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Stigmatization is a significant healthcare barrier among individuals who
utilize substances during pregnancy. Of the 3.6 million U.S. births each year,
approximately 10% are affected by perinatal substance use, an estimate
which is likely underestimated due to fear of stigma and prosecution. Of
those experiencing perinatal substance use, less than 11% receive treatment,
while maternal deaths due to overdose during the postpartum period have
increased by 81% from 2017 to 2020. Societal perception of non-pregnant
individuals experiencing substance use disorders recognizes the biological basis
of addiction, whereas for pregnant individuals, societal perception slides into
moral failing as the basis of addiction. Many recommendations and guidelines
for decreasing substance use stigmatization among non-pregnant and pregnant
individuals exist. We focus on the use of mindfulness in recognizing and
addressing structural and social stigma within healthcare systems. Mindfulness
has been extracted from its roots as an essential element of the Eightfold Path
in Buddhism, which largely centers on living ethically to reduce suffering of self
and others. By acknowledging the roots of mindfulness, providers can engage
mindfully in practices that help identify one’'s overarching personal values and
encourage one to lead healthcare encounters compassion and willingness to
support help-seeking community members who are experiencing suffering.
A deeper awareness of mindfulness practices within the context of ethical
conduct can support healthcare shifts away from criminalization toward more
patient- and family-centered approaches.
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Perinatal substance use

Recent United States data suggests 10-11% of individuals use substances during pregnancy
(Denny et al,, 2019; England et al., 2020). From 2017 to 2020, substance overdose during
pregnancy and postpartum increased by 81% (Bruzelius and Martins, 2022), making overdose
a leading cause of maternal death (Trost et al., 2022). While alcohol is the most common
substance used by pregnant individuals (Substance Abuse and Mental Health Services
Administration Department of Health and Human Services, 2019), opioid use is significantly
increasing as our country faces an opioid epidemic (Ko et al., 2020). Rates of opioid-related
diagnoses documented at delivery increased by 131% from 2010 to 2017, and one in five
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reported eventual misuse (Ko et al., 2020). With such drastic increases
in perinatal opioid use, it is startling that pregnant patients attempting
to engage in treatment are 17% less likely than non-pregnant patients
to be granted appointments when calling into opioid treatment centers
(Patrick et al., 2020). Overall, in 2019, less than 11% of individuals
experiencing perinatal substance use received treatment (Substance
Abuse and Mental Health Services Administration Department of
Health and Human Services, 2019).

As nearly half of U.S. states criminalize perinatal substance use
(Weber et al,
underrepresented due to fear of stigma and prosecution (Howard,

2021), current prevalence rates are likely

2015). Providers are hesitant to treat perinatal substance use, as
limited research perpetuates provider doubt and discomfort (Webb
et al,, 2021). Increased ethical challenges of evaluating medication-
based treatments for opioid use during pregnancy further complicate
the issue. Additionally, pregnant individuals using substances are often
excluded from perinatal clinical research, in particular clinical trials
of effective interventions for co-occurring mental health conditions
(Mackiewicz Seghete et al., 2020). Traditional research and policy have
focused disproportionately on the effects of substance use on the
developing fetus compared to maternal risk, which contributes to
limited support for perinatal individuals and increased shame around
utilization of substances (Mackiewicz Seghete et al., 2020). This
multitude of factors leaves individuals experiencing perinatal
substance use marginalized and oppressed, both specifically within
systems of care and more broadly within society.

How stigma impacts perinatal
substance use

As several authors (e.g., Nichols et al., 2021; Weber et al., 2021)
have thoroughly discussed the complex effects of substance-related
stigma on birthing persons and infants, we will build upon the
understanding of stigma, how stigma manifests interpersonally, and
how mindfulness can support conscious awareness of the
counterproductive effects of stigma. Stigma is a dynamic and
interpersonal process operating on many levels, including structural,
social, and internalized levels (Phelan et al., 2008). As language usage
and societal messaging shifts (e.g., drug addict vs. person with a
substance use disorder), social perception changes and stigma can
be greatly reduced. Research indicates that societal perspectives of
those with substance dependence have largely shifted from beliefs
rooted in “moral failing” to an understanding that substance
dependence is a “chronic relapsing brain disorder” (National Institute
on Drug Abuse, 2016) marked by intense urges to cope via self-
medication (Khantzian, 1997). However, with regard to pregnant
persons using substances, societal beliefs revert toward “moral failing”
(Racine et al, 2015). Societally, more judgment is held toward
pregnant individuals due to idealized narratives of motherhood and
stringent beliefs that perinatal substance use signifies complete
“maternal unfitness” (Terplan et al., 2015).

Structural stigma, which is stigma embedded in institutional
policies, cultural norms, and laws (Lipsett et al., 2023), results in
healthcare practices that condemn—rather than support—pregnant
substance users. Those who experience systemic oppression and
discrimination due to racialization and minoritization are at greater
risk of stigmatization, as perinatal substance use can be weaponized
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to portray parental unfitness and involve child protective services
(Terplan et al., 2015). In fact, children exposed to substances during
pregnancy who are born to Black parents are four times more likely to
be reported to child protective services (Kerker et al., 2006; Roberts
and Nuru-Jeter, 2012 as cited by Nichols et al., 2021). Racialized
pregnant persons and low-income pregnant persons systematically
receive harsher legal consequences for substance use (Kennedy-
Hendricks et al., 2016; Terplan et al., 2015; Bridges, 2020 as cited by
Nichols et al., 2021). Criminalization is intended to reduce perinatal
substance use and poor infant outcomes, such as neonatal withdrawal
syndrome, but in reality, criminalization only reduces access to and
engagement with healthcare (Weber et al., 2021). A 2015 qualitative
study reported 73.3% of participants feared being identified as a
substance user, as they could lose custody of their children or face
criminal penalties (Stone, 2015). The study further stated the primary
strategy for preventing detection was medical care avoidance, often
skipping prenatal care altogether (Stone, 2015).

Social stigma exists between individuals, within interpersonal
interactions. Many individuals experiencing perinatal substance use
report experiencing discrimination, micro-aggressions, stereotyping,
and sub-par care as a result of personally-held beliefs of healthcare
providers, such as being called “junkie” or “bad mother” (Harvey
etal, 2015; Howard, 2015; Blair et al,, 2021) and being turned away
from treatment (Burgess et al., 2021). Bright et al. (2022) succinctly
summarize the troubling dilemma many pregnant substance users
face: “Stigma prevents them from seeking care, and stigma about care
received decreases treatment motivation” (Bright et al., 2022). Limited
investment in perinatal substance use research and treatment, due to
structural stigma, reinforces interpersonal stigma. While both are
intended to function as practices that compel individuals to abide by
cultural norms, they actually impact individuals by increasing
internalized stigma and shame (Lipsett et al., 2023).

Internalized stigma is the infiltration of society’s beliefs into one’s
self-perception, where an individual takes on and identifies with the
stigmatizing belief. Shame is the emotional core of stigma (Hill and
Leeming, 2014 as cited by Earnshaw, 2020), and often fosters
resignation (Burgess et al., 2021). One qualitative analysis showed
several participants reporting, “People judge you. Why try to do your
best to stay clean when you get no support?” and “If you are being
accused of doing things you might as well just do it” (Burgess et al.,
2021). Internalized shame and helplessness are highly likely to increase
substance use as a means of coping with unbearable internal
experiences (see Self-Medication Theory, Khantzian, 1997).

Importance of provider-facing tools
for reducing stigma

Stigma does not emerge within a vacuum of a single individual’s
mind. It is human nature to categorize and to establish and abide by
hierarchy. Based on the work of Goffman (1963), stigma dates back to
the Greeks, and was a method of devaluation of those believed to have
a “spoiled social identity” (Goffman, 1963 as cited by Bos et al., 2013).
As described by National Institute on Drug Abuse (2016), the
overwhelming power of substance use compulsions is almost
inconceivable to individuals without an experience of substance
dependence, as such, it is easy to overestimate the access to self-
control one “should” have in relation to substance addiction (National
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[nstitute on Drug Abuse, 2016, pg. 51). Conditioned beliefs that
individuals can and should “just stop” using substances because they
have become pregnant become unconsciously regarded as basic truths
despite scientific knowledge that substance addiction is signified by
difficulty controlling substance use and preventing relapse. When
perinatal substance use is viewed as a moral failing or a “deviant
choice, rather than a medical disorder” (Volkow, 2023), the high level
of perceived personal responsibility generates anger (Bos et al., 2013)
and an underlying sense these individuals are undeserving of help
because they made the choice to use substances (Volkow, 2023). Thus,
a lack of understanding regarding the power of substance use breeds
an implicit “othering”

As summarized by Akbulut and Razum (2022), othering is an
embedded social process geared toward identifying those who do not
belong. Othering results in disempowerment, marginalization, and
disproportionate access to resources (Akbulut and Razum, 2022).
Othering also breeds distancing from and fear of those engaging in
the stigmatized behavior, as they are believed to be dangerous to
others (Bos et al., 2013). Anger and fear toward individuals engaged
in perinatal substance use can create ‘compassion fatigue” in
healthcare providers, marked by lowered empathy and lack of respect
toward stigmatized patients (Sweigart, 2017). Qualitative field notes
express how healthcare providers within the NICU who hold moral
judgments toward perinatal substance use, provide less information
to parents of infants experiencing withdrawal, as they are viewed as
uncaring and unmotivated (Nichols et al., 2021). Treating patients
differently based on personal intolerance infringes upon one’s ethical
responsibility to provide equitable, empowering care to all patients.

While stigma may be understood cognitively by providers,
registering stigma in one’s own behavior can be difficult, as the
behavior likely feels justified and has been culturally-validated.
Current practices for anti-stigma education are not enough. Implicit
bias training is often presented in an information-based single-session
focused on what implicit bias is, rather than on repeated practice of
recognizing one’s own biases and responding in non-stigmatizing
ways (Burgess et al., 2017). Providers need training that teaches how
to pause when noticing stigmatizing beliefs, judgments, and
assumptions in order to choose a response that is productive
and supportive.

One method to address stigma that has received much attention
is the practice of mindfulness. Mindfulness is regarded as mental
training meant to increase nonjudgmental and nonreactive awareness
of the present moment (Zou et al, 2016). Mindfulness-based
interventions for healthcare providers have been shown to reduce
emotional exhaustion and depersonalization (Goodman and
Schorling, 2012), work-related stress and burnout (Thimmapuram
etal, 2017), and depression and anxiety (Johnson et al., 2015), while
increasing empathy, emotional awareness, self-efficacy, and
compassion (Lamothe et al.,, 2016). Much research on mindfulness-
based interventions for healthcare providers exists; however,
implementation of such evidence-based resources is limited across
healthcare systems.

As the practice of mindfulness meditation has been largely
embraced in the United States, it is also important to reflect on the
roots of mindfulness and the benefits of understanding the
commonalities between the practice of modern medicine and
Buddhism. Mindfulness is only one facet of an entire system rooted
in ethical conduct, developed by Siddhartha Gautama, who eventually

Frontiers in Psychology

10.3389/fpsyg.2024.1432926

became known as the Buddha (Bodhi, 1999). The Buddha’s teachings
centered on understanding the root cause of suffering and the process
of alleviating and preventing suffering, much like the intention of
healthcare. Actually, the guiding moral principles of ancient Buddhism
largely go in tandem with the ethical principles of modern medicine.
As described by Kalra et al. (2018), the Buddhist text, Dhammapada
(verse 183) guides practitioners “not to do any evil,” which aligns with
the principle of non-maleficence; “to cultivate what is good,” which
aligns with beneficence; and to “purify one’s mind,” which aligns with
the principles of justice and autonomy. Ancient Buddhist texts point
toward ethical conduct/morality as the glue for friendliness, trust, and
successful relationships with self and others. The Buddha provided
experientially-based guidance for upholding one’s ethical commitment
and intention toward the alleviation of suffering, referred to as the
Noble Eightfold Path. Briefly, the Noble Eightfold Path encompasses
eight components, presented as a sequence, but better understood as
“the intertwining strands of a single cable that requires the
contribution of all the strands for maximum strength” (Bodhi, 1999).
Also described by Bodhi (1999), the eight components can
be organized according to three groups: moral discipline (which
includes right speech, right action, and right livelihood); concentration
(which includes right effort, right mindfulness, and right
concentration); and wisdom (which includes right view and right
intention). More so than “correct,” the word “right” in this context
means what is “real” and “true” based on one’s own values when one’s
mind is clear of unwholesome states, such as delusion, ill-will, hate,
and greed (Bodhi, 1999).

Believing another person is less deserving of compassionate care
can have detrimental effects when unexamined. Healthcare workers
hold positions of power over others, and this puts them in a better
position to initiate and facilitate a friendlier attitude toward patients.
The Eightfold Path provides a specific recipe for leading interactions
with value-based choices rather than reactive impulses. Whether
guided by the Eightfold Path or one’s professional code of conduct,
healthcare professionals have a duty to treat all patients with dignity
and respect, and that may mean setting aside one’s personal beliefs in
order to fulfill one’s professional oath.

Mindfulness skills to manage
“Othering Bias”

Mindfulness, like any other learned behavior, depends on
knowledge (i.e., insight and wisdom) and skill (i.e., requires practice
and repetition). For example, driving a car requires both knowledge
about how the vehicle operates and continuous practice. Driving
cannot be fully learned through books, it requires first-hand training.
Mindfulness practice is similar in that it is experiential and applied,
and cannot be grasped fully through theoretical and passive learning.

Continuous mindfulness practice increases one’s capacity to
attend to the present moment with curiosity and openness and
provides a foundation for metacognition, which refers to one’s
“awareness of one’s own cognitive processes, including examining
on€e’s own biases and decision-making” (Szczepanik et al., 2020).
Metacognition or “thinking about thinking” (Shapiro et al., 2006)
begins with understanding that one can experience thoughts and
emotions without being consumed by the experience and immediately
acting upon it (Shapiro et al.,, 2006). For example, a provider may learn
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a pregnant patient is using substances and have the automatic thought,
“What a bad parent,” and that thought may provoke emotions such as
anger and disdain. When one is fused with and controlled by
emotions, one may engage reactively to alleviate emotional discomfort.
Through metacognition, one can separate from their emotions,
witnessing them and the impulse toward emotional reactivity, while
taking the time to decide how to respond purposefully and
consciously. By utilizing metacognition, mindfulness practice can help
skillfully manage “othering bias” through increased mental clarity
and concentration.

Metacognition, clarity, and concentration skills can be acquired
through mindfulness meditation. This type of meditation practice
centers on observing the breath while seated or lying down with eyes
closed or down-gazed to limit visual distractions. As the mind
inevitably wanders and becomes caught up in unprompted thoughts,
one practices recognizing mind-wandering and returning focus to the
breath. Repeated practice of acknowledging mind-wandering and
returning attention to the breath leads to experiential knowledge of
how thoughts arise and how one can respond accordingly. One can
choose to let the thoughts go and bring attention back to the breath,
or one can choose to follow the thought and become invested in the
thought. By noticing the emotional experience of each option, one
can learn which thoughts increase well-being or suffering.
Mindfulness allows one to engage intentionally with the
Eightfold Path.

The mindfulness practice of right view (one of the factors in the
Noble Eightfold Path to end suffering) centers on the understanding
of the origin of suffering and the pathway toward the cessation of
suffering (Digha Nikaya 22, as cited by Bodhi, 1999) and is often
viewed as the basis for the rest of the Eightfold Path. Right view may
allow providers to maintain an awareness of substance use as a
means of coping with suffering. Although substance use provides a
“false refuge” where the relief from suffering is temporary (Groves
and Farmer, 2009), it does provide an immediate “quick-fix”
for discomfort.

Right view can help providers remember the person in front of
them has a full and intricate biopsychosocial history, and is not
defined by substance utilization. With an intention toward compassion
and seeing the person behind the substance use, providers may
be more likely to engage in ethical and wise behaviors, such as right
speech and right effort.

The mindfulness practice of Right Speech (RSP) would be effective
for developing skills to prevent speaking reactively as it brings the
mind into a metacognitive perspective. RSP requires one to think and
compose the speech before speaking, learning to consider the
following guidelines (Access to Insight, 2005):

1 Is it objectively true?

2 Does it have value?

3 Isit proper within the context?

4 Tsit free from the intention to prop-up one’s ego?
5 Will my speech be peaceful upon its delivery?

Metacognition, mental clarity, and concentration can be utilized
to observe thoughts and mental narratives before speaking and acting.
By identifying a certain mental bias and “noting” (naming) it, without
harsh judgment or self-criticism, as “bias;” “othering,” or “stigmatizing,”
one has the opportunity to respond in a way that honors another’s
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dignity and lived experience. An individual can practice noting
anytime and anywhere by focusing attention on the context of
their thoughts.

Right Effort (Bodhi, 1999) involves discipline to continue
engaging in behaviors that align with oné’s values, such as engaging in
continued meditation and recognizing when bias or stigma is arising
in oné€’s mind. Right effort may also involve taking care of oneself as a
healthcare provider, as fatigue, burnout, stress, and neglecting self-
care deplete one’s resources and mental capacities, making it more
difficult to engage with intention. When depleted, one will likely revert
to automatic behaviors. Right effort allows providers to create a place
of safety and support, rather than discrimination and ostracization. A
deeper awareness of mindfulness practices within the context of
ethical conduct can support healthcare shifts away from
criminalization toward more compassionate patient- and family-
centered approaches.

Conclusion

With the current state of the maternal health crisis in the
United States, as well as the reality that perinatal substance use is a
leading cause of maternal death, more comprehensive training
practices in reducing stigma among providers is crucial.
Stigmatizing behaviors actively prevent and discourage perinatal
patients from engaging with the healthcare system. Improving
healthcare services for pregnant individuals using substances
cannot only be patient-facing, it must also be provider- and clinic-
facing; reducing patient stigma is a top-down, systems issue. Each
provider must take an honest look at their assumptions about,
behaviors toward, and comments to patients. By using the
experiential practices within mindfulness-based interventions and
the ancient roots of mindfulness as an element of ethical conduct
within Eightfold Path, providers can identify their overarching
values and lead their healthcare encounters with compassion and
willingness to support help-seeking community members who are
experiencing suffering.
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