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Theoretical principles: Parse's theory of humanbecoming describes shame as a sense that one is failing to conform
to both personal and societal expectations of high value. Shame and stigma, negative perceptions others hold of
an individual based on failure to conform to societal expectations, that surround opioid use disorders are linked
to patients not seeking medical treatment due to the social isolation and humiliation brought on by the disease.
Phenomenon addressed: This article reviews the resistance of some health care providers to discuss the realities of
substance abuse with adolescent patients and their families, and identifies how the stigma that some health care
providers place on opioid use disorders makes them less likely to discuss and prescribe naloxone, the reversal
agent for opioids. When families are prepared to prevent overdose deaths by administering naloxone, lives can
be saved, and time can be preserved for developing long-term treatment options.
Research linkages: Research should develop curricula that teach how to identify unconscious bias that may exist
on the part of the healthcare provider, and to understand the negative effects of stigmatizing opioid use. Bedside
nurses and practitioners should be equipped to educate patients and their families about naloxone and its avail-
ability, and to explain that it is a safe and effective way to prevent opioid related deaths. When presented in a
nonjudgmental way, information about naloxone is a critical component in addressing the opioid epidemic,
preventing deaths and providing time for further treatment options.
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Introduction

Since 2015, the American Academy of Pediatrics reports there has
been a 28% increase in opioid related deaths in the United States, and
deaths from overdoses have been increasing in adolescents. With, on
average, 130 people dying from opioid overdoses every day, an epi-
demic has hit home for many families (Health and Human Services,
2019). Research suggests that adolescents aged 16–18 are themost vul-
nerable at-risk population for opioid misuse followed by adolescents
aged 13–15 (Cerdá, Santaella, Marshall, Kim, & Martins, 2015). In 2017
alone, 14% of high school students reported having used prescription
pain medicines, such as codeine and oxycodone, without a prescription
or differently than indicated (Fig. 1) (Kann et al., 2018). Research sur-
rounding opioid use suggests that prior use of opioids for nonmedical
purposes is a strong predictor of heroin usewhen first introduced in ad-
olescence (Cerdá et al., 2015).

Recently, the role of prescriptionmedicine in this crisis was elevated
in the minds of the public by an Oklahoma judge who ruled, on August
26, 2019, that Johnson & Johnson helped create the state's opioid epi-
demic by deceptively marketing opioids to the public without properly
informing patients about the risks (Martin, 2019). In an interview con-
ducted during Morning Edition, hosted by Rachel Martin, on National
Public Radio (NPR), Gary Mendell shared his son's feeling of shame
and stigma surrounding opioid addiction, which led to his untimely
death at the age of 25, not by overdose but by suicide. (Martin, 2019).
His son's storywill resonatewithmany families, as his journey to opioid
use started in high school, first with marijuana, then prescription pills
like Vicodin (acetaminophen/hydrocodone) and finally heroin. Mendell
stated that his son wrote about “the shame that goes along with some-
one addicted - the waking up every morning feeling like an outcast all
day long” (Martin, 2019). Mendell acknowledged that people like his
sonwho strugglewith addiction also suffer from the social isolation cre-
ated from the stigma surrounding opioid use, and often do not seek
treatment due to the shame that surrounds it (Martin, 2019).

When someone experiences stigma from not meeting societal
norms, they feel ashamed. Thosewho feel shamemay experience a feel-
ing of worthlessness, low self-esteem and social isolation (McFall &
Johnson, 2009; Shaughnessy, 2017). Shame, as described by Rosemarie
Parse (2010) in the Theory of Humanbecoming is “a deep sense of non-
conforming to valued personal expectation and expectations of others”
(p. 259). Parse explains that when people feel shamed, they remain si-
lent and choose to disconnect from others so as not to feel additional
shame.
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Fig. 1. Percentage of high school students to have misused prescription opioids.
https://nccd.cdc.gov/youthonline/App/Results.aspx 2018 used with permission.
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Breaking down barriers and changing attitudes within healthcare
about opioid use disorders and addiction is a first step to shifting culture
(Livingston, Milne, Fang, & Amari, 2012). Livingston et al. (2012) state
that stigmawithin healthcare often leads to criminalization of substance
use, which leads to system processes that deepen themarginalization of
thosewhouse illegal drugs. Research suggests that healthcare providers
lack proper education on how to properly treat patients with opioid use
disorders which leads to further stigmatization due to unconscious
biases held by providers (van Boekel, Brouwers, van Weeghel, &
Garretsen, 2013). Negative views that society places on those with ad-
diction hinder progress towards treatment and positive outcomes, and
when addiction is not viewed as a chronic illness, but instead as a
moral failing, stigma surrounding the disease remains (Saloner et al.,
2018). A change in culture and attitudes of healthcare providers is crit-
ical, because early intervention and identification of at-risk youth
through continuous assessment and screening results in fewer long-
term consequences of opioid dependence in adulthood (Bagley,
Hadland, Carney, & Saitz, 2017).

Because many adolescents rely on their parents to initiate care, it is
also important to decrease parental stigma, whether social or structural,
that surrounds the use of naloxone (Wu, Blazer, Li, &Woody, 2011). De-
creasing the stigma surrounding the use of naloxone may help adoles-
cents and parents have a more comprehensive conversation about
opioids and their dangers, and, with the prescription of naloxone,
deaths from opioid overdoses can be prevented. While naloxone won't
cure the disease, it will reverse the effects of an overdose, providing
time for recovery and allowing the adolescent a future to live a full
and productive life (Olsen & Sharfstein, 2014).

What is a stigma?

Stigma is defined as “a set of negative and often unfair beliefs that a
society or group of people have about something” (Merriam Webster,
2019). Stigma that is present in healthcare is often referred to as struc-
tural stigma and is influenced by the social stereotypes that surround a
certain health condition. These stereotypes are often negative in nature
and guide social action, public policy and health-care spending
(Livingston et al., 2012). Stereotypes that are formed from past epi-
demics have shaped public perceptions on how certain people are char-
acterized, and public perceptions of people who misuse opioids are
often that of individuals of lower socio-economic status who live in
urban settings (Kennedy-Hendricks et al., 2017). These stereotypes
can further perpetuate the stigma and shame surrounding opioid use
disorders, discouraging people from seeking help when needed.

People who have experienced the shame that surrounds opioid use
disorders tend to remain silent, further suppressing the feelings of hu-
miliation and dishonor (Parse, 2010). Living within the silence that
stigma and shame bring to an affected person has been shown to be a
barrier to critical access to care and treatment for thosewhohave opioid
use disorders and othermental illnesses (Livingston et al., 2012; Olsen&
Sharfstein, 2014). Stigma related to opioid use disorders has been asso-
ciated with increased dissatisfaction with treatment provided by
healthcare professionals and is correlatedwith patients being less likely
to complete treatment (van Boekel et al., 2013), delayingmedical treat-
ment or experiencing delayed integration back into society after sub-
stance use treatment (Livingston et al., 2012).

Although health care providers are educated to understand sub-
stance use disorders,much likemental health disorders they are subject
to the feelings that have been placed on these disorders by society and
as a result may have a negative view of people who have substance
use disorders (Clarke, Usick, Sanderson, Giles-Smith, & Baker, 2014).
Negative societal thinking leads down the path of worsening stigma
throughout healthcare, and all providers should be aware of these un-
conscious biases and how they may influence the care they provide.
When healthcare providers have anunconscious bias based on common
societal stereotypes, they have the potential to miss critical opportuni-
ties to discuss opioid use or even miss the signs of opioid addiction be-
cause the patient does not fit within the societally accepted stereotypes.
For example, a provider seeing a well-educated adolescent from an
upper-class, stable family, living in a suburban neighborhood may be
less likely to bring up the subject of opioid use during a visit.

Recognizing opioid use in adolescents

Adolescents are developmentally predisposed to pursue highly stim-
ulating behaviors to gain large rewards, often with little regard for con-
sequences. When opioids are introduced to the developing brain, the
feelings of goodwill and euphoria experienced make it more likely for
the adolescent to want to take more drugs to recapture the instant re-
ward (Levy, 2019). Opioids are agonists that act at themu-opioid recep-
tors [MOR] in the brain, which are responsible for pain and reward
networks (Volkow, Jones, Einstein, & Wargo, 2019). When opioids are
introduced in high doses, respiratory depression can occur which is
the leading cause of death among opioid overdoses (Volkow et al.,
2019).

Opioid use disorder shares many characteristics with other sub-
stance use disorders and addiction; for more key points about opioid
use disorders see Table 1. Whether caused by stress, adversity, family
use or past nonmedical opioid use, adolescents tend to follow the
same pattern of usage, from pill to inhalation to injection (Sharma,
Bruner, Barnett, & Fishman, 2016). Therefore, all pediatric providers
should discuss opioid safety and the dangers of opioid overdose during
each adolescent encounter.

Evidence based treatment options

The American Academy of Pediatrics (AAP) has found that distribu-
tion of naloxone to families and friends of people with opioid use disor-
ders, and also to the general community, has been a safe and effective
way to prevent opioid overdose deaths (Korioth, 2018). Naloxone, or
Narcan, is an opioid antagonist that works by displacing opioids from
their receptor sites in the brain and reverses the effects of opioid
based drugs (Volkow et al., 2019). Naloxone reverses the effects of an
overdose, especially respiratory depression, which, as previously
noted, is the cause of most overdose deaths. When given in time, nalox-
one provides time for first responders to arrive and appropriatemedical

https://nccd.cdc.gov/youthonline/App/Results.aspx


Table 1
Adolescents and opioid use disorder: Key points.
Adapted from Sharma et al. (2016).

Opioid use disorder
influences

The Diagnostic and
Statistical Manual of
Mental
Disorders, 5th Edition
criteria of OUD (Mild 2–3
symptoms, Moderate 4–5,
Severe 6 or more)

Recognizing OUD in
adolescents

Environmental:

• Stress, adversity and
exposure to opioids
(Sharma et al., 2016).

• Exposure to opioids for
non-medical use by
parent, guardian or close
peer (Sharma et al.,
2016).

• There has been shown to
be a strong correlation
between drug use and
adolescents' immediate
peer group (Eitan, Emery,
Bates, & Horrax, 2017)

• Permissive attitudes of
opioid use by parents,
guardians or peers
(Sharma et al., 2016)

• Adolescents who report
lower socioeconomic sta-
tus feel discouraged from
developing positive rela-
tionships that may pre-
vent future drug use.
Leading to less social sup-
port from peers (Eitan
et al., 2017).

Access to drugs:

• Easy access to opioids
from friends or family,
leads to increased expo-
sure to the drug.

• Increase in the price of
prescription opioids and
the decrease of Heroin has
led to an increase in Her-
oin use (Levy, 2019).

• An increase in Heroin
purity has led to a change
administration in adoles-
cents (Levy, 2019; Sharma
et al., 2016).

Comorbidities:

• Known diagnosis of
depression, anxiety disor-
ders or impulsivity disor-
ders or other psychiatric
disorder (AAP, 2019)

• Taking a large amount or
taking opioid over a lon-
ger period than intended

• Persistent desire or
unsuccessful efforts to
cut down or control opi-
oid use

• Spending a great deal of
time obtaining or using
the opioid or recovering
for its effects

• Craving, or a strong
desire or urge to use opi-
oids

• Problems fulfilling obli-
gations at work, school or
home.

• Continued opioid use
despite having recurred
social or interpersonal
problems.

• Giving up or reducing
activities because of opi-
oid use

• Using opioids in physi-
cally hazardous situa-
tions

• Continued opioid use
despite ongoing physical
or psychological problem
likely to have been
caused or worsened by
opioids

• Tolerance (the need for
increased amounts)

• Experiencing withdrawal

• Change in mood or
demeanor

o Irritability or
depression

• Failing grades
• Breaking curfew
• Arrest or run in
with law enforce-
ment

• Loss of or change in
peer group

• Loss of interest in
activities that once
brought joy

o Stops attending
after school pro-
grams

o No longer goes to
work (quits or
gets fired)

o No longer shows
interest in family
outings

• Tolerance (the
need for increased
amounts of drugs)

o It is important to
look for obvious
track marks

• Withdrawal
symptoms

o Irritability
o Vomiting/diarrhea
o Sweating
o Insomnia

• Overdose (fatal or
non-fatal)
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attention to be rendered, preventing death and allowing treatment for
opioid use disorder in the future (National Institute of Drug Abuse
[NIDA], 2018).

In April 2018, the Surgeon General of the United States made a dec-
laration that recommended early intervention and early prescribing of
naloxone as a key step in reducing opioid related deaths (Adams,
2018). The AAP, along with the American Medical Association Opioid
task force, provided guidelines to practitioners on how to combat the
opioid epidemic among adolescents and children (American Medical
Association [AMA], 2019). The opioid task force recommends healthcare
providers not only have safer opioid prescribing practices, but also that
they continuously assess adolescents for any behavior that may put
them at an increased risk for an opioid use disorder (Korioth, 2018;
AMA, 2019). If any risk factors are identified, then prescribing naloxone
is recommended.

Naloxone kits have been available through community training pro-
grams since 1996, first in Chicago and later in San Francisco (Carrol,
Green&Noonan, 2018). These training programswere initially targeted
to adult drug users, but then progressed to education of family and
friends (Heavey, Burstein, Moore, & Homish, 2018). It was found that
family were often the first on the scene during an overdose, and thus
the most effective responders (Heavey et al., 2018). Since many over-
doses occur in the presence of another person, whether a friend or fam-
ily member, it is important for the health care provider to train both
parties. Research suggests that thosewhowitness an overdose are will-
ing to intervene andhelp,making education about naloxone available to
all parties that much more important (Kirane et al., 2016).

Many times, there are opportunities for naloxone distribution and
prescribing in the primary care setting or in the EmergencyDepartment.
Wilson, Berk, Adger, and Feldman (2018), in a study of pediatric pri-
mary care providers, found that 97% of pediatric providers felt a respon-
sibility to educate patients about overdose risk, but only 42% did. This
deficiency of patient and parent educationwas due to a lack of adequate
provider education in harm-reduction or limited knowledge of nalox-
one as a reversal agent (Wilson et al., 2018). One study likened take
home naloxone kits to EpiPen kits and noted that the patient should
be treated without bias; training on life saving medication should be
made regardless of disease (Holland, Penm, Dinh, Aran, & Chaar,
2019). Treating the patient without bias allows for a more therapeutic
relationship between patient and provider, further decreasing the
shame and isolation that is often felt with opioid use disorders.

Decreasing stigma by having early conversations about treatment
options, including the lifesavingmedication naloxonewith adolescents,
family and friends helps bridge the gap between life and death. With
any education, next steps should be discussed, such as the need for fur-
ther medical help after naloxone administration. This is vital because
naloxone is short acting and may not fully reverse an overdose. Nalox-
one distribution is a safe, reliable way to prevent opioid related over-
doses, and should be considered for family members or friends of
anyone who is at risk (Korioth, 2018).
Effects of stigma and shame

To dismantle the stigma that surrounds opioid use disorders and
treatment options, health care professionals should first view the disor-
der as a medical illness, and not a moral weakness (Olsen & Sharfstein,
2014; Livingston et al., 2012). As providers, it is important to be aware
of the language and tone that is used in practice, so that judgment is
not passed to those around us (Saloner et al., 2018; Parse, 2010). Parse
(2010), states that healthcare professionals should have solemn regard
for human presences, listen and have open dialogue without judgment
and be honest with information sharing. Practicingwithin this dialogue,
healthcare providers will be able to accept others without judgment.
Stigmatizing language like “junkie” can cause a patient shame, hurting
the patient-provider relationship and pushing the patient who feels
shame further into silence (Parse, 2010).

Healthcare providers who are aware of the biases present within
healthcare and are free from those biases are essential for the identifica-
tion, patient education and treatment of those with opioid use disor-
ders. Due to social stereotypes and inadequate education of healthcare
providers, those with opioid use disorders are often viewed as manipu-
lative, violent and having poor motivation to get better (van Boekel
et al., 2013). When healthcare providers have negative attitudes to-
wards patients, they have the potential to be less engagedwith their pa-
tients and further diminish the sense of trust in the patient-provider
relationship (van Boekel et al., 2013).



NE, NH, NJ, NM, NV, NY, OH, OR, PA, RI, SC, SD, TN, UT, VA,

VT, WA, WI, WV)

HI, IA, ID, IL, IN, KY, LA, MA, MD, MI, MN, MO, MS, MT, NC, ND,

Jurisdictions: 46 (AK, AL, AR, AZ, CA, CO, CT, DC, DE, FL, GA,

Fig. 2. States that have Good Samaritan Laws in place.
www.pdaps.org, 2018 used with permission.
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Pollard, Fitzgerald, and Ford (2015), studied patients that experi-
enced shame and found that those who suffered from shame often
wanted to hide perceived shameful behaviors from others. Feeling
ashamed of a medical condition, these patients did not seek help from
others in order to remain silent (Pollard et al., 2015). Although Pollard
et al. (2015) studied older men and women about delirium after a sur-
gical procedure, this could be translated into the shame one may feel
when diagnosedwith an opioid use disorder. Patients who have experi-
enced stigma from their medical condition may, over time, feel under-
appreciated within society and feel shame. Patients who have been
labeled by society as shameful, i.e. those who use drugs or those with
a psychiatric disorder, are more reluctant to seek medical attention in
order to avoid feeling the shame associated with the social downfall
(Shaughnessy, 2017). Stigma and shame lead to a potential lack ofmed-
ical attention, failed rehabilitation attempts and relapse, which may
lead to further social isolation.

Since patients with opioid use disorders may not disclose their dis-
ease due to the stigmaand shame that surround it, they often seek treat-
ment for other problems, like headaches or the flu (van Boekel et al.,
2013). Therefore, it is important to do a complete history and physical
as well as a psychosocial exam for every patient, especially those who
are deemed high-risk (Levy and Williams, 2016). Negative attitudes
felt by the patient often lead to poor communication, failed identifica-
tion of the disease and a poor therapeutic relationship between patient
and provider (van Boekel et al., 2013).

Nursing implications

A systematic review conducted by van Boekel et al. (2013) found
that healthcare providers, in general, have negative attitudes when tak-
ing care of patients with substance use disorders. For example,
healthcare providers' attitudes towards patients were higher when pa-
tients had diseases like depression and diabetes rather than substance
use disorders. Providers had a difficult time empathizing with patients
who use illicit drugs, often due to patients not meeting societal norms
and stigmatizing attitudes held against them. Another common theme
was a lack of appropriate education for the healthcare provider to care
for and support the patient who has a substance use disorder (van
Boekel et al., 2013).

Adequate training in recognizing at risk adolescents should bemade
available for all pediatric providers and should include age-appropriate
materials and anticipatory guidance for patients across the age spec-
trum (Wilson et al., 2018). Education should also include how to de-
crease stigmatizing language by using “person-first language” within
the healthcare setting (Kelly, Saitz, &Wakeman, 2016). Person-first lan-
guage includes teaching providers to use terms like ‘a person with opi-
oid use disorder’ rather than ‘a drug abuser’ (Kelly et al., 2016).
Changing the language healthcare providers use within their practice
shows respect for human dignity, focuses on the medical nature of the
disease and subsequent treatment options, promotes the recovery pro-
cess and helps stop stereotypes that might hinder care (Broyles et al.,
2014). Enhanced education for healthcare providers to understand the
lived experience of those with substance use disorders has been
shown to decrease negative attitudes towards patients, therefore lower-
ing stigma (Livingston et al., 2012).

As previously noted, if an opioid use disorder is confirmed or
suspected, education about opioid dangers should be addressed and
naloxone should be prescribed (Korioth, 2018). Having a comprehen-
sive treatment plan in place, with overdose education and reversal op-
tions, helps de-stigmatize treatment (Levy, 2019). Providing at-risk
youth a safe space to be heard, and allowing a conversation of available
treatment options might be the gateway to providing them the help
they need. Pediatric providers are motivated by prevention of disease,
and when combined with the longstanding relationship with patients
and families an ideal environment is created for conversations about
opioid safety (Carney, Hadland, & Bagley, 2018). This relationship
allows the adolescent a safe space to speak freely and without judg-
ment, and to be educated about the dangers of opioid use.

Since 2017, every state and theDistrict of Columbia has enacted laws
expanding access to naloxone,making it easier for patients, families and
friends to obtain and be able to administer it if in a position to prevent
an overdose (SAMHSA, 2018). There are civil liability laws, also known
as Good Samaritan laws, in place in 46 states and the District of Colum-
bia covering those people who administer naloxone. These laws are in
place to encourage peoplewho administer naloxone to an overdose vic-
tim to call for help without fear of prosecution (see Fig. 2 for a summary
of stateswith Good Samaritan laws) (SAMHSA, 2018). The ability to call
for help without fear of prosecution decreases the stigma surrounding
this disease, and allows people to step out of the shadows and into the
light and ask for help.
Conclusion: stop the stigma

There is a critical need to decrease the stigma that surrounds all sub-
stance use disorders and their treatment options. Societal norms and
embedded stereotypes often shape the thinking for many health care
providers, which, even if unconscious, affects the care they provided
to a patient with an opioid use disorder. As Gary Mendell stated, his
son wanted people to view him “not [as] a bad person… but [as] a
good person, with a bad disease” (Martin, 2019). Shifting focus from
moral failing to a chronic disease breaks down stereotypes, allowing
for amore robust conversation about opioid use and its dangers. Lessen-
ing stigma that surrounds opioid use disorders will help lower the social
isolation and shame that is associated with the disease, and fewer pa-
tients will remain silent about their disease. Shifting the perception
among health care providers is essential for breaking down barriers to
treatment that frequently exist and allows the provider to engage in a
more therapeutic relationship (Saloner et al., 2018; Livingston et al.,
2012).

Naloxone co-prescription should be considered in all adolescents at
high risk for an opioid use disorder or overdose and who are also pre-
scribed an opioid at discharge (AAP, 2016). Further education is needed
for all pediatric providers about how andwhen to prescribe naloxone to
patients and their families. It is essential for all pediatric providers to
allow a safe space for adolescents to have an open and honest conversa-
tion about opioid use and the risk of overdose (Levy, 2019). The more
education that is provided to health care providers and families about
naloxone and the risks of opioids, the more opportunities there will be
for robust conversations and for further treatment options. This will
lessen the stigma surrounding opioid use disorders, increase naloxone
distributions from pediatric providers and provide more treatment op-
tions for pediatric patients in the future.

http://www.pdaps.org
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