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WELCOME.
We’re glad 
you are here. 

• All participants are in listen-only mode 
• We encourage frequent use of the chat box 

to participate and ask questions
• Say hello now using the chat box to tell us 

your name and organization
• Please complete the three question survey 

towards the end of the webinar. We value 
your feedback!  

Chat 
box

Stigma in Healthcare
Thursday, April 14, 2022
1:00 p.m. to 2:30 p.m.
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Disease Burden



Coexistence of additional health conditions



What is 
Stigma?

01

Stigma/’stiɡmə/

A set of negative and often unfair beliefs that a society or 
group of people have about something



Cycle of Stigma





Focus Group
02



Focus Group Questions

Where do you receive your healthcare – ED, Urgent Care, PCP, health 
departments, etc.?

Do you think they [providers] have this perception that you don’t have to use illicit 
drugs?

Is there a certain phrase or word that you wish healthcare providers would not 
use?

Have you felt that other health-related issues have become minimized once a 
healthcare provider finds out you use drugs?



Participants

15 participants at Caracole’s weekly SSP

12/15 developed OUD after receiving an opiate for an injury

All have been to an ED in Hamilton County as recent as 2 weeks prior to the  

FG

14/15 participants have experienced stigma in healthcare

15/15 participants could not remember the last time they got high



—SSP Participant

“...and that can be really dangerous and I 
knew that and I still chose to just deal 

with it on my own rather than get 
treated that way that I get treated”

Stigma can lead to adverse health outcomes

—SSP Participant

“...that’s not the reason why I’m coming, [chasing 
pain meds], I could get something stronger on the 
street. I’m here for a different reason…”



—SSP Participant

“...you can handle the pain”

The Individual > SUD

—SSP Participant

“...we are all human being at the end 
of the day, we should all be treated 
the same”



—SSP Participant

“I actually wake up every morning 
and have to stick myself with a 
needle just to feel normal…I hate 
that”

Constantly wanting to feel normal



Let’s talk about it

—SSP Participant

“...It would be awesome if they 
addressed the addiction”



Themes

Desire for 
Normalcy

Dismissal of 
health and 

wellness



How can you reduce stigma

Treat them like a 
person not an 

addiction

Have whole 
health 

conversations

Call out 
stigma when 

you see it



Thank You!



Doing Less Harm: 
Treating Opioid Use Disorder 

As  A Brain Disease
Rais Vohra, MD

Jennifer Zhan, MD
Tommie Trevino, Substance Use Navigator 
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The Opioid Epidemic

70,630 
people died from drug 
overdose in 2019 (1)

1.6 million 
People had an opioid use 
disorder in the past year (2) 

10.1 million 
People misused prescription 
opioids in the past year

745,000
People used heroin in the 
past year

https://www.hhs.gov/opioids/about-the-epidemic/index.html 

Sources 
(1) NCHS Data Brief No. 394, December 2020.  
(2) 2019 National Survey on Drug Use and Health, 2020

https://www.hhs.gov/opioids/about-the-epidemic/index.html


Opioid 
Crisis



CA Bridge Model
Revolutionizing The System Of Care

Low-Barrier Treatment
Culture 

of Harm Reduction

Connection to Care 
and Community



CA Bridge Impact: To-Date
Cumulative totals across all reporting CA Bridge sites (n = 190), April 2019-Sept 2021

77,930 52,719 23,848
SUN encounters patients identified with 

OUD
encounters where MAT was 
prescribed or administered

SUN: Substance Use Navigator
OUD: Opioid Use Disorder
MAT: Medication for Addiction Treatment



CA Bridge Model: Connection

• Link patients to ongoing care through active support 

and follow up.

• Reach out to community organizations and people 

who use drugs to increase access to care. 





CA Bridge Model: Culture

● Create a welcoming culture in the hospital that 

does not stigmatize substance use and does 

recognize racial disparities in access to care.

● Promote harm reduction and trauma-informed 

practices. 

● Build trust through human interactions and lead 

with respect. 



Working Smarter, Not Harder: 
The Story of Tony and Tony



Meet Tony P 



Tony P is a 36 year old man. He checks in to the ED to seek help with a seizure disorder. He had a full-on,  tonic-clonic seizure 
while at home, and because he didn’t have time to take proper precautions before it came on, he developed a laceration to 
the left side of his scalp.  He is evaluated by the triage nurse and triage MD and told to wait. Meanwhile he feels like his brain 
is on fire.

In the lobby, he has a partial seizure while waiting to be seen. Just before he has it, he yells for help and then collapses on the 
ground. He is helped to back to the chair and a bandage is applied to his bleeding scalp, but he continues to demonstrate 
seizure activity all the while.

He tries to ask for help with his seizure several times to lobby staff, but he is asked to wait for a long time. No one seems to 
understand why he would come in with both a scalp laceration and also an active seizure. No one seems to grasp that these 
two conditions might be related.   

Eventually, he receives a series of responses to his request, but they are somewhat puzzling to him. 

First, he is told that he needs to stay calm and follow up at a neurology clinic, where they will be able to evaluate his seizure 
disorder fully, and then prescribe him some medications to make his seizure stop.

The doctor treating him, who appears kind and youthful, smiles compassionately as he hurriedly jots down a phone number 
and an address, passing the slip into Tony’s trembling hand as he stands up to go. “These folks will take really good care of 
you, just walk in. I really hope you get better, man. Good luck to you.” Tony shakes his head, mumbles something while 
choking back tears, and walks back out of the ED lobby. 



Now Meet Tony T 



Tony T is a 36 year old man.  He checks in to the ED to seek help with a seizure disorder opioid use disorder. He had full-on,  
tonic-clonic seizure  severe opioid withdrawal while at home, and because he didn’t have time to take proper precautions 
before it came on, he developed a laceration an abscess to the left side of his scalp forearm.  He is evaluated by the triage 
nurse and triage MD and told to wait. Meanwhile, he feels like his brain is on fire.

In the lobby, he has a partial seizure moderate withdrawal while waiting to be seen. Just before he has it, he yells for help and 
then collapses on the ground. He is helped to back to the chair and a bandage is applied to his bleeding scalp  oozing 
forearm, but he continues to demonstrate seizure activity withdrawal all the while.

He tries to ask for help with his seizure withdrawal several times to lobby staff, but he is asked to wait for a long time. No one 
seems to understand why he would come in with both a scalp laceration  forearm abscess and active seizure opioid 
withdrawal. No one seems to grasp that these two conditions might be related.   

Eventually, he receives a series of responses to his request, but they are somewhat puzzling to him. 

First, he is told that he needs to stay calm and follow up at an neurology addiction clinic, where they will be able to evaluate 
his seizure opioid use disorder fully, and then prescribe him some medications to make his seizure withdrawal stop. 

The doctor treating him, who appears kind and youthful, smiles compassionately as he hurriedly jots down a phone number 
and an address, passing the slip into Tony’s trembling hand as he stands up to go. “These folks will take really good care of 
you, just walk in. I really hope you get better, man. Good luck to you.” Tony shakes his head, mumbles something while 
choking back tears, and walks back out of the ED lobby. 



(How) Is OUD actually a Seizure Disorder? 

A. The patient experience

B. Historical considerations

C. EEG studies

D. How/why is this useful info?



DILEMMA: 
Health care treats some brain illnesses well (epilepsy, MS, etc)
…But the system fails patients with the chronic brain illness of opioid 
addiction…
due to cultural, logistical, structural and pharmacological barriers to effective 
care 



Historical Comparisons to Seizures



Cultural Roles: 
Affected persons treated 
as outcasts, celebrities, 
visionaries, or shamans

****************
Systemic Response: 

Condition is met with stigma, 
exclusion, and structural violence

 instead of medical attention
******************

Therapeutic Approaches: 
Cruel, inconsistent, and 

superstitious

SEIZURES ADDICTION



Should withdrawal be seen as 
a type of non-convulsive 
seizure? 

MAYBE! Studies using EEG/EP suggest that: 
● Opioid withdrawal induces characteristic EEG changes

● Withdrawal responds to methadone/opioids on EEG

● Craving has an EEG footprint in even “stable” patients

● Almost all studies are confounded by comorbid 

illnesses, co-intoxicants, var. methods and treatments

● Very few studies done in the ED MAT era with bup



Neuroelectro-physiological approaches in heroin addiction 
research: A review of literatures

https://pubmed.ncbi.nlm.nih.gov/2674894
7/

Extensive review of the literature on electrophysiology studies in heroin addiction/OUD 

The results show decrements in attentional processing and dysfunctions in brain response inhibition as 
well as brain activity abnormalities induced by chronic heroin abuse. Findings confirm that 
electroencephalography (EEG) band power and coherence are associated with craving indices and 
heroin abuse history. 

First symptoms of withdrawal can be seen in high-frequency EEG bands, and the severity of these 
symptoms is associated with brain functional connectivity. 

EEG spectral changes and event-related potential (ERP) properties have been shown to be associated 
with abstinence length and tend to normalize within 3-6 months of abstinence. 

From the conflicting criteria and confounding effects in neuro electrophysiological studies, the authors 
suggest a comprehensive longitudinal study with a multimethod approach for monitoring EEG and ERP 
attributes of heroin addicts from early stages of withdrawal until long-term abstinence to control the 
confounding effects, such as nicotine abuse and other comorbid and premorbid conditions.

https://pubmed.ncbi.nlm.nih.gov/26748947/
https://pubmed.ncbi.nlm.nih.gov/26748947/


Opioid withdrawal results in an increased local and remote 
functional connectivity at EEG alpha and beta frequency bands

Abstract
Withdrawal may be a natural model to study craving and compulsive drug seeking, since craving can 
be viewed as a conditioned dysphoric state. 
It has been suggested that functional connectivity between brain areas may be of major value in 
explaining excessive craving and compulsive drug seeking by providing the essential link between 
psychological and biological processes. 

We applied the novel operational architectonics approach that enables us to estimate both local and 
remote functional cortical connectivity by means of EEG structural synchrony measure. 

In 13 withdrawal opioid-dependent patients, we found the evidence that local and remote cortical 
functional connectivity was indeed significantly enhanced (for both alpha and beta frequency 
oscillations). 
Additionally, a statistical relationship between functional connectivity and the severity of opioid 
withdrawal has been found.



https://pubmed.ncbi.nlm.nih.gov/26002855/

Our study investigated differences in resting gamma power (37-41 Hz) between patients undergoing 
MMT for opiate dependence, illicit opiate users, and healthy controls subjects.
 
Electroencephalographic data were recorded from 26 sites according to the international 10-20 system. 
Compared with the healthy controls subjects, people either undergoing MMT or currently using illicit 
opiates exhibited significant increased gamma power. The sLORETA (standardized low-resolution 
electromagnetic tomography) between-group comparison revealed dysfunctional neuronal activity in 
the occipital, parietal, and frontal lobes in the patients undergoing MMT. 

A more severe profile of dysfunction was observed in those using illicit opiates. Our findings suggest 
that long-term exposure to opioids is associated with disrupted resting state network, which may be 
reduced after MMT.

Quantitative EEG and Low-Resolution Electromagnetic 
Tomography (LORETA) imaging of patients undergoing 

methadone treatment for opiate addiction

https://pubmed.ncbi.nlm.nih.gov/26002855/


https://pubmed.ncbi.nlm.nih.gov/26002855/

This study aims to investigate the acute and short-term effects of methadone administration on the brain's electrophysiological 
properties before and after daily methadone intake over 10 weeks of treatment among heroin addicts. 

EEG spectral analysis and single-trial event-related potential (ERP) measurements were used to investigate possible alterations in 
the brain's electrical activities, as well as the cognitive attributes associated with MMN and P3. 

The results confirmed abnormal brain activities predominantly in the beta band and diminished information processing ability 
including lower amplitude and prolonged latency of cognitive responses among heroin addicts compared to healthy controls. 

In addition, the alteration of EEG activities in the frontal and central regions was found to be associated with the withdrawal 
symptoms of drug users. 

Certain brain regions were found to be influenced significantly by methadone intake; acute effects of methadone induction 
appeared to be associative to its dosage. 

The findings suggest that methadone administration affects cognitive performance and activates the cortical neuronal networks, 
resulting in cognitive responses enhancement which may be influential in reorganizing cognitive dysfunctions among heroin 
addicts. This study also supports the notion that the brain's oscillation powers and ERPs can be utilized as neurophysiological 
indices for assessing the addiction treatment traits.

Acute effects of methadone on EEG power spectrum and 
event-related potentials among heroin dependents

https://pubmed.ncbi.nlm.nih.gov/26002855/


Why is Change Needed? 
The current system frequently (spectacularly) 
fails patients with opioid addiction

● Denial, denial, denial!

● Getting opioids is easy, getting help for OUD is hard

● X-waiver requirement to prescribe MAT medications

● Referrals/appointment labyrinth

● Insurance authorizations, treatment contracts

● Stigma/social factors keep patients from access to help 

● Abstinence-based treatment approaches are cruel/doomed 

● What if we considered substance addiction as a brain disease 
instead of a moral failure? 



Early use/mild OUD
● Daily dose may be 

low withdrawal is 
mild 

● no recovery offered 
= missed opportunity

Medical 
overprescribing 

of opioids

and/or

Street supply of 
opioids/ illicit 

drugs

Severe OUD/IVDU
● Risky Behavior
● Severe Withdrawals
● Intervention appears 

futile = missed 
opportunity

Complications of 
OUD

● Soft tissue 
Infections

● Endocarditis
● Hep C & HIV
● Depression, 

guilt, 
family stress

● Job loss
● Economic cost 

to self/society
● Crime & 

incarceration
● Overdose & 

hospitalization
● Death

Current 
Situatio

n

Many barriers in “the system” 
keep patients from recovery!

Primary Care….Urgent Care….High Acuity ED Care



Goal: The Health System Can Identify, Treat And Refer At-risk OUD PATIENTS At Any 
Stage

…precisely the same thing that we have come to expect with EPILEPSY  

Early Use/ Mild 
OUD

Daily dose may be 
low, withdrawal is 

mild

Medical 
Overprescribing 

Opioids

and/or

Street Supply of 
opioids/ illicit drugs

Severe  OUD
IVDU

Risky Behavior,
Severe 

Withdrawals,

Complications of OUD
 (LARGELY AVOIDED!)

● Soft tissue infections
● Endocarditis, hep C, HIV
● Depression, guilt
● Family stresses, job loss
● Economic cost to 

self/society
● Crime, incarceration
● Overdose, hospitalization

 Immediate Stabilization  +  Multiple Access Points

Life Saving Medication + Resources

Primary Care…Urgent Care…High Acuity 
Emergency Medical Care

IMPROVED 
MODEL OF 

CARE 

Let’s replace 
“Do NO HARM” (which 
condones inaction) with 
“DO LESS HARM” which 
permits a broader view of 

what SUD care can be

A “heroic intervention” is 
usually a sign of systemic 

failure to prevent. 
 These are missed 

opportunities to go 
upstream of the problem.  



RECAP: Working Smarter, Not Harder
● Health care treats some brain illnesses well (ex: epilepsy, MS, etc)…
● But it fails patients with the chronic brain illness of opioid addiction 
● MANY logistical, structural, and cultural barriers to effective care 

● When we treat opioid use disorder as a seizure disorder, it helps the 
ED team readily care for these patients within a familiar framework 

● We don’t have to “adopt” a new set of concepts (from addiction 
medicine), we could just expand what we already know/do in EM

THE BIG IDEA: 

opioid withdrawal = active seizure = emergency!!



Stories from the frontline



A Patient-Centered, 
Rapid Access  
Approach to 

Substance Use 
Disorder



Harm Reduction 
Strategies for the 
Hospital Setting



Trauma-Informed Care



Culture of Care



Advancing Equity and 
Reducing Harm to 

Communities of Color 
from Drug Use





Join Us
● Visit our website for tools and resources – cabridge.org

● Join our email list for new announcements – cabridge.org/join-us

● Follow us on Instagram, Facebook and Twitter – @BridgetoTx 
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Substance Use 
Navigator 

                                                          
SUN
UC DAVIS 
MEDICAL 
CENTER

 Bridge Program  

  



       Overdose Prevention 
SUN TEAM

Sandy Overby        SUN

Jovon Beck             SUN

Jolie Reyes              SUN 

Kyle C                       SUN

Tommie Trevino      SUN 
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    Tommie              Jovon Sandy So
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How our work saves lives

Problem
• Patients that struggle with 
Substance Abuse / Mental 
Health 

• Insurances 

Solution
• Meet Patients where there at
  Harm Reduction / Principles 
  Relapse Strategies 

• Clinics 
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Adapt to Pandemic 
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     Learning to Adapt to Change
     Partnering with In House Units 
     New Clinic 
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Success Story 

Mr. Trevino, my name is MM. The caring staff, at UC DAVIS, 
which includes you, and Sandy saved my life. I am a true 
success story. If anyone has doubts...I can tell them that 
with a little patience, and the support from YOU AND 
SANDY, they can be on the road to great recovery. I am on 
suboxone. It saved my life. I am back at work; my husband 
and I we bought our first home. Even with the PANDEMIC, 
everything worked out great, because of your caring help 
and support .
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TOMMIE TREVINO UCDavis MC 
916-281-1601
tgtrevino@ucdavis.edu
SUN Mentor for the California Bridge  
ttrevino@cabridge.org

mailto:tgtrevino@ucdavis.edu

