigma workshops.  
 
Community Listening Forums  
 
As designed by the organization Faces and Voices of Recovery, Community Listening Forums are an 
opportunity for the recovery community to make its voice heard. The forums are an excellent way to raise 
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awareness of issues facing people seeking help or recovering from substance addiction. They can also help 
jump-start advocacy efforts and promote new attitudes and policies. They are an effective way to bring a 
community together to share experiences in a supportive, recovery affirming environment. 
 
Community Listening Forums consist of four categories of participants, including speakers, a listening panel, 
moderators, and the audience. The speakers are the bulk of the program and include members of the 
recovery community and allies that have personal experience with the topic and issues raised. The listening 
panel helps elevate the importance of the recovery stories and issues. Listening panel members can include 
community leaders, public officials, and influential community members. Their primary responsibility is to 
listen, and then following the testimonies of speakers, each panel member offers a brief response 
highlighting themes and overriding issues. The moderator facilitates responses of the listening panel and 
audience involvement. The audience consists of community members and organizations. More information 
and a Toolkit, which includes sample flyers, agendas, evaluations, and training materials for speakers: 
https://facesandvoicesofrecovery.org/wp-content/uploads/2019/06/Community-Listening-Forum-Toolkit.pdf. 
 
Anti-Stigma Project Workshops 
 
The Anti-Stigma Project fights stigma by raising consciousness, facilitating dialogues, searching for creative 
solutions, and educating all participants within or connected to the behavioral health community, including 
consumers, family members, providers, educators, and administrators. The program consists of a series of 
anti-stigma workshops that challenge participants to examine the impact of stigma on their professional and 
personal lives. The workshops enable participants to talk openly about attitudes, behaviors, and stigmatizing 
practices.  
 
There are many positive results from the program, including greater belief in overcoming psychiatric-related 
problems, increased awareness of stigma within the mental health system, and lower levels of prejudice 
toward people with substance use issues. The workshops raise awareness, improves attitudes, decreases 
stigma, and fosters a sense of personal recovery. http://onourownmd.org/projects/the-anti-stigma-project/. 
 
Leveraging Community Organizations and Leaders  
 
An effective way to combat stigma in a community is to promote destigmatizing messages and actions 
through community leaders and sectors of influence, including faith leaders and employers.  
 
Faith Community 
 
In many communities, faith leaders and congregations have the social capital to influence attitudes and 
beliefs. Faith communities are a strategic place to combat substance use related stigma.  
 
For example, the Global Outreach for Addiction Learning and Leading (GOAL) Project is a nonprofit Christian 
organization based in Lancaster County, Pennsylvania, that has helped others offer a compassionate 
response to the disease of addiction. GOAL provides volunteer training teams and workshops geared to faith 
communities. Churches and communities tasked with helping individuals and families who experience 
addiction can access information and resources, training, consultation, and assistance with forming 12-step 
support groups. Recently GOAL has offered a new program called Face Addiction with Intervention & 
Training for Healing (F.A.I.T.H.)- an initiative to mobilize congregations to develop team ministries focused 
on prevention awareness and support for recovering individuals and family members. They also partnered 
with FAITH Partners, a nonprofit that has trained hundreds of people in congregations from 22 faith traditions 
in 26 states, to implement the SAMHSA best practices for determining community readiness, developing 
leadership and teams, and working on sustainability of programs. To learn more: www.goalproject.org.30  
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Employers 
 
Employers in many communities hold stigmatizing attitudes towards people who experience substance 
addiction. This stigma leads to a lack of willingness to hire and support employees who struggle with 
substance addiction. Combatting stigma through employers can support employees struggling with 
substance addiction and have a broader impact because of the community respect many employers hold.  
 
New Hampshire implemented the "Recovery Friendly Workplace (RFW) Initiative, which promotes individual 
wellness by empowering workplaces to support people recovering from substance use disorder. The RFW 
Initiative gives business owners resources to foster a supportive environment that encourages the success of 
their employees in recovery. RFWs support the recovery community by recognizing recovery from substance 
use disorder as a strength and being willing to hire people in recovery. Workplaces provide employees with 
community resources, including local recovery supports, to promote health and recovery for themselves and 
their family members. They also ensure supervisors and employees receive annual training on alcohol, 
tobacco, and other drug policies and education on substance misuse, behavioral health, and addiction. To 
learn more: https://www.recoveryfriendlyworkplace.com/.30  
 
Additional Public Education Campaign examples can be found in Appendix C.2. 
 
4. CLOSING 
 
Substance addiction stigma is a ubiquitous, persistent, and multifaceted problem that impedes recovery. To 
combat substance addiction stigma in a region, organizations need to address multiple levels of stigma 
perpetuated by health care providers and community members. Implementing interventions focused on the 
social level of stigma through health care provider education and training, health care provider oversight and 
accountability, and public education campaigns can create an immediate impact.  
 
These interventions can be customized to meet local needs and combined to bolster their impact. For 
example, a learning collaborative can be used as a mechanism for local health care organizations to deliver 
evidence-based educational materials from people with lived experience, help organizations implement 
stigma focused quality metrics, and support providers in acting within their organizations. The health care 
organization focused learning collaborative can also be paired with a Community Listening Forum and 
community focused treatment oriented social media education campaign to combat stigma across a region, 
support individuals seeking treatment, and promote recovery. Based on resource constraints, community 
needs, and stakeholder support, a variety of interventions can be combined or implemented independently to 
combat substance addiction stigma. 
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APPENDIX A: HEALTH CARE PROVIDER EDUCATION AND TRAINING 
 
A.1 Health Care Provider Education and Training Funding Sources Guide 

 
Aggregators 

• Rural Health Information Hub: Provides a list of current funding opportunities by topic, including 
Stigma and Substance use and misuse (https://www.ruralhealthinfo.org/funding/topics/stigma & 
https://www.ruralhealthinfo.org/funding/topics/substance-use-and-misuse) 
o For each funding opportunity, the site provides information on opportunity description, 

deadlines, sponsor, contacts, eligibility, geographic coverage, funding amount, and application 
process. 
 

Federal & State 
• National Institutes of Health (https://grants.nih.gov/grants/oer.htm)  

o Example past grant opportunity: The Alcohol and Other Substance Use Research Education 
Programs for Health Professionals Program: provides grants to support research educational 
activities that complement other formal training programs in the mission areas of the NIH 
Institutes and Centers, especially the public health impact of alcohol, opioids, and other 
substances, their associated consequences, and the persistent stigma associated with them. 
Funding will support creative educational activities with a primary focus on outreach. Activities 
should emphasize the dissemination of biomedical, behavioral, and clinical research findings 
from research on alcohol and other substance use to health care professionals engaged in 
direct patient care and clinical service delivery. 

• Office of National Drug Control Policy (ONDCP): Drug Free Communities Support Program  
(https://www.whitehouse.gov/ondcp/dfc/)  
o This competitive grant funding provides support for community coalitions that focus on 

comprehensive strategies and environmental change to prevent and reduce youth substance 
use. Applicants who meet the criteria to apply may request up to $125,000 in funding for each 
year of a five-year cycle, with the option to reapply competitively for another five-year cycle. 
The ONDCP is responsible for the program and partners with the Substance Abuse and 
Mental Health Services Administration's (SAMHSA’s) Center for Substance Abuse Prevention 
to administer and manage the program. Washington State currently has 25 Drug Free 
Communities grantees. For more information, the Drug Free Communities Support Program in 
Washington State, contact Ray.Horodowicz@hca.wa.gov 

• SAMHSA 
• National Institute on Alcohol Abuse and Alcoholism  
• National Institute on Drug Abuse 
• U.S. Department of Health and Human Services 
• Washington State Healthcare Authority (https://www.hca.wa.gov/about-hca/behavioral-health-

recovery/state-opioid-response-sor-grant)  
 

Private foundations and donors 
• Foundation for Opioid Response Efforts (FORE): The Foundation for Opioid Response Efforts 

(FORE) was founded in 2018 as a private 501(c)(3) national, grant-making foundation focused on 
addressing the nation’s opioid crisis. FORE is committed to funding a diversity of projects 
contributing solutions to the crisis at national, state, and community levels. FORE’s mission is to 
convene and support partners advancing patient-centered, innovative, evidence-based solutions 
impacting people experiencing opioid use disorder (OUD), their families, and their communities. 
(https://forefdn.org/grants-and-funding/) 
o Example past grant opportunity: Opioid Crisis Innovation Challenge 2021: This RFP targets 

projects which can explore and/or evaluate new “outside-the box” ideas, bring together 
approaches from several diverse fields, and engage multidisciplinary, cross-sector teams to 
solve some of the crisis’ most intractable problems. Currently, this opportunity will focus on 
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projects in the following areas: 1) Professional Education and Training, 2) Timely and 
Actionable Data, 3) Supporting the Transition from Treatment to Recovery. Applicants are 
eligible for a grant up to $300,00 a year for two years. 

 
A.2 Additional Learning Collaborative Examples 
 
Example Learning Collaborative: Center for Care Innovations’ (CCI) Addiction Treatment Starts Here: 
Primary Care Learning Collaborative.33  
 
Table 16 

Focus Area The Learning Collaborative included 30 primary care practices and offered a mix of program 
activities that have proven effective in enabling teams to expand access to MAT. The 
collaborative was funded through the State Opioid Response Grant as part of the MAT 
Expansion Project from the California Department of Health Care Services. 

Host 
Organization 

Center for Care Innovations (CCI) is a project of the Tides Center. The Tides Center is a 
nonprofit organization based in San Francisco that works with individuals, groups, and funders 
to implement and accelerate positive social change in the nonprofit sector. 

Participants 30 primary care health centers.  
Location California 
Duration 18 months 
Goals Create new access points for MAT in California’s health care safety net. 
Components • 3 Learning Sessions: A mix of virtual and in-person learning sessions to share and learn 

from peers and experts. 
• Topical Webinars: Expert- and peer-led sharing on topics such as MAT models, 

contingency management, MAT for youth, etc. 
• Site Visits: Option to learn from sites with mature MAT programs.  
• Motivational Interviewing training. 
• 1:1 coaching to support participant teams. 
• Online community to share resources and communicate. 
• Grants of $45,000 to help offset the costs of participating in program activities, regularly 

submitting data, and developing a MAT program. 
Participant 
expectations 

• Develop a core MAT team. 
• Actively participate in activities, including learning session, measurement (capability 

assessment, measure set, data lead), establish MAT program goals, progress reports. 
• Work with a learning collaborative coach. 

 
 
Example Learning Collaborative: Staten Island’s Performing Provider System’s MAT Learning 
Collaborative.34   
 
Table 17 

Focus Area Brings various stakeholders, including SUD buprenorphine waived providers, primary care 
waived providers, emergency department providers, administrators, and support staff to 
collaborate on improving the utilization of the buprenorphine waiver to improve access and 
delivery of MAT. 

Host 
Organization 

Staten Island Performing Provider System (SI PPS) is an alliance of clinical and social service 
providers focused on improving the quality of care and overall health for Staten Island’s 
Medicaid and uninsured populations. 

Participants Various healthcare providers, including SUD buprenorphine waived providers, primary care 
waived providers, emergency department providers, administrators, and support staff. 

Location Staten Island, New York 
Duration 5 months (with 2-hour monthly sessions) 
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Goals The main goal of the SI MAT Learning Collaborative was to improve the utilization of the 
buprenorphine waiver among clinicians to improve access and delivery of MAT. Key objectives 
included: 

• Increase prescriber understanding of MAT evidence-based guidelines and best practices. 
• Increase prescriber confidence and access to resources to manage complex cases. 
• Increase provider engagement and education. 
• Build linkages between SUD programs, ambulatory care settings, and emergency 

departments. 
• Establish common language for all providers to communicate to the community about 

MAT or shared messaging to patients. 
• Engage peers/people in recovery to hear their experiences and perspectives. 
• Expand peer, family and substance user engagement and education. 
• Present the VBP business case for MAT services. 

Components The Learning Collaborative combined continuing education, consultation, and clinical support 
from content experts. In addition, sample cases are reviewed to tackle several barriers and 
system gaps such as provider misconceptions about MAT guidelines, community awareness 
and acceptance of MAT, protocols, and benefits, stigma, and others. 

Participant 
expectations 

Participants were expected to work towards key deliverables and quality metrics including: 
• Pre and post knowledge assessment. 
• Increased utilization of waivered capacity in underutilizing cohort. 
• Increased adoption in emergency departments. 
• Improved treatment retention rates in Office of Addiction Services and Supports 

programs from participants. 
• Participation and session schedules. 
• Continuing Education/Training presentations. 
• Case presentations. 
• Final Summary/Evaluation Report. 

 
A.3 Additional Evidence Based Educational Intervention Examples 
 
Stigma, Discrimination, and Injecting Drug Use eLearning Module: 40 Minute Interactive Online 
Intervention9  
 
Table 18 

Target 
Audience 

Health care workers, including physicians, nurses, allied health professionals and others.  

Location New South Wales, Australia. 
Delivery 
mode 

Online. 

Intervention 
Duration 

40-minute online training. 

Key 
Success 
Factors 

• Contact with personal narratives from people with lived experience. 
• Short duration. 
• Online. 

Content Interactive modules included stories and personal encounters with people who inject drugs. 
Results Researchers measured attitudes towards people who inject drugs and then provided 

participants with hypothetical scenarios and measured how likely they would support negative 
actions of others when working with people who inject drugs. The scenarios addressed issues 
a health care worker may face with this population, such as whether they would support a 
health worker who turns away a person who injects drugs because he/she has ongoing health 
issues but refuses to stop using drugs. After completing the online modules health 
professionals had fewer negative attitudes towards people who inject drugs. Participants were 
less likely to support actions depicted in the scenarios that were negative or discriminatory 
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towards people who inject drugs. Participants had less concern that a client’s behavior would 
make them feel unsafe or worry that their patients would become violent. 

Link to learn 
more 

https://journals.sagepub.com/doi/10.1177/2055102917707180  

Available for 
public use? 

No (only available in Australia)  

 
APPENDIX B: OVERSIGHT & ACCOUNTABILITY 
 
B.1 Organizational Evaluation Examples & Tools 
 
Equity-oriented Health Care- EQUIP Health Care 
In order address and alleviate substance addiction stigma, health care providers can take an approach to 
evaluation and measurement through an equity-oriented methodology. By taking an equity approach, the 
organization is addressing equity and stigma challenges beyond substance use to improve the parity, dignity, 
and quality of care across the provider organization. Provider organizations can collect patient reported 
evaluation data that does not make people who are seeking substance use services feel singled out. This 
approach incorporates training, organizational evaluations, and patient experience surveys.20  
 

• Training/overview modules: https://equiphealthcare.ca/equipping-for-equity-online-modules/. 
 

• Rate your organization exercise: 10 Strategies to Guide Organizations in Enhancing Capacity for 
Equity-Oriented Health Care (answering questions on a scale of 0-10), https://bcpsqc.ca/wp-
content/uploads/2020/11/Rate-Your-Organization-_EQUIP-Health-Care-_2020-DEC.pdf, topics 
include: 
o Explicit commitment to equity. 
o Supportive structures, policies, and processes. 
o Re-envision how time is used. 
o Attend to power differentials. 
o Tailor care, programs, and services to context. 
o Actively counter racism and discrimination. 
o Promote community + patient participatory engagement. 
o Tailor care, programs, and services to histories. 
o Enhance access to social determinants of health. 
o Optimize use of place and space. 

 
• Rate your organization: Harm Reduction and Reducing Substance Use Stigma (answering questions 

on a scale of 0-10), https://equiphealthcare.ca/files/2019/12/HRT-Apr-17-2018.pdf, topics include: 
o Harm reduction is identified as an explicit commitment in mission, vision, or other foundational 

policy statements of your organization. 
o Supportive structures, policies, processes, and training opportunities are in place or in 

development to support the commitment to harm reduction. 
o Places and spaces are used optimally to make all people feel welcome. 
o Time is used in a flexible way to meaningfully engage with people who come for services. 
o Power differentials are attended to. 
o Programs, services, and resources are tailored to local contexts. 
o Racism and discrimination are actively countered. 
o Services and program are tailored to address inter-related forms of violence, including violence 

in the past that continues to exert effects in the present. 
o Services and programs are tailored to address the social determinants of inequity and harm. 
o People with experiences of substance use stigma and community leaders are meaningfully 

engaged in strategic planning decisions. 
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• Equity Walk-Through Exercise, https://equiphealthcare.ca/files/2019/12/Equity-Walk-Through-
Exercise-March-23-2018.pdf. 
o This exercise helps staff ‘walk through’ the physical and social spaces where they provide care 

or services to clients. It prompts staff to consider the extent to which these environments are 
likely to feel welcoming, culturally, and emotionally safe, and reduce harm for everyone, but 
especially for those who are most likely to feel unwelcome and unsafe. The space can be 
anywhere care or services are provided to clients. 
In this activity, organizations are asked to put themselves in their clients ‘shoes’ and imagine 
what it might be like for them to be in this physical and social space. Organizations are 
encouraged to think through equity from the perspective of demographics that the organization 
is aiming to serve, for instance indigenous people or people with substance addiction. The 
exercise has organizations pay particular attention to things in the environment that might 
create feelings of discomfort, stigma or feeling unsafe.  
 

• Patient survey: Equity-oriented Health Care Scale, 
https://equiphealthcare.ca/files/files/2020/08/EHCS-July-20-2020.pdf. 
o Focuses on questions about patients experience with staff in the past 12 months. For example, 

two included questions are, “In the past 12 months, how often did your health care providers 
seem open to talking about sensitive issues such as grief, mental health problems, substance 
use, or abuse experiences?” and “How often have you felt discriminated against by staff here, 
including health care providers, receptionists and others?” 

 
Recovery-oriented practice: An implementation toolkit 
 
Recovery-oriented practices have six dimensions, 1) creating a culture and language of hope, 2) recovery is 
personal, 3) recovery occurs in the context of one’s life, 4) responding to diverse needs of everyone in your 
catchment area, 5) work with special populations (American Indians), 6) recovery is about transforming 
services and systems. To assess the extent that an organization embraces the dimensions of a recovery-
oriented practice, organizations complete an assessment of their processes, staff, and organization. There 
are a series of questions within these topics that the organization completes and then scores. The following 
excerpt demonstrates the dimensions included:21  
 
Figure 4: Master Score System  

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 https://www.mentalhealthcommission.ca/sites/default/files/2021-06/Recovery_Implementation_Toolkit_eng.pdf 
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Assessing Provider Held Stigma and Organizational Culture22  
 
Stigma can be assessed by examining the beliefs, attitudes, and implicit or unconscious biases that health-
care providers (e.g., emergency department staff, nurses, primary care doctors, pharmacists) have toward 
people with substance use issues. Several scales have been established to measure health-care providers’ 
attitudes, including the Opening Minds Scale for Health Care Providers and the Opening Minds Provider 
Attitudes Toward Opioid Use Scale. Such scales are administered to evaluate the effectiveness of anti-
stigma interventions that aim to improve the knowledge and attitudes of health-care providers. Assessing 
organizational culture would involve administering scales at regular intervals over longer periods of time. 
 
B.2 Patient Generated Evaluation Examples 
 
Patient Survey Criteria Identified by Individuals with Lived Experience23  
 
A study with individuals who had experienced structural stigma within health-care settings provided input on 
qualities of an ideal client-centered measurement instrument. Participants identified the need to measure 
outcomes that are relevant to people with lived experience and their family members, rather than exclusively 
focus on employee perceptions or processes of care, as many audit instruments do. Three measurement 
domains were identified, including: (1) the overall culture of care, (2) the extent to which services were 
person oriented and provided person-centered care, and (3) the extent to which recovery principles were 
reflected in the care provided. 
 
1.Culture of care measurement: The Schwartz Center Compassionate Care Scale 

• This patient survey is designed to assess the culture of care and to measure the extent to which 
those who received care experienced it as compassionate. The items are scored on a scale of 1 to 
10, with 1 reflecting not at all successful and 10, very successful. Questions about patients’ 
experience with providers include, 
o Express sensitivity, caring and compassion for your situation? 
o Strive to understand your emotional needs? 
o Consider the effect of your illness on you, your family, and the people most important to you? 
o Listen attentively to you? 
o Convey information to you in a way that was understandable? 
o Gain your trust? 
o Always involve you in decisions about your treatment. 
o Comfortably discuss sensitive, emotional, or psychological issues? 
o Treat you as a person not just a disease? 
o Show respect for you, your family and those important to you? 
o Communicate test results in a timely and sensitive manner? 
o Spend enough time with you? 

 
2. Person oriented and provided person-centered care measurement: Adapt Dimensions of the Person-

Centered Care Instrument 
• Instrument is designed for elderly populations but can be adapted for patients with substance 

addiction. 
 

Table 19 
Dimension of Care  Item  
Personalization  • The doctors understood fully what I was going through.  

• I was made to feel at home very quickly.  
• The service was designed for the convenience of staff than for 

patients.  
Empowerment  • I felt as though the staff and I were partners in the whole process 

of my care.  
• Nobody asked me what I thought about my treatment.  
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• The nurses did not seem to listen to what I said.  
• The nurses always listened to what I said.  

Information  • At times I felt the doctors did not want me to ask questions.  
• I wish the doctor had given me a fuller explanation of my condition.  
• I was sometimes left waiting, not knowing what was going on.  
• The doctors should have given me more information about my 

treatment.  
Approachability/  
Availability  

• I was often unable to locate nurses for assistance.  
• Sometimes I felt a bit abandoned by the staff while in hospital.  
• I would have liked to speak with the nurses more often.  
• I would have like to speak to the doctors more often.  

Respectfulness  • The staff stood near me talking about me as if I wasn’t there.  
• The staff were very concerned about my privacy.  

Miscellaneous  • I had plenty of choice in the food they provided.  
• While in hospital I was waited on hand and foot.  

 
3. Recovery principles measurement: Items from the Recovery Self-Assessment Measure 
 

Table 20 
Dimension of Care  Item  
Life Goals  • Staff actively assist people in recovery with the development of 

career and life goals that go beyond symptom management and 
stabilization.  

• Staff routinely assist individuals in the pursuit of educational and/or 
employment goals.  

Involvement  • People in recovery work alongside agency staff on the 
development and provision of new programs and services.  

• People in recovery are regular members of agency advisory 
boards and management meetings.  

Diversity of 
Treatment Options  

• Criteria for exiting or completing the agency are clearly defined 
and discussed with participants upon entry to the agency.  

• This agency activity attempts to link people in recovery with other 
persons in recovery who can serve as role models or mentors by 
making referrals to self-help, peer support, or consumer advocacy 
groups or programs.  

Choice  • People in recovery have access to all their treatment records.  
• Agency staff do not use threats, bribes, or other forms of coercion 

to influence a person’s behavior or choices.  
Individually Tailored 
Services  

• This agency offers specific services and programs for individuals 
with different cultures, life experiences, interests, and needs.  

• All staff at this agency regularly attend trainings on cultural 
competency. 

 
B.3 Quality and Success Measures Examples 
 
Provider organizations have an opportunity to embrace substance addiction stigma as a quality-of-care 
problem. Quality of care is a structural priority, continually at the forefront of concern of health care 
organizations and most have established quality-of-care standards and processes through which to assess, 
measure, and improve patient care. The Institute of Medicine defines six main dimensions of quality care 
(safety, effectiveness, patient centeredness, timeliness, efficiency, and equitable care), many of which are 
also negative outcomes of the process of stigmatization. Framing stigma, at least in part, as a quality-of-care 
concern would allow the conceptualization and measurement of different forms of stigmatization across 
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these main quality indicators, as performance deficits. Common quality improvement tools can help to map 
the relation between problematic practices and quality-of-care outcomes. The following scenario illustrates 
how an organization might address mental health stigma through a quality-of-care approach (a similar 
approach could be applied to substance use disorder):24  
 

• Scenario: Patients with a history of mental illness present to emergency departments with various 
complaints and symptoms but are prematurely referred for psychiatric consultation and admission 
without full consideration, assessment, or treatment of physical symptoms or concurrent or pre-
existing disorders. Patients spend lengthy periods without care in the emergency room as providers 
disagree about which service should assume responsibility for the patients’ care. 
 

• Traditional approach to reduce stigma: An evidence-based programming approach focuses on 
encouraging emergency department staff to become aware of the reality and consequences of 
diagnostic overshadowing though education and consumer-based personal testimonies. The 
intervention does not focus on changes to workflows or processes. Attendance is low to moderate 
with limited engagement, in view of time and resource constraints and prioritization of various service 
needs. Outcome measures are attitudinal-based and satisfaction-based. 

 
• A care quality approach to reduce stigma: A quality-of-care perspective enhances educational 

programming by focusing on patient outcomes. Gaps in best practice for triage and emergency room 
care are identified using quality improvement tools such as cause–effect and driver diagrams. Critical 
incident ranking prioritizes the quality concern, leveraging administrative resources and leading to a 
change in workflow or process. For example, the implementation of a checklist screening tool for 
medical stability, improved triage, new algorithms, or care requirements for patients with mental 
health presentations, or the development and monitoring of quality indicators for the emergency care 
of patients with a history of mental illness. The prioritization of diagnostic overshadowing as a human 
risk factor for quality-of-care issues enhances uptake of contact-based educational interventions. 
 

The following are quality of care measurement frameworks that can be used to measure substance use 
related care and associated stigma. 
 
Structural Stigma in Health Care Audit Tool for Substance Use 8,22  
 
Potential indicators, measures, or audit items that measure structural stigma include: 

• Financial  
o Percentage of budget allocation for mental health and substance use (with target). 
o Equity of budgetary resource allocation (i.e., equity for mental health and substance use 

programs compared to others in terms of increases, decreases, cuts, strategic investments,  
 

• Infrastructure  
o Relative time since last new build or renovation of physical space for mental health and 

substance use treatment (often in the oldest, most decaying part of a hospital and among the 
last to be renovated). 
 

• Triage  
o Accuracy percentage of emergency department triage for mental health and substance use. 

 
• Access  

o Equity of wait times to see a mental health and substance use specialist (registered nurse, 
social worker, occupational therapist, or psychiatrist). 
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• Patient/client satisfaction  
o Measure, or score of patient self-reported quality of health care services they received 

compared to medical-surgical services. 
o Emergency department medical stability protocol and standard referral pathway for mental 

health and substance use and percentage of adherence. 
 

• Follow up care  
o Equity, availability, and wait times for urgent emergency department or inpatient follow up 

(e.g., 30-day), compared to follow up times for physical health acute care. 
 

• Screening and assessment   
o Screening and assessment for physical health (weight, blood pressure, lipids, immunization 

status, etc.) for patients with mental health and substance use disorders. 
 

• Patient/client participation  
o Tools that look at access, engagement, and functional outcomes. 

 
To assess structural stigma, health care providers can compare outputs of quality measures from people 
with substance use issues to those without substance use issues. This comparison reveals inequities and 
disparities that may indicate structural stigma. 
 

• How long do people wait for necessary health-care services (e.g., seeing a specialist)? 

• What is the accuracy of emergency department triage? 

• How do people rate the quality of their health-care experiences? 

• What are the rates of health screening and assessment? 

• How often is preventive care and routine treatment provided? 

• How often is follow up care provided after hospital discharge or other medical procedures? 

• What is the rate of patient safety and adverse events? 

• What is the rate of involuntary services? 

• What are the morbidity and mortality rates for a range of health conditions? 

Because structural stigma is also embedded in the written policies and procedures of health-care institutions, 
these should be assessed for stigmatizing language, rights protections, and discriminatory practices (e.g., 
unnecessary surveillance) including admission and discharge criteria that prevent people with mental health 
and substance use issues from accessing care. 

 
Substance Use Disorder Quality of Care and New Program Evaluation35 
 
Tracking the quality of care of substance use disorder services is an essential pairing for tracking stigma 
alleviation. Without high quality care, stigma alleviation efforts will have little impact. The following evaluation 
technique looks at five types of criteria: 
  

• Reach: (individual patient) or receipt by the target population of the new service 
o Examples: proportion of eligible patients (those with OUD) who receive buprenorphine or other 

addiction medication; proportion of patients with a SUD who are offered SUD services (i.e., 
referral, on-site behavioral health, medication, etc.). 

o Can also include characteristics (e.g., demographics) of those who receive the service vs. 
those who do not to identify reasons for gaps in service coverage. 
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• Efficacy: (individual patient) of the new service (how well is the new service working) 
o Examples: proportion of patients receiving buprenorphine (or other addiction medication) 

retained in care at 6 months or 12 months (success rate); proportion of patients receiving a 
treatment referral who engage in offsite care; proportion of patients receiving buprenorphine 
(or naltrexone) who have improved health outcomes. 

o Can also include evaluation of potential negative outcomes of service to determine areas of 
improvement. 

 
• Adoption: (organization level) of the new service by staff/providers 

o Examples: proportion of eligible providers (MD, NP, PA) that receive the buprenorphine 
waiver; proportion of buprenorphine waivered providers who write a buprenorphine 
prescription; the proportion of waivered providers prescribing at capacity. 

o Can also explore characteristics of those who adopt the new service compared to those who 
do not (e.g., do attitudes about SUD or addiction medications differ). 

 
• Implementation: (organization level) or whether the service is delivered as intended or per protocol 

(guidelines); Fidelity 
o Examples: proportion of clinic patients who are screened for SUD; proportion of patients 

receiving an addiction medication who have urine drug screen monitoring at intervals; the 
extent to which a nurse care manager is conducting medical management visits. 

 
• Maintenance: (individual or organization level) or long-term sustainability  

o Examples: reach, efficacy, adoption, and implementation over time. Has the service become a 
“relatively stable, enduring part” of the organization’s work and culture? 

 
Organizations can use a continuum of care framework to track quality measures at each stage of care, 
including:25  
 

• Prevention/Education: Encompasses activities designed to raise the general awareness of 
substance use disorders as a major issue affecting individuals, families, and society. It also includes 
activities designed to target high-risk people and groups for more focused interventions. 
 

• Recognition: Focuses on identifying people with substance use disorders and includes activities such 
as screening, assessment, and referral to treatment.  

 
• Treatment: Includes a broad range of services associated with treatment and rehabilitation, such as 

counseling, social services, medications, testing, and coordination with other treatment resources.  
 

• Maintenance: Concentrates on sustaining positive outcomes over the longer term; includes self-
management and peer support strategies intended to sustain post-treatment abstinence or 
reductions in use, improvements in role functioning and well-being, and lifestyle changes. 

 
B.4 External Oversight Mechanisms Examples 
 
Oversight monitored by an external organization creates an accountability mechanism that encourages 
sustained efforts and community validation for anti-stigma work done by health care providers. One oversight 
mechanism is a score card where the oversight body collaboratively determines categories which health care 
organizations or counties are scored on. Within those categories, there are standardized metrics which are 
used as inputs to generate a score or grade. These scores or grade are assessed on a regular cadence to 
show progress or challenges over time. Scores or grades can also be used to recognize leading 
organizations publicly through awards or other recognition mechanisms.  
 
One example of the use of a score card is the Canadian government scoring provinces on their alcohol 
related policies. A similar approach could be taken with provider organization or counties to score their 
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efforts to combat substance addiction related stigma. The Canadian score card measured eleven domains, 
including price and taxation; physical availability; impaired driving countermeasures; marketing and 
advertising controls; minimum legal drinking age; screening, brief intervention, and referral; liquor law 
enforcement; control system; alcohol strategy; monitoring and reporting; health and safety messaging. 
Provinces were given a score for each domain based on metrics. See example below.26  
 
Figure 5: Adjusted Total Policy Implementation Score by Province and Territory, 2017 

 
 
APPENDIX C: PUBLIC EDUCATION CAMPAIGNS 
 
C.1 Harm Reduction Principles 
 
As articulated by the National Harm Reduction Coalition, the principles of harm reduction include:32  
 

• Accepts that licit and illicit drug use is part of our world and chooses to work to minimize its harmful 
effects rather than simply ignore or condemn them. 
 

• Understands drug use as a complex phenomenon that encompasses a continuum of behaviors from 
severe use to total abstinence; acknowledges that some ways of using drugs are safer than others. 

 
• Establishes quality of individual and community life, not necessarily cessation of all drug use as the 

criteria for successful interventions and policies. 
 

• Calls for the non-judgmental, non-coercive provision of services and resources to people who use 
drugs and the communities in which they live to assist them in reducing attendant harm. 

 
• Ensures that people who use drugs and those with a history of drug use have a voice in the creation 

of programs and policies designed to serve them. 
 

• Affirms people who use drugs (PWUD) as the primary agents of reducing the harms of their drug use 
and seeks to empower PWUD to share information and support each other in strategies which meet 
their actual conditions of use. 
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• Recognizes that the realities of poverty, class, racism, social isolation, past trauma, sex-based 
discrimination, and other social inequalities affect both people’s vulnerability to and capacity for 
effectively dealing with drug-related harm. 

 
• Does not minimize the tragic harm and danger that can be associated with illicit drug use. 

 
C.2 Additional Public Education Examples 
 
Meadville Medical Center Foundation Conducts Anti-Stigma Campaign30 
During a community health needs assessment, the Meadville Medical Center Foundation (MMCF) 
found that SUD, and particularly the impact of opioids and opioid deaths, had become the region’s 
dominant concern. The board also identified a gap in community resources on this issue, despite 
strong local support and great need for a solution. To build a response, MMCF conducted 
stakeholder outreach and used the results to set three program goals: raising awareness, 
community education, and access to services. Launched in early 2018 with MMCF funding and 
other grants, MMCF has led a three-year “Let’s Talk” campaign initiative to address stigma around 
addiction. To learn more: https://letstalkhelps.com/. 
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