

  pharmacoepidemiology-03-00004




pharmacoepidemiology-03-00004







Pharmacoepidemiology 2024, 3(1), 57-68; doi:10.3390/pharma3010004




Article



“My Addiction Doesn’t Define Me”—Experiences of Stigma among Mothers with Opioid Use Disorder



Christine Bakos-Block 1, Andrea Yatsco 1, A. Sarah Cohen 1, Francine Vega 2 and Tiffany Champagne-Langabeer 1,*





1



McWilliams School of Biomedical Informatics, University of Texas Health Science Center at Houston, Houston, TX 77030, USA






2



School of Public Health, University of Texas Health Science Center at Houston, Houston, TX 77030, USA









*



Correspondence: tiffany.champagne@uth.tmc.edu







Citation: Bakos-Block, C.; Yatsco, A.; Cohen, A.S.; Vega, F.; Champagne-Langabeer, T. “My Addiction Doesn’t Define Me”—Experiences of Stigma among Mothers with Opioid Use Disorder. Pharmacoepidemiology 2024, 3, 57–68. https://doi.org/10.3390/pharma3010004



Academic Editor: Matthew Ellis



Received: 16 November 2023 / Revised: 12 January 2024 / Accepted: 16 January 2024 / Published: 29 January 2024



Abstract

:

Opioid use in women has increased by 300% since 1999, and opioid use disorder among pregnant women has quadrupled. The stigma of substance use disorder is a significant barrier to treatment, especially among women. The purpose of this study was to explore the experiences and perceptions of stigma among mothers and the underlying themes. (1) Background: To understand the stigmatization of women with substance use disorders, we interviewed mothers in recovery from opioid use disorder. (2) Methods: Qualitative methods and descriptive analysis was used to extrapolate themes related to the experienced stigma. (3) Results: A total of 20 mothers in recovery from opioid use disorder were interviewed and three main themes emerged from the data: internal stigma, external stigma, and healing from stigma. (4) Conclusion: The examination of stigma is important in reducing its effect on all individuals with substance use disorders, and it is important to understand gender inequities.
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1. Introduction


Substance use disorder (SUD) is not an individual problem but a societal problem that negatively impacts millions of families. Approximately half of Americans have a family member who suffers from SUD. Nearly 8.7 million children live with at least one parent with SUD, and it is a leading contributor to child welfare involvement [1,2,3]. The National Institute of Mental Health defines substance use disorder (SUD) as a mental illness characterized by brain and behavioral impairments that impact an individual’s ability to regulate their consumption of substances. These substances may include alcohol, pharmaceuticals, legal or illegal narcotics, or both. The symptoms range from mild to severe, with addiction being the most severe type of SUD [4]. In this paper, SUD is used broadly to encompass all substance use disorders. Opioid use disorder (OUD) is used in this paper to identify a specific type of SUD where the individual’s preferred substance is opioids.



Opioids are natural, semi-synthetic, or synthetic substances that lower pain perception by interacting with opioid receptors in the body and brain. Opiates are natural chemicals derived from the poppy plant, including heroin and morphine, while opioids can be synthesized synthetically or naturally [5].



Parents with opioid use disorder (OUD) tend to be between the ages of 26 and 50 years, be female, have lower levels of education, and fall into lower socio-economic (SES) status [4]. Opioid use among women has increased by 300% since 1999, with OUD among pregnant women more than quadrupling during the same time period [5]. The stigmatization of substance use is a well-established construct and is widely reported [6,7]. Gender plays a role in the progression of addiction and in the relationship between psychiatric comorbidities and substance use disorder. Compared with their male counterparts, women who use drugs are more likely to have co-occurring psychiatric disorders, such as post-traumatic stress disorder, anxiety, and depression [8,9,10]. Women are more likely to report using substances to self-medicate and to be maintained in their use by a partner or family member. They are also more likely to be victims of childhood trauma, physical and/or sexual abuse, and intimate partner violence [11,12,13]. Women are also socialized to assume caregiver roles, which may also influence how they experience the stigma of OUD differently from men [14].



Labeling theory asserts that society applies labels to varying forms of behavior in response to laws and legal practices [15,16]. Negative consequences arise from the labeling, resulting in symbolic interactionism, meaning the individual takes on characteristics from the label. The label then shapes a person’s self-perception through the meaning of the label, influencing their behavior, a form of internal stigma [15,16]. These labels have greater consequences because they come from law and legal practices which greatly contribute to societal perceptions of people with substance use disorder as a form of external stigma [15,16]. These perceptions include having corrupt personal values and weak character, while addiction is seen as criminal and a moral failing [17]. This type of stigma, social stigma, has been identified as a significant barrier to treatment-seeking behaviors, particularly among mothers [18].



Compared to their male counterparts, mothers with OUD are less likely to initiate treatment on their own due to fears of losing custody of their children and are more likely to enter mandated treatment for child custody reasons after protective services involvement [19,20]. A recent systematic review examining the intersectionality of substance use with societal expectations of women versus men found promiscuity was negatively associated with women, and women were more often described as “dirty” [21]. This study also found that women were more likely to report poor treatment by healthcare professionals and report having received substandard medical care when compared to men [21]. Likewise, the intervention stigma among healthcare providers may further inhibit the likelihood of seeking treatment. Madden et al. found that some providers refused to treat individuals who received medication for opioid use disorder (MOUD), claiming a preference for abstinence treatment by equating MOUD with illicit substance use [19]. MOUD includes medications such as buprenorphine or methadone.



The purpose of this study was a deductive exploration of stigma with the objective of discovering stigma from the perspective of the individual experiencing the stigma, specifically an exploration of the experience and perceptions of stigma among mothers currently enrolled in an OUD treatment program.




2. Materials and Methods


2.1. Recruiting and Sampling


Participants were recruited from peer support meetings in an outpatient treatment program located in a diverse metropolitan region in the Southern United States from September 2021 to February 2023. The group attendees were provided with a study flier with the researcher’s contact information. The eligibility criteria included a diagnosis of OUD, being at least 18 years of age, and having at least one minor child at the time of active substance use and initial entry into treatment. Prior to recruitment and data collection, this study was approved by the affiliated university’s institutional review board and the Committee for the Protection of Human Subjects (Protocol: HSCSBMI-17-2021). Informed consent was obtained from each participant prior to data collection, and each participant received a $20 Walmart gift card for their time.




2.2. Data Analysis


This study used qualitative methods and deductive descriptive thematic analysis to explore the experiences of stigma among mothers with opioid use disorder [20]. Because the researchers were interested in the perspectives of women experiencing stigma without influence, they were careful not to contaminate the data by asking more directed questions about stigma. Individual, semi-structured interviews were conducted by doctoral-level research personnel. The interview guide contained three questions: (1) “Can you tell me about your children?”; (2) “Can you briefly recount the story of how you went from substance use to misuse, to addiction, and then to treatment and recovery?”; and (3) “Can you discuss your experiences with stigma during active addiction and attempts to seek treatment?” Stigma was defined using the World Health Organization’s definition as “negative or negating beliefs that a group or society holds about a group of people based on a shared characteristic” [22]. Each interview lasted between 30 and 60 min, and all were audio-recorded and transcribed using open AI software (Temi.com, Version 1). The transcripts were checked for accuracy by research personnel and uploaded to Atlas.ti (Version 22) for deductive thematic analysis. All identifying information, such as participants’ or children’s names, was redacted from the transcripts. First-level semantic coding was conducted independently by two research team members who met to discuss their findings and resolve differences. To increase the trustworthiness of the data, a third member of the research team who was not involved with the data collection or coding reviewed the codes for accuracy. The three coders then met to review and discuss the results and resolve any discrepancies. Data saturation was declared, as no new codes emerged after the 12th interview. This is consistent with the research on qualitative data that shows the first 10 interviews produce the majority of new information in qualitative data [21].





3. Results


3.1. Study Sample


A total of 20 mothers diagnosed with OUD were interviewed for this study and ranged in age from 24 to 65 years. All participants endorsed having minor children in their custody and care at the time of their active substance use and initial entry into treatment, although not all retained custody of their children. A total of 15 percent (n = 3) identified as African American or Black, 60% (n = 12) as white, and 25% (n = 5) as Latina/Hispanic. A total of 15 percent identified as lesbian/gay, with the remaining 85% identifying as heterosexual; all identified as cisgender (See Table 1).



Three main themes were identified through the analysis: external stigma, internal stigma, and healing from stigma. The following subthemes were identified in external stigma: (1) public/society; (2) healthcare; (3) family; (4) recovery community. Shame was identified as the subtheme in experiencing internal stigma, and advocacy and self-forgiveness were identified as themes in recovery from stigma. Several tertiary themes were uncovered, including gender/sexual orientation and medication for opioid use disorder (See Figure 1).




3.2. External Stigma


The majority of participants (n = 19, 95%) discussed the external stigma they experienced during their time of active substance use and in their recovery. This included the public (society in general), their family members, healthcare providers, and people they interacted with in the recovery community (such as Alcoholics Anonymous or AA). A repeating theme within this category was regarding medication for opioid use disorder (MOUD). More specifically, 40% (n = 8) of respondents discussed how MOUD was viewed negatively by others, and they talked about the need for education regarding the importance of medications for substance use disorders. A total of 65 percent (n = 13) of mothers also talked about experiencing gender- and sexual-orientation-related stigma.



3.2.1. Public/Society


Participants discussed their perceptions of how the general public viewed them in their casual encounters with others and how they felt that people who struggle with substance use are viewed in general. One mother said, “I am a professional woman. I have a college degree. But nobody sees that.” (F2) Another mother similarly noted, “I’m educated. I had a career. I didn’t ask to get hooked on drugs. But when people found out I used heroin, I was just another junkie. They didn’t see me anymore, they didn’t see a person.” (F4) Several of the mothers talked about general misconceptions about addiction. One said, “And they said, ‘just stop, just stop,’ they thought I wanted just, like, I woke up and wanted to live like that.” (F10) Another mother said, “People don’t understand addiction, or don’t take the time to want to understand addiction, and just have this stigmatic perspective on it.” (F15).



When describing how people view MOUD, one mother, who has become an advocate on social media, stated, “People have gotten on my social media or even in person and said, ‘you have a child, and you’re like teaching them that it’s okay,’ you know, ‘to stay on drugs because you’re teaching him it’s okay to trade one high for another.’ Here again, you have to educate them to be like, ‘I’m not getting high off my medication, sir.’” (F5) Another mother said, “Because I’m on methadone and, like, people don’t realize how much it’s helped me, you know? They, some people think that you’re still using because you’re on something.” (F8) Yet another mom said, “I see people who choose to take medication in their recovery pathway, individuals are stigmatized and looked at differently than someone who chooses to be abstinent … people are stigmatized differently … by the way they choose to recover.” (F11).



Mothers also talked about feeling viewed differently due to their gender. Just over one-third (n = 7, 35%) of mothers discussed how they felt the society/the public views women who have SUD more harshly than it does fathers. One mother discussed the difference in recovery, saying, “It’s different for moms than it is for dads. I think moms have it way worse than dads. We bear the stigma more than dads. It’s like we have more to prove. With dads, people are like, ‘oh, he’s doing so good.’ And with moms, people are like, ‘how could she do that to her kid?’” (F2) Another mother remarked how she was treated differently from her child’s father, who was also in recovery: “As a mom, people think you’re sh-t if you are using or if you are not taking care of your kids. My daughter’s dad was using, and when he would pay child support, or have visitation, he was treated like such a good dad for doing what he was supposed to do. But moms are not treated that way. If we mess up, we are bad mothers. It’s like guys are expected to mess up sometimes, and its just part of being a guy. But if women do the same thing, we are judged for it.” (F4) One mom discussed the differences she saw between women and men, and especially fathers and mothers in recovery: “… it’s like you can never be fixed and it’s disgusting. Um, so, you know, women have that. And then being a parent too. Oh my God! God forbid that a mother struggles with addiction and that automatically makes her a piece of sh-t parent.” (F5).




3.2.2. Healthcare Professionals


Just fewer than half (n = 8, 40%) of our participants discussed at length the stigma they experienced in various healthcare settings, from routine visits to the doctor to emergency department settings. One mother who previously worked at a treatment facility said of her observations, “When I worked at the treatment center, I noticed that, you know, it’s always super-dad. But mom, if she’s the drug addict, then, um, there’s something wrong with her, because you should be sober for your children.” (F15) One mother said, “I was judged by doctors. I was treated like an addict, like I wasn’t a real person. I wasn’t someone’s mother, or someone’s daughter. It was like I was garbage. Worse than garbage.” (F2) She added, “It’s like they are suspicious of me because they think I am drug-seeking or something. Even if it’s something like me having a cold, or whatever, and they won’t prescribe anything to help. Like I am going to abuse antibiotics, or whatever.” (F2) Two mothers talked about not going to the doctor for fear of judgement. One said, “I try to avoid them. I try not to have to go, and there’s probably times that I should have sought medical attention but just dealt with whatever was wrong at home.” (F9) Another mother said she would go to the OBGYN “only when I absolutely had to” for fear of being judged. (F14) Another mom discussed the experience she had in the emergency department during an overdose event, when she told the attending nurse that she had a history of stroke and cardiac problems, “… she was rude … so they let me sit there, sick, uh, and in withdrawal. And she was like, ‘well, if you think you’re getting any medication, that’s not happening,’ and this was their exact freaking words about withdrawal, ‘withdrawal is just a little diarrhea.’” (F15) She added, “It’s just horrible how people treat addicts, you know, even in the hospitals. I struggle—whenever I was in active addiction and I would be trying to seek help for other reasons, whether it was mental health or there was some kind of physical element going on, there was, like, no good bedside manner at the hospitals for the addict, you know?” (F15).



Mothers also talked about how they felt judged by healthcare professionals for taking MOUD. One mother said, “I take Suboxone and um, you know, I didn’t want to tell my OBGYN about it at first because I knew he was gonna treat me different. And now that they know that, that I am an addict, they totally treat me different. You know, like, anytime I have a concern or anything, I wanna talk to them about anything, it’s just like, you know, it’s so judgey, and it makes me feel dirty.” (F3).




3.2.3. Family


A total of 25 percent (n = 5) of participants discussed the stigma they experienced from their family. One said, “… they treat us like trash, sometimes even our own family members, you know. Everybody looks down on us.” (F13) Another mom stated, “I know people view me differently now than they used to. Like, my family has shunned me.” (F13) One mom talked about how her family’s view of her has affected the relationship she has with her own children. She said that her daughter lives with her cousin and that she wants “to do family therapy, because all my daughter knows about addiction is the bullsh-t that my cousin, with her narrow-minded perspective on it, you know, um, that she’s instilling into my daughter. Like that, I, that I’m choosing drugs over her.” (F15).



A few mothers discussed how their family viewed MOUD. One said she felt judged by her family members, “It was like I was just drug-seeking, like, couldn’t they see how hard I was trying to stay off drugs? I’m not taking Suboxone to get high, I’m taking it because I don’t want to get high. They just treated me like I was looking for drugs. I felt judged.” (F2) Another mother said of her family, “They don’t like me being on methadone because they feel like it’s, just like, I’ve gone from one substance to another.” (F15).




3.2.4. Recovery Community


The participants (n = 6, 30%) talked about the stigma they experienced within the recovery community when attending support meetings and from others in recovery. One mother who attended her first recovery support meeting while pregnant and was “desperate for help” described a distressing encounter: “There was so much shame. The first time I attended an AA meeting, I was seven months pregnant. When I admitted what my DOC (drug of choice) was, they were so mean to me. One person told me I was f-cking up my baby and I should have an abortion. I cried and never went back.” (F4) She went on to say it was years before she sought help again for fear of judgement. Another mother described how people in recovery are categorized by the substances they use and the modes of usage. She said, “People who drink feel like they are in a different class than the harder drugs, or um, smoking it rather than shooting it, or snorting it, you know. They class up even in recovery and look down.” (F16) Another mother talked about the rigidity and harshness she felt subjected to in recovery. She explained, “The stigma within the recovery community can be even more difficult from outside. Sometimes, people forget that even in long-term recovery, we do suffer from the disease of addiction and any life circumstance can happen … and someone can have a lapse. They can be beaten up a lot worse than someone not actively in the recovery community.” (F11).



Our participants also experienced MOUD-related stigma from other people in recovery. One mother stated, “Even within the AA and NA community, there is some people that think you are just replacing one drug with another and that you are still using drugs if you’re using any medication.” (F2) Another said, “Most AA do not, uh, walk you through the steps if you’re on any, any kind of medication-assisted treatment. Because to these people, it’s not sober. You’re not sober … you’re not sober. You’re still high.” (F5) Yet another stated, “Any medication is almost a no-no in the twelve-step world.” (F16).





3.3. Internal Stigma


A total of 70 percent of participants (n = 14) in our study discussed the shame and guilt they felt during their active addiction that lasted well into their recovery. They said that guilt and shame was a barrier to their recovery because it made them want to use substances. They also said the feelings of guilt and shame were related to having children and how they were viewed by others, as mothers. One said that the treatment she received from others would often lead to drug use: “Every time I would get clean, the guilt and shame and the way my ex-husband’s family would treat me, which is, I’d have to medicate that. They would make me feel so small. And I mean, I did this. I deserved it, I guess.” (F10) Another mom said, “I always thought of others, ‘they’re never gonna love me this way, or they’re never gonna accept me this way.’ It was just shame. I was ashamed.” (F13) Another mom said she was overwhelmed with guilt and shame, and that kept her in a cycle of use: “I felt like I was worthless, and that they didn’t deserve a mother like me, that they were better off without me.” She added, “And so I just had that shame—it’s what almost killed me.” (F14).



The mothers in our study also felt guilty for using MOUD. They said they felt viewed as “weak” or that they were “replacing one drug with another.” There was shame associated with having to take a medication to help their recovery because it implied that they were not “strong enough” or that they somehow didn’t love their children enough to “just stop” on their own. One mom said, “It made me feel embarrassed, I don’t know if that’s the word, if I’m saying that right. Like, ashamed. Maybe that’s the word—shame. That’s the word I’m looking for. I didn’t want anybody to know, that I couldn’t, that I was doing less than other people because I was using a medication instead of just quitting altogether—‘going cold turkey.’” (F6) Another mom would not tell anyone she was taking Suboxone; she said, “I felt so ashamed to talk about it or to discuss that I was on medication.” (F16).




3.4. Recovery and Healing from Stigma


Advocacy


The mothers in our study also talked about their experiences in healing from the shame that stigma caused them, and the ways in which they found help and hope. Advocacy and helping others with SUD were a recurring theme in healing, with over half of mothers talking about their involvement in both (n = 12, 60%). One mom discussed how the stigma she experienced in her path to recovery has changed the way she parents her son, saying, “I take him to meetings. My family does not really agree with that, on some of the things I do, that I include him in. And I have a different opinion because of the stigma. Keeping it away from him isn’t gonna help because at least now, you know, he sees these people. Like he hears stories and I’m hoping it will save him.” (F5) Another mom talked about the importance of talking about addiction and recovery: “The more that people understand recovery, and that we do change, the more that the barriers will be knocked down.” (F16).



One mother discussed her involvement in advocacy for birth mothers and how she was involved in making changes to public policy. This mom described her journey through active use, treatment, and long-term recovery. She talked about the devastation of losing her parental rights, despite doing everything could to regain custody of her daughter. She was active in advocating for legislation change in her state that placed standardized procedures around terminating parental rights, which she said would prohibit judges from “using the power of the gavel to stigmatize people based on their personal beliefs.” She added, “I do this work so that others don’t have to go through what I went through. I’m very vocal about my story. Um, I, you know, I am a huge CPS (Child Protective Services) advocate. I am a birth mother advocate. And other mothers who are dealing with CPS, I walk them through the process. Um, basically help them get into action so that their kids can come home. Um, I stay in service for moms just like me. That, um, keeps me going. It keeps me through the grief.” (F11) Other mothers also talked about helping others. One said, “Now people come to me, you know, to find out how to help people.” (F15) And another said advocacy is how she combats stigma, saying, “Anybody’s way of recovery, whatever that is, or however it looks, is different for every single person. This is what knocks out stigma. And teaching and talking to others knocks out stigma in the community.” (F16).



Another construct talked about in the context of healing was forgiveness, specifically self-forgiveness (n = 7, 35%). One mother said, “I learned I wasn’t a morally bad person, that I was a sick person and that I had an addiction, and that—my counselor really helped me, you know, learning and forgiving myself.” (F14) This mother added through self-forgiveness, “I began to believe I was worthy, that I am worthy.” (F14) The mothers who talked about forgiving themselves said it was how they were finally able to let go of the shame that the stigma of addiction caused. One mom noted, “I was able to, um, be myself, with, to really let go of what is really inside of me.” She added, “The shame and the not forgiving yourself, it’s not gonna to help you in recovery.” (F13).



Personal growth through becoming involved in individual therapy or learning new coping skills through self-help was also discussed as a pathway to recovery from stigma (n = 12, 60%). Through personal growth, mothers expressed their ability to see their past from a different perspective, which helped dispel feelings of shame and guilt. One mother described how she has changed: “Sometimes, things still get hard, and I won’t lie, sometimes I still get cravings and think about using again, like maybe I could use casually. But now, that does not stick. I know I can’t do that because I am an addict and there is no going back. My life is so much better now, I am so much happier that I have a reason to get up that is not getting high every day. There are hard times—it will be hard, but life can be so much better. There is no shame in recovery.” (F2) This mom also said, “I learned to be patient and support myself and my needs in recovery. Through recovery, I learned to focus on myself.” (F2) Another mom talked about how she wishes her family could see things differently: “I wish they would see it the way I see it. Like, me abusing drugs for so long—all I went through—has had such a negative effect on me that I am better because of it.” (F7) Another mom discussed her experiences in talking about past trauma in individual therapy, “I was able to tell people what I did and say, and um, I walked out of there (therapist’s office), and oh my God” (long pause). You know, even when I was there, like I felt free from the shame and guilt. I felt free because I was able to talk about so much, you know, uh, the things I did. Also, my father, all of the trauma I experienced as a child, my sexual abuse, just everything that I had been holding onto.” (F14) Another mom described learning to focus on herself: “I feel a lot better when I do things for myself. If you do things for yourself, you can feel less guilt and shame, and, you’ll believe you deserve good things, too.” (F12).






4. Discussion


This study used in-depth interviews to collect qualitative data and closely examine the experiences of stigma for mothers with SUD/OUD. The mothers in our study experienced internal and external stigma and stigma at the individual, interpersonal, and institutional levels. Parents, particularly mothers, who use substances experience more of the damaging effects of stigma and face significant barriers to support. The stigma of parental SUD can have far-reaching effects, spanning generations. The stigma of substance use leads to fear and mistrust of healthcare and child welfare systems, often impeding help-seeking behaviors [23]. Stigma is a multifaceted phenomenon and can originate from both outside (external) and inside (internal) sources. Opioid use disorder is one of the most stigmatized conditions, mainly due to punitive policy and a lack of treatment funding prioritization [24]. Both internal and external stigma can be significant barriers to treatment [24]. External stigma is experienced when individuals with OUD are met with hostility from others or difficulty in accessing affordable treatment options, including MOUD. [24] Internal stigma can interfere with treatment-seeking behavior, premature withdrawal from treatment, and relapse [25]. Gender also affects the experience of external and internal stigma [26]. Consistent with this study, others have found that women with children are more likely than men to report stigma as a hindrance to finding treatment, contributing to fears of being perceived as a “bad” mother and possibly losing custody of their children [27]. Women report feeling the stigma of addiction differently from men [17,28]. Our study found labeling the mother with terms such as “garbage” and “just another junkie” or stating that she was “choosing drugs over her kids” did not aid in treatment or recovery efforts; instead, it fueled the internalized shame felt by participants.



In our study, we saw an evolution from stigmatization and secrecy to recovery and advocacy. Our study found that mothers assigned the label of “addict” were afraid to talk about their experiences with substance use and their experiences regarding treatment. Our participants discussed an acute awareness of feeling judged by others. The participants in the study employed withdrawal and secrecy when interacting with family, healthcare professionals, and even others in the recovery community in response to the shame they felt regarding their drug use. These strategies only served to deepen their internalized stigma and act as a barrier to recovery. However, when our participants re-labeled themselves as “advocates” and became more vocal in their experiences, they began to engage in more profound levels of meaningful recovery. The women talked about “knocking down barriers” and “knocking out stigma.” Through sharing their experiences, they were able to see themselves differently and heal from the stigmatizing shame that previously maintained them in cyclic substance use. Other research has found that involvement in advocacy may benefit personal recovery and reduce the impact of stigma [29].



Forgiveness was discussed throughout the theme of recovery and healing from stigma. Forgiveness is included in the 12 steps of Alcoholics Anonymous. Steps 8 and 9 involve naming and making amends to those one has transgressed against [30]. The Alcoholics Anonymous Big Book also talks about the importance of forgiving others and letting go of resentment. Research shows forgiveness is associated with positive outcomes in recovery, and although seeking forgiveness and forgiving is important, the stigma of substance use disorder can make self-forgiveness challenging to achieve [31]. One theory on self-forgiveness posits three main responses to transgression: (1) self-punitive, (2) pseudo-self-forgiveness, and (3) genuine self-forgiveness [32]. In our study, some women reported engaging in self-punitive behaviors, feeling they did not “deserve” good things (i.e., to be a mother) or that they “deserved” the bad things that happened to them because of their substance use. Our study did not discuss pseudo-self-forgiveness or minimizing harm and denying transgressions. However, research shows that denial plays a central role in the cycle of addiction, even amid negative consequences [33]. Genuine self-forgiveness, which includes acknowledging harmful behaviors and accepting and engaging in positive restoration behaviors, is associated with positive outcomes in recovery [34]. The participants in our study who discussed genuine self-forgiveness talked about their ability to realize their inherent self-worth and release the shame that kept them in a cycle of self-punitive behavior through drug use.



Our study supports other research that shows stigma is a significant barrier to treatment and recovery, especially for women [35]. When someone is labeled an “addict,” it is equated to a moral or character flaw rather than an illness that needs medical treatment [36]. In states where mothers can face charges of child abuse and risks to their parental rights, they are less likely to seek treatment or divulge substance use to their medical practitioner [37]. The consensus of research on the topic of stigma shows that despite efforts to combat it, it remains a significant barrier that needs a multifaceted, anti-stigma approach across systems [38].




5. Conclusions


The unique stigma experienced by mothers with opioid use disorder causes significant barriers to accessing treatment and maintaining recovery. The mothers in this study reported experiencing stigma from their external environment, including from their families and healthcare providers, as well as internalizing it in the form of self-stigmatization and shame. Participants were able to experience healing from internal stigma and shame through advocacy and self-forgiveness and ultimately found meaning that helped them in long-term recovery. Interventions that combat stigma and include psychoeducation for practitioners are essential to increase access to care [39,40,41,42]. Understanding what impacts a parent’s ability to seek treatment and their experience may increase awareness of stigma and moderate its effects. However, more research on reducing internalized stigma is needed.




6. Limitations


Several noteworthy limitations accompany the study. Firstly, the generalizability of findings is influenced by the specific sample size and selection process, potentially introducing bias. Despite efforts to ensure precision, the reliability of measurements hinges on the nature of the interview format. The cross-sectional nature of the study design may limit the ability to capture temporal changes adequately. While attempts were made to control for confounding variables, inherent limitations in this approach may affect the internal validity. Caution is advised when extrapolating the results beyond the study’s specific context. Moreover, the reliance on participant self-reports may introduce response biases. Resource constraints, potential publication bias, and ethical considerations, particularly in the context of interviews, further shape the study’s limitations, prompting a nuanced interpretation of the obtained results.
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Figure 1. Themes and subthemes. MOUD, Medication for Opioid Use Disorder. 
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Table 1. Participant characteristics.
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	ID
	Age
	Age of Children *
	Custody
	Race/Ethnicity
	Current Relationship Status
	Sexuality





	F1
	45–54
	11
	Y
	Black
	Single
	Straight



	F2
	35–44
	20

11
	N
	White
	Single
	Gay



	F3
	35–44
	10

7

2

Pregnant
	Partial
	Latina
	Married
	Straight



	F4
	25–34
	4
	Y
	White
	Divorced
	Straight



	F5
	25–34
	12
	Y
	White
	Single
	Straight



	F6
	25–34
	5

6
	Y
	White
	Married
	Straight



	F7
	35–44
	23

21

17

9

6

5
	Y
	Black
	Single
	Straight



	F8
	35–44
	16

9

<0
	Partial
	Latina
	Single
	Straight



	F9
	35–44
	16

9
	Partial
	White
	Divorced
	Straight



	F10
	45–54
	15

17
	Y
	White
	Partnered
	Straight



	F11
	35–44
	6
	N
	White
	Single
	Straight



	F12
	25–34
	14

8
	Y
	Latina
	Partn