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Language

Principle 1: Person-Centered

- Example - People who use drugs, people in recovery, people with
addiction

Principle 2: Evidence-Based
— Example - Substance Use Disorder or Addiction
Principle 3: Gender-Inclusive

— Not everyone with the capacity for pregnancy identifies as a woman, and
not every woman has the capacity for pregnancy

Principle 4: Social Needs-Informed or Needs-Targeted
— Not Social Determinants of Health



* Trustis an attitude that we have
towards people whom we hope
will be trustworthy (where
trustworthiness is a property
not an attitude)

* The trustor must accept some
degree of vulnerability or risk

* Trust: Hard to Achieve, Easy to
NO ONE IS ABOVE SUSPICION LO O S e

VERY DEMOTIVATIONA]T, .com



Trust is an Essential Component of Healthcare

AMAE

Patient-Physician Relationships

Code of Medical Ethics Opinion 1.1.1

The practice of medicine, and its embodiment in the clinical encounter between a patient and a
physician, is fundamentally a moral activity that arises from the imperative to care for patients and to
alleviate suffering. The relationshi between a patient and a hsician IS based on trust, which gives
rise to physicians’ ethical responsibility to place patients’ welfare above the physician’s own self-
interest or obligations to others, to use sound medical judgment on patients’ behalf, and to advocate
for their patients’ welfare.

A patient-physician relationship exists when a physician serves a patient's medical needs. Generally,
the relationship is entered into by mutual consent between physician and patient (or surrogate).




Mistrust

Provider Patient
® Mistrust (often) misplaced ® Mistrust warranted by people who
®* Rooted in discrimination and experience oppression
prejudice ® Mistrust involves “action-tendencies”
* Mistrust can be overcome of avoidance or withdrawal (D’Cruz,
2019)

Power Differential

Risk/vulnerability Is different for patients than providers




The “Trust Gap” in Medicine

. In 1966, 73% of US citizens had “great confidence” in the
medical profession; in 2012, only 34% did

. In 1975, 80% expressed a “great deal” or “quite a lot” of

confidence in the medical system; by 2015, 37% did
(Commonwealth Fund, 2021)

. Social and economic inequalities shape and sustain mistrust
(particularly among populations that experience health

inequities) (Jaiswal 2019)



Medical Mistrust:
Historic Trauma and Cultural Memory

“[Harriet A. Washingloa] kas uncarthed an enormous amount of shocking
information and shaped it into a riveting, carefully documested bosk.”

The Dark History of Medical Experimentation on
Black Americans from Colonial Times to the Present

HARRIET A.
WASHINGTON




Medical Mistrust:
Emerges from Experiences of Discrimination

Discrimination and Medical Mistrust in a Racially Table 4. Multivariate Associations Between Participant Characteristics

and Ethnically Diverse Sample of California Adults and Trust (N =2,257)

Level of Trust:
ABSTRACT A Lot Some

P
Characteristic aOR (95% Cl) aOR (95% Cl)  Value

METHODS We analysed Cross sectional 51 n P Sex
Adulns on Serious Il ! racelethnicit Male 1.09 (0.79-1.50) . 1.41 (1.04-1.90)

Female (ref) 1.00 1.00
Age, per year 0.97 (0.96-0.98) 0.99 (0.98-1.00)
Educational attainment, y 0.98 (0.90-1.07) . 1.02 (0.95-1.11)
Household Income
<150% FPL 1.03 (0.66-1.60) . 1.30 (0.85-1.98)
150%-399% FPL 1.09 (0.76-1.55) .6 1.36 (0.98-1.90)
>400% FPL (ref) 1.00 1.00
Race/ethnicity
Non-Hispanic Black 1.73 (1.15-2.61) <. 1.32 (0.89-1.95)
Hispanic 1.49 (1.02-2.17) <. 1.29 (0.91-1.82)
Non-Hispanic White (ref) 1.00 1.00
Primary care provider
No 7.56 (5.06-11.30)  <.000 2.76 (2.013.78)  <.001
Yes (ref) 1.00 1.00
Self-rated health® 1.68 (1.43-1.98) <.001 1.39 (1.20-1.62) <.001

Perceived discrimination due  1.98 (1.71-2.29) <.001 1.41 (1.24-1.59) <.001
to income and type of or
lack of insurance

Perceived racial or language-  1.25 (1.10-1.43) 1.19 (1.06-1.33) <.003
related discrimination




Medical Mistrust:
Discrimination and Perceptions of Addiction Treatment

I would have gotten addiction | wouldn't be surprised if | am 1 would not follow the advice If | am discriminated against
treatment sooner if | didn't discriminated against of an addiction provider who  during addiction treatment, |
have to worry about racial because of race or color seemed to hold will be more likely to relapse

discrimination by healthcare during my addiction treatment discriminatory views about
workers my race or color
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Experiences of racial discrimination in the medical setting and associations
with medical mistrust and expectations of care among black patients

seeking addiction treatment
g A y DMS Bew o] with  Been lreated wih  Recewved poorer  Had se Hadadocior or  Had & doclonnur
o loss courtesy than  wes ros @ servce han othars ¥ ha'she murse actias i actas Fheshe s
other othor thinks you are not  ha'she s afrasd of  betier than you

O. Trent Hall Ayana Jordan °, Julie Teater °, Kamilah Dixon-Shambley *,
Monique E. iever ', Mikyung Baek *, Stephanie Garcia“, Kara M. Rood °, David A. Fielin

sman you

Discrimination in the Medical Setting Scale (DMS)

of America

Fig. 3. Percentage of participants affirming discrimination in the medical settings scale (DMS).

g 4

Particpants (n = 143)

Fig. 2. Participant Affirmations of discrimination-based negative expectations of addiction treatment.



Conceptual Model

Historic Trauma Clinical Care

Everyday Racism

Implicit and Explicit
Bias

Structural
Inequities

after Hall JSAT 2021




Medical Mistrust:
NOT Conspiracy Theory, NOT Misinformation

@ Stanford

MEDICI

“Even the term mistrust is victim
blaming. It puts it on the community
when in fact the community has been
let down by the medical system and
by providers who continue to
discriminate.”
Kimlin Tam Ashing, PhD




Addiction Medicine: Mutual Mistrust

Mutual Mistrust in the Medical Care of Drug Users

The Keys to the ““Narc’ Cabinet

Joseph O. Memill, MD, MPH, Lorna A. Rhodes, PhD, Richard A. Deyo, MD, G. Alan Marlatt, PhD,

Katharine A. Bradley, MD, MPH

OBJECTIVE: Caring for patients who are active drug users is
challenging. To better understand the often difficult
relationships between illicit drug-using patients and their
physicians, we sought to identify major issues that emerge
during their interactions in a teaching hospital.

DESIGN: Exploratory qualitative analysis of data from direct
observation of patient care interactions and interviews with
drug-using patients and their physicians.

SETTING: The inpatient internal medicine service of an urban
public teaching hospital.

PARTICIPANTS: Nineteen patients with recent active drug use,
primarily opiate use, and their 8 physician teams.

RESULTS: Four major themes emerged. First, physicians
feared being deceived by drug-using patients. In particular,
they questioned whether patients’ requests for opiates to
treat pain or withdrawal might result from addictive behavior
rather than from ‘“‘medically indicated” need. Second, they
lacked a standard approach to commonly encountered
clinical issues, especially the assessment and treatment of
pain and opiate withdrawal. Because patients’ subjective
report of symptoms is suspect, physicians struggled to find
criteria for appropriate opiate prescription. Third, physicians
avoided engaging patients regarding key complaints, and
expressed discomfort and uncertainty in their approach to
these patients. Fourth, drug-using patients were sensitive to
the possibility of poor medical care, often interpreting
physician inconsistency or hospital inefficiency as signs of
intentional mistreatment.

CONCLUSION: Physicians and drug-using patients in the
teaching hospital setting display mutual mistrust, especially
concerning opiate prescription. Physicians' fear of deception,
inconsistency and avoidance interacts with patients’ concern
that they are mistreated and stigmatized. Medical education
should focus greater attention on addiction medicine and pain
management.

KEY WORDS: injection drug use: physician-patient relations:
attitude of health personnel; trust; pain treatment;
ethnography.

J GEN INTERN MED 2002;17:327-333.

cabinet... and the patients
want the narcotics, both for real and a

When patients who are as
admitted to the hospital, phy
confront some of their most challengi
the dangers of an acute illness while
consideration to the addiction that has often led to
hospitalization can be com; Patients may not be ready
for addiction treatment, and even if they are, s to suc
treatment is limited Acute and chronic psychosocial
issues can manifest as behavioral prcwblezrnsl that, coupled
with the stresses of medical training, may be frustrating for
physicians and staff.

Historically, physicians have been excluded from a
major role in the treatment of opiate addiction.*® The
Harrison Act of 1914 and the subsequent prosecution of
physicians who maintained opiate addicts in a medical
setting provided stark incentives to avoid
problem: p

withdraw rmptoms in addicted patients who are
ical conditions other than addic

ddiction treatment, including methadone main-

ulated, requ ecial state and

solation of addiction treatment

When the patient is always seeking, there is a sort of a

tone, always complaining and always trying to gel more.
It's that seeking behavior that puts you off, regard-

less of what's going on, il just puts you off.—Junior
Medical Resident

I can tell they are playing games by their intonation, their
voice, their body language. They are saying, “T will talk
the way you want to get the drugs I need.” It's all veiled
in a whole body language to get the drug. Being ill is
secondary.—Junior Medical Resident




The Capacity to Know: Challenged

o | e Testimonial Injustice — occurs when
| | there is a “credibility deficit”
EPISTEMIC INJUSTICE

Power & the Ethics of Knowing — Patient may be telling the trust, but we

i j & deflate the level of credibility and thereby
undermine the person as a giver of
knowledge

— Provider is wronged as well —in their
capacity as a knower

MIRANDA FRICKER




Epistemic Injustice and Scientific Racism

REVIEW ARTICLE

Time to Take Stock: A Meta-Analysis and
Systematic Review of Analgesic Treatmen
Disparities for Pain in the United States

Salimah H. Meghani, PhD, MBE," Eceseung
PhD{c)," and Rollin M. Gallagher, MD, MPH'

Abstract

Background. The recent Institute of

Report assessing the e of pain care in the United
States acknowledged the lack of consistent data to
describe the nature and magnitude of unrelieved
pain and identity subpopulations with dispropor
tionate burdens

Objectives. We synthesized 20 years of cumulative
evidence on raclallethnic disparities in anaigesic

between race/ethnicity and analgesic treatment; 2)
subgroups at an increased risk; and 3) the effect of
moderators (pain type, sefling, study quality, and
data collection period) on this association.

Methods. United States studies with at loast one
oxplicit aim or analysis comparing analgesic treat-
ment for pain between Whites and a minority group
were included (SciVerse Scopus database, 1969-
20m)

Results. BlackwAfrican Americans  experienced
both a higher number and magnitude of disparities
than any other group In the analyses. Opioid treatl
ment disparities were ameliorated for Hispanice/
Latinos for “traumatic/surgical™ pain (P= 0.293)
but remained for “non-traumatic/nonsurgical™ pain
(odds ratio [OR]=0.70, 95% confidence interval
[Cl] =« 0.84-0.77, P«0000). For Blackw/African
Americans, opioid prescription disparities were
present for both types of pain and were starker
for “non-traumatic/nonsurgical™ pain (OR « 0.66,
5% Cl=050-075 P»0000). In subanalyses
opioid treatment disparities for Blackw/African
Americans remained consistent across pain types.
sottings, study quality, and data collection periods

Conclusion. Our study quantifies the magnitude
of anaigesic treatment disparities in subgroups of
minorities. The size of the difference was sufficiently
large 1o raise not only normative but quality and
safety concerns. The treatment gap does not appear
10 be closing with time or existing policy initiatives
A concerted strategy s needed 10 reduce pain
care disparities within the larger quality of care
initiatives

Key Words. Pain; Disparities—Ethnic; Disparities

Racial; Pain Management: Pain Treatment: Oplolds:
Anaigesics; The Joint Commission; United Stat

Introduction

@ rossMark

Racial bias in pain assessment and treatment
recommendations, and false beliefs about biological
differences between blacks and whites

Kelly M. Hoffman™ ', Sophie Trawalter”, Jordan R. Axt”, and M. Norman Oliver™

Cbted by Smam T sk, Primcen vor . w agroved Masch

Black Amenicans are Tystematically undertreated for pain relative
10 white Americams. We examine whether this racial ban i related
10 false beliefs about biological o 4+ between blacks and
whites (.. “Slack people’s shin is thicker than white people’s
shin"). Study 1 documented these beliefs among white leypenons
#nd (evesled hat Partipants who more sUongly endoried fabe
Doty about biological differences reponied lower pain ratings for &
black (va. whete) target. Study 2 exterdded thewe fndings 1o the med
el context and found that half of & semple of white medical sty
donts and reudents endoned thew belets. Moreover, partiopants
Wwho endorued thete beliefs rated the blach (vi white) patent's pan
5 Jower and made less accurate treatment recommendations
Participants who & not endorse these beliefs rated the black
(v white) patient’s pain as higher, but showed no biat in treat
ment recommendstiom. These findings wggest that indnvidush
W a1 leant s0me meducal traking hold and may e falie bebiets
about beological defforences between blacks and whites 10 mform
medical judgments, which may contribute to racel daparities in
Pae mseswment and tre atent

gt 0, 20
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acruray 1t sho provedes the fist eviderce that racisl s in pae
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The Capacity to Interpret: Challenged

!] |  Hermeneutical Injustice occurs when an
individual’s social experience is obscured
EPISTEMIC INJUSTICE from collective understanding

Power & the Ethics of Knowing

-

* Not the result of individual but structural
prejudice

e Results from inequality, marginalization,
“asymmetric cognitive disadvantage”

* People who experience prejudice may
have difficulty articulating their
MIRANDA FRICKER experiences




Conceptual Model

/ Hermeneutical \ / Testimonial \

Injustice Injustice

Historic Trauma
Everyday Racism

Clinical Care

\L Structural J/ Implicit S.nd Explicit after Hall JSAT 2021
Inequities \ 15 /




Most People Use Drugs but Only Some Develop Addiction

Tobacco (32%)

Development of Addiction Involves Multiple Factors

Inhalants (4%)

Psychedelic drugs (5%) Estimated ‘ Biology/Genes ﬁ Environment

proportion of
alcohol, tobacco,

and other drug
users who
have become

Analgesics (0%) drug dependent
. 4 Alcohol (15%)

Aniolytics. Stmulants other than Brain Mechanisms
sedatives, and cocaine (11%)
hypnotic drugs (%)
Cannabis (6%)
Addiction

Figure 2 Estimated proportion of alcohol, tobacco, and other drug users who have
developed clinical syndromes of drug dependence as defined according to
the American Psychiatric Association’s Diagnostic and Statistical Manual
of Mental Disorders, Third Edition, Revised. The data were obtained from
the National Comorbidity Survey, 1990-1992.

SOURCE: Adapted from Anthony et al. 1004




Use Is Not Use Disorder

Universal Screening/Assessment

. “Can | ask you some questions about drinking, smoking, and
other drugs?”

- Screening can be declined (right of refusal)

— Establishing trust requires trusting and time



Use Is Not Use Disorder

Addiction — Treatment

Misuse — Brief Intervention M ISUSG

Use — Education (?) U S e




DSM-5 Substance Use Disorders?

1. Tolerance? 6. Craving/Compulsion
2. Withdrawal?

Use Despite Negative Consequences

Loss of Control 7. Role failure, work, home, school
Addiction: A Brain-centered Condition Whose
Visible Symptoms are Behaviors

5. Increased time spent 11. Physical or psychological harm
obtaining, using or
recovering *Mild (2-3), moderate (4-5), severe (=6)

2Not valid if opioid taken as prescribed

APA. (2013). Diagnostic and statistical manual of mental disorders (5th ed.)




Alcohol Use Disorder Treatment

Mainstay of AUD treatment is medication with behavioral
Interventions

. FDA-approved medications for AUD:

— Disulfiram, Naltrexone, Acamprosate

- Very limited data on both safety and efficacy in pregnancy

. However, naltrexone and acamprosate likely safer than
alcohol and untreated AUD in pregnancy and should be
considered on individual case basis



Nicotine Use Disorder Treatment

. Addiction to and dependence on cigarettes is physiologic and
psychologic, and cessation techniques should include psychosocial
interventions and medication

— Nicotine replacement therapy

— Bupropion hydrochloride sustained release

— Varenicline

Cognitive behavioral therapy and contingency management are
associated with a reduction in smoking during pregnancy and
decreased risk for infants with low birth weight

Intervention context and strategies should be individualized



Cannabis Use Disorder Treatment

. No approved medications
. Behavioral therapies: motivational enhancement, cognitive

behavioral therapy, contingency management



Stimulant Use Disorder Treatment

. Treatment with hydralazine for hypertensive emergencies

. No FDA approved medication for the treatment of Stimulant
Use Disorder

. Treatment rests upon behavioral interventions

. Many medications have been studied with modest effect
- Topiramate
- Buprenorphine



Opioid Use Disorder Treatment

. Methadone and buprenorphine are safest most effective
medications to treat OUD in pregnancy

. Buprenorphine combination product (naloxone + bup;
“Suboxone”) as safe and effective as mono product
(“Subutex”)



Opioid Use Disorder Treatment

. XR-Buprenorphine (“Sublocade”): excipient NMP has caused
pre-implantation losses, delayed ossification, reduced fetal
weight, developmental delays, and reduced cognitive function
at doses equivalent to recommended human doses.
Decreased pup survival and malformation and
postimplantation losses were reported at 2 and 3 times the
human NMP dose.

. XR-Buprenorphine (“Brixadi”) weekly formulation NIDA
clinical trail in pregnancy, excipient = alcohol.



Naloxone

* Naloxone is life-saving medication
BE A that reverses an overdose

HEROINE * |tis safe to use in pregnancy

* Everyone who uses opioids or who
may witness an overdose should be
| co-prescribed naloxone

 Overdose is a leading cause of
maternal death in the US

* Everyone with OUD should receive
naloxone upon discharge from the
birthing hospitalization




Conceptual Model

/ Hermeneutical \ / Testimonial \

Injustice Injustice

Historic Trauma
Everyday Racism

Clinical Care

\L Structural J/ Implicit S.nd Explicit after Hall JSAT 2021
Inequities \ 15 /




Resisting Stigma and Discrimination

Give credibility to people who use drugs, people with addiction,
people in recovery

Treat people as experts
Engage the community; elevate and support people in recovery

Center on the most marginal
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Resisting Stigma By Speaking

Trust-Building
through clinical
discussion

What is the most important thing to you
about treatment or recovery?

What do you know about methadone?

* Do you have any fears or concerns from

previous treatment experiences?

What do you need to feel safe?

What are you looking for in a provider?
How do you feel your care is going so far?



Practice Empathy

Use people’s names

Smile

Listen

Don't interrupt people

Tune in to non-verbal communication

HELLO,
I AM

/ot iy addiction

Be fully present when you are with people
Take a personal interest in people



Empathy

R * Empathy involves associative reasoning: appreciate
oot the personal meanings of patients’ words

 Emotions help guide and hold attention on what is
humanly significant: nonverbal attunement

* Empathy facilitates trust and disclosure and can be
directly therapeutic: empathy directly enhances
therapeutic efficacy

 Empathy makes being a physician more meaningful
and satisfying

‘Move from a La nguage of Devalue
to Language of Empathy




Humility as Trust-Building



Mistrust

Provider Patient
* Mistrust emerges from prejudice * Mistrust is justified due to history and
 Acting on mistrust is form of epistemic current discrimination
injustice (both testimonial and * Consequences of misplaced trust are
hermeneutical) severe

* Consequences of misplaced trust are
minor

Power Differential

Responsibility for overcoming mistrust rests with providers



Mistrust

“When | know you care,
TRUST ENOUGH | will care about what you know”

TRUSTED.




Thank you

Mishka Terplan
@Do_Less Harm
mterplan@friendsresearch.org

< CLINICIAN CONSULTATION CENTE
National rapid response for HIV management and bloodborne pathogen exposures

Substance Use Warmline

Peer-to-Peer Consultation and Decision Support
10 am - 6 pm EST Monday - Friday
855-300-3595

Free and confidential consultation for clinicians from the Clinician Consultation Center
at San Francisco General Hospital focusing on substance use in primary care




