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Stigma Kills: Addressing Opioid and 
Substance Use Disorder by Changing 
Health System Culture

1

2



2

Disclosure of Relevant
Financial Relationships

• No commercial interests to disclose relating to 
the educational content of this program.

Faculty
• Richard Bottner, DHA, PA-C, CPHQ, FACHE

– Vice President, Clinical Excellence, Colorado 
Hospital Association

• Ben Keidan, MD, MBA, FACP 
– Chief Medical Officer, Boulder Community Health
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Learning Objectives
• Define stigma and its different forms

• Describe the impact of stigma on care delivery

• Identify opportunities to treat and address 
stigma and SUD systematically, and how 
leadership can help overcome
barriers 

Agenda
This session will discuss the importance of addressing substance 
use disorders across the continuum and dismantling existing 
barriers.  Participants will be able to: 

• Define stigma and describe its impact on delivering evidence-
based addiction care 

• Discuss opportunities for improved clinical outcomes for patients 
who use drugs 

• Summarize interventions health system executives can perform 
within their respective organizations 
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Our Story

Why Is Best Practice For SUD 
Inconsistently Followed? 

Education
Systems-

Based 
Practice

Stigma*
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What Exactly Is Stigma? 

Stereotype 
(Beliefs)

Prejudice 
(Feelings)

Discrimination 
(Marginalization)

Types of 
Stigma
• Social stigma

• Structural stigma

• Self stigma 
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How Does Stigma 
Manifest in Clinical 
Practice? 
Substance use disorders are treated as 
a moral failing.

In reality:

• SUDs are driven by genetic and 
environmental factors

• Rates of recurrence very similar to 
other chronic diseases

How Do Health Systems Come 
into Play? 

HOSPITALS AND CLINICS ARE CRITICAL ACCESS POINTS 

 OUD screening, management, treatment, 
and harm reduction must be better 
addressed in all sites of care  
(ED/ICU/Floor/Clinic) 

 Hospitals also have critical roles in Opioid 
Stewardship, ALTO’s, education, and 
navigation 

not in my 
back yard
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What We Do at 
Most Hospitals 
Today
• “Treat” withdrawal

• No long-term treatment plans

Best Practices Are Known But 
Inconsistently Followed 
• MAT Decreases opioid use, opioid-related overdose deaths, criminal activity, and infectious disease 

transmission.4,5,6 After buprenorphine became available in Baltimore, heroin overdose deaths decreased by 
37 percent during the study period, which ended in 2009.6

• MAT Increases social functioning and retention in treatment.4,5 Patients treated with medication were 
more likely to remain in therapy compared to patients receiving treatment that did not include medication.4

• Treatment of opioid-dependent pregnant women with methadone or buprenorphine Improves 
Outcomes for their babies; MAT reduces symptoms of neonatal abstinence syndrome and length of hospital 
stay.7

• Methadone and buprenorphine DO NOT substitute one addiction for another. When someone is treated 
for an opioid addiction, the dosage of medication used does not get them high–it helps reduce opioid cravings 
and withdrawal. These medications restore balance to the brain circuits affected by addiction, allowing the 
patient’s brain to heal while working toward recovery.

• Diversion of buprenorphine is uncommon; when it does occur, it is primarily used for managing 
withdrawal.11,12 Diversion of prescription pain relievers, including oxycodone and hydrocodone, is far more 
common; in 2014, buprenorphine made up less than 1 percent of all reported drugs diverted in the U.S.13
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Hospitalization: A Recovery 
Opportunity

25‐30% of 
patients 

leave AMA

Inadequate 
treatment of 
withdrawal

Fear of 
mistreatment

Opioid 
cravings

12% of patients 
provided ONLY a follow-

up appointment enter 
outpatient treatment

72% of patients started 
on buprenorphine enter 

outpatient treatment

Best Practices for Health Systems 
• Prevention

– Education of patients/providers/staff 
– **opioid stewardship

• Unused medication collection sites
• Inpatient 
• Outpatient
• Surgical 

– https://michigan-open.org/
prescribing-recommendations/

• Navigation / peer support

• Behavioral Approaches/treatment of dual diagnosis 

• **MAT-initiation in ED’s, Hospitals, and clinics

• Alternatives to Opioids (ALTO’s)

• ERAS (Enhanced Recovery After Surgery)

• Harm reduction
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A 
Long 
Way 
To Go
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Back to Our Journey
PROBLEM: How can we treat patients across health systems without a formal addiction 
medicine service (and sometimes funding…)?

SOLUTIONS:

Empower Existing Teams BCH PILAR PROGRAM: Implementation 
across system continuum 

The Buprenorphine Team

http://www.sciencedirect.com/science/article/pii/S2213076421000622
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What We Learned About 
SUD Treatment and Stigma

• We recognize hospitals and health systems have
a critical access point, and that SUD is best addressed wherever/ 
whenever it presents 

• Health systems can implement CVR/best practice approaches across 
the continuum to treat and prevent SUD 

• Grant Funding is an option to support 
start up costs

• Partnering with County and State Public 
Health and Hospital Associations 

What Can Health System Executives Do?

• Identify and 
eliminate structural 
barriers

• Find Champions

• Look for funding 
(grants, state, 
foundations, hospital 
association)

• Empower families

• Measure success

• Sympathetic 
narratives 
share patient 
stories
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X-Waiver

Continue Learning
Reducing Stigma Educational Tools (ReSET) www.ResetStigma.org
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Faculty Biography/Contact Info
Richard Bottner, DHA, PA-C, CPHQ, FACHE is the Vice President of Clinical Excellence at the
Colorado Hospital Association (CHA) and exceptionally passionate about effective, efficient, and
interprofessional acute care in hospitals nationwide. In his current role, Dr. Bottner supports
strategy and implementation related to a statewide alternative payment pilot associated with care
delivery in hospitals and also focusing on substance use disorders, maternal health, rural and
critical access hospitals, and social determinants of health.

Prior to his role with CHA, Dr. Bottner was an Assistant Professor of Internal Medicine at Dell
Medical School at The University of Texas at Austin where he led quality improvement programs
around readmission prevention, medication safety, and patient experience. Most recently, he was
the Director of the Buprenorphine Team, a full-service consultation team that provides hospitalized
patients who have opioid use disorder with access to treatment and linkage to appropriate
outpatient care.

Vice President, Clinical Excellence, CHA
richard.Bottner@cha.com

Faculty Biography/Contact Info
Dr. Benjamin Keidan, MD, MBA, ACP has been Boulder Community Health's CMO since 2018. 
He enjoys the opportunity to lead BCH with an emphasis on quality improvement, collaborative 
care, patient safety and improving the patient/care team experience.

Dr. Keidan is an internal medicine physician who has practiced at BCH for over 15 years. Prior to 
2018, he was the Medical Director for Quality and Population Health for the BCH employed 
physician group where he focused on strategies for providing high quality, affordable health care 
with improved communication and collaboration.

He earned his medical degree from Wayne State University and completed his residency and 
served as Chief Medical Resident at George Washington University. He then practiced internal 
medicine and hospital medicine at Beth Israel Deaconess Medical Center and joined the teaching 
faculty of Harvard Medical School. He completed his MBA in health care administration at CU 
Denver in 2018.

Chief Medical Officer, Boulder Community Health
bkeidan@bch.org

25

26



14

Evaluate This Session
• Download the ACHE 

365 mobile app

• Select Congress

• Go to My Schedule

• Find your session and 
click arrow at right

• Click Evaluate 
Session icon

27


