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Abstract

Stigma reduces access to alcohol and other drug (AOD) support. This systematic review explored perceptions and experiences
of stigma associated with AOD use among migrant and ethnic minority groups. Qualitative studies published in English were
identified using six databases. Two reviewers screened and critically appraised articles using the Joanna Briggs Institute
Critical Appraisal Checklist for qualitative studies. Data were synthesised using best fit framework synthesis. Twenty-three
studies were included. Stigma drivers and facilitators included stereotypes, socio-cultural norms, legal responses and precari-
ous lived experiences. Stigma intersected with gender, citizenship, race and ethnicity and manifested though shame, exclu-
sion, secondary stigma and discrimination in treatment. Outcomes and impacts included avoidance of services, emotional
distress, isolation and loneliness. This review identified similar stigma experiences to other populations, however outcomes
were complicated by precarious lived experiences and multiple stigmatised identities. Multi-level interventions are required
to reduce AOD-related stigma for migrant and ethnic minority groups.
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Introduction

Stigma is a complex process where people or groups are
identified as different, less desirable or dangerous [1].
Stigmatised characteristics are labelled as socially impor-
tant, associated with negative stereotypes and considered
different from the norm [2, 3] which contributes to status
loss, exclusion, unfair treatment and internalised shame
[2] and negatively affects employment, housing, healthcare
access, treatment compliance and existing medical condi-
tions [4]. Stigma is also context dependent with charac-
teristics considered ‘normal’ in some circumstances and
discreditable in others [1, 5]. Importantly, stigma occurs
within social, cultural, economic and political systems,
where those in power create and maintain hierarchies and
determine what is normal [6].

Alcohol and other drug (AOD) use and particularly,
dependence are considered stigmatised characteristics
through their invocation of otherness [5]. Evidence sug-
gests people experiencing dependence are stigmatised in
social circles, healthcare, media and legal systems [7].
People who inject drugs are stereotyped as immoral,
irresponsible, deviant and dishonest [8] and people with
alcohol dependence are blamed for consuming alcohol in
socially unacceptable ways [9]. Subsequently, affected
people are considered undeserving of empathy, trust or
support [10]. Internalised stigma occurs when individu-
als apply negative stereotypes to themselves which may
decrease self-worth [3, 11]. Anticipated stigma is the
expectation of experiencing bias if a stigmatised condition
is discovered [12]. People close to a stigmatised individual
may also experience secondary stigma [12, 13]. AOD-
related stigma contributes to limited treatment access,
poor quality healthcare, and obstruction of evidence-based
responses [8].

Evidence suggests the prevalence of AOD use is higher
among the general population compared to migrant and
ethnic minority groups (i.e. populations other than the
dominant majority of a country based on numerical pro-
portions and power positions) [14-17]. However, these
groups may still use AOD and experience harms due to
trauma, mental health conditions, and socio-economic
inequalities [18]. Furthermore, migrant and ethnic minor-
ity groups face challenges in accessing AOD support, with
stigma acting as a major barrier [19-21]. Although stigma
is also a challenge for the general population, migrant and
ethnic minority groups likely face additional barriers to
accessing support including limited awareness of where
and how to seek help, language barriers and few services
that go beyond western concepts and are able to meet
the holistic and complex needs of individuals [22-24].
Studies suggest culture, socio-economic status, race, and

gender shape stigma attached to health conditions thus the
experiences of people from migrant and ethnic minority
backgrounds likely differs within and between groups [11,
13, 25]. AOD-related stigma may intersect with ethnic-
ity and citizenship leading to ‘double stigma’ (i.e. being
stigmatised for one’s background and AOD use) and
increased discrimination (i.e. being unfairly or less favour-
ably treated than others) [26, 27]. Secondary stigma may
be salient for migrant and ethnic minority groups when
expected to uphold their family’s reputation [12, 13].

Rationale

Although stigma is commonly identified as a barrier to
help-seeking among migrant and ethnic minority commu-
nities [28-30], few studies explore people’s experiences,
the underlying drivers and powerful discourses and systems
that enable stigma to unfold. Additionally, there is a lack of
synthesised data on stigma and intersections with other char-
acteristics [20, 23]. This study aims to systematically review
and synthesise existing literature to understand perceptions
and experiences of stigma associated with AOD use among
people from migrant and ethnic minority backgrounds.

Guiding Theory

The theory underpinning this work is described in the pro-
tocol [31]. Our review draws on the concepts of habitus,
symbolic power and stigma power. ‘Habitus’ refers to peo-
ple’s beliefs, attitudes, behaviours and knowledge which are
shaped by experiences, positionality and social institutions
[32]. Symbolic power is the ability to define what constitutes
reality, and impose a legitimate version of the social world
on others [33]. Stigma represents symbolic power because
those who articulate orthodox discourses via the social order
determine what is legitimate, valuable and worthy. Simi-
larly, stigma power is a resource that perpetuates existing
power arrangements, creates and maintains hierarchies and
determines whether characteristics are valuable [6]. People
with stigmatised characteristics are encouraged to ‘stay in’ to
avoid negative cultural evaluation, ‘stay away’ from threat-
ening environments and ‘stay down’ by accepting their lower
worth [6].

Our review was further guided by the Health Stigma and
Discrimination Framework which suggests multiple domains
interact to produce stigma [12]. Drivers are negative fac-
tors that increase stigma (e.g. stereotypes and prejudice)
and facilitators can increase or decrease stigma (e.g. norms,
beliefs and policies). Drivers and facilitators determine
whether someone is ‘marked’ with stigma which can inter-
sect with other stigmatised characteristics including race,
ethnicity, gender and class. Stigma can manifest as experi-
ences (lived realities) and practices (beliefs, attitudes and
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actions towards stigmatised people) and lead to ‘outcomes’
for affected populations (e.g. help-seeking behaviours) and
health and social ‘impacts’ (e.g. quality of life) [12].

Objectives

This review aimed to synthesise and critically analyse
qualitative evidence exploring stigma associated with AOD
use among people from migrant and ethnic minority back-
grounds. Review questions included:

1. What are the underlying drivers and facilitators of
AOD-related stigma among migrant and ethnic minor-
ity groups?

2. How does stigma associated with AOD use intersect
with other stigmatised characteristics among migrant
and ethnic minority groups?

3. How does stigma associated with AOD use manifest as
experiences and practices among people from migrant
and ethnic minority backgrounds?

4. What are the outcomes and impacts of AOD-related
stigma for people from migrant and ethnic minority
backgrounds?

Methods

Review methods are described in the protocol [31] in accord-
ance with Preferred Reporting Items for Systematic Reviews
and Meta-analysis (PRISMA) guidelines and Enhanc-
ing transparency in reporting the synthesis of qualitative
research checklist [34, 35]. The broader review was designed
to examine stigma associated with mental health and/or
AOD use due to the high prevalence of mental health con-
ditions among migrant populations and co-morbidity with
AOD-related problems [36, 37]. This manuscript presents
findings on AOD-related stigma. Given our review ques-
tions and objectives focused on understanding perceptions
and experiences of stigma, a systematic review of qualitative
evidence was deemed appropriate.

Eligibility Criteria

We used the Sample, Phenomenon of Interest, Design, Eval-
uation, Research type (SPIDER) tool to construct inclusion
criteria [38].

e Sample Studies must report results for participants from
migrant or ethnic minority backgrounds including par-
ticipants who report AOD use or disorders and their com-
munity members, caregivers or family.

e Phenomenon of interest Studies must explore stigma
associated with alcohol or illicit drug use (includ-
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ing dependence). Stigma must be identified as an aim,
research question, theme or major result.

e Design Qualitative methodologies and/or data collection
techniques.

e Evaluation Stigma-related perceptions and experiences.

e Research Type Original peer-reviewed qualitative studies
or other study designs with relevant qualitative compo-
nents published in English from 1990 to November 2021.

We excluded:

Quantitative studies.

Media content, document or policy analyses.

Grey literature.

Abstracts, conference presentations, dissertations, sys-

tematic reviews, literature reviews and commentaries.

Published in language(s) other than English.

e Studies with Indigenous or First Nation’s peoples who
have unique experiences underpinned by colonisation,
dispossession, and discrimination; we feel we cannot
do justice to these populations within this review. Other
studies have explored AOD-related stigma among Abo-
riginal communities [39, 40].

e Studies with migrants from main English-speaking coun-
tries who do not identify with an ethnic minority group
and are less likely to experience power disparities.
Studies with health professionals or service providers.
Studies that do not explore stigma in-depth.
Focused on tobacco or medicinal cannabis.
Focused on prescription medication only; prescription
medication has unique social and cultural circumstances
(e.g. over prescribing and the role of pharmaceutical
companies) that go beyond the scope of this review
[41]. Few studies have explored stigma associated with
non-medical use of prescription medication or related
dependence in any population [41, 42]. Studies have been
included in this review if they focus on drug dependence
and mention that some participants were dependent on
prescribed medications (e.g. prescribed opioids).

Information Sources

We identified articles using MEDLINE, Embase, PsycINFO,
CINAHL, Applied Social Sciences Index and Sociological
Abstracts, searched to November 2nd 2021. We reviewed
references of included studies and contacted stigma experts
to identify additional sources.

Search Strategy

We refined MeSH terms and key words with a librarian
including (migrant and ethnic minority) AND (AOD use or
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mental health) AND (stigma) AND (qualitative research)
(See Online Supplementary Material).

Selection Process

Three reviewers selected articles (CD, DH, TMW). CD
downloaded citations from databases into Covidence (Cov-
idence systematic review software, 2021, Veritas Health
Innovation, Melbourne, Australia; www.covidence.org) and
removed duplicates. Two reviewers screened titles, abstracts
and full-text articles. Conflicts were managed through dis-
cussion and consensus. Figure 1 documents this process.

Data Collection

CD extracted data from included studies in Covidence which
was checked by TMW.

Data Items

We extracted author, year of publication, country, city, par-
ticipant characteristics, aim, methods and how stigma was
captured (e.g. main focus, theme, sub-theme or described in
the results but not exclusive focus).

Critical Appraisal of Individual Studies

We critically appraised studies using the Joanna Briggs Insti-
tute (JBI) critical appraisal checklist for qualitative research
[43, 44]. CD assessed every article and DH, TMW, KB, SG
and PH assessed at least two articles each. Discrepancies
were resolved through discussion, consensus and consulting
a third reviewer.

Synthesis Methods

Data were synthesised using best fit framework analysis. We
coded data to the Health Stigma and Discrimination Frame-
work [12, 45, 46] in Dedoose, a web application for manag-
ing, analysing, and presenting qualitative data (Dedoose Ver-
sion 9.0.17, 2021. Los Angeles, CA: SocioCultural Research
Consultants, LLC; www.dedoose.com). Two reviewers pilot
tested the framework on five articles and adapted codes
accordingly. One reviewer then applied the framework to
each study’s results section including participant quotes
and the author’s description of findings. Reviewers wrote
memos, documented links between codes and refined inter-
pretation through discussion. Data synthesis was shaped by
the positionality of reviewers with backgrounds in AOD
research, sociology, young people’s health, migrant inclu-
sion and social cohesion.

[ Identification of studies via databases and registers

J [ Identification of studies via other methods ]

Records identified from:
Databases (n = 5051)
-Ovid Medline (n=907)
-PsycINFO (n=1445)
-CINAHL (n=767)
-EMBASE (n= 1484)
-Sociological Abstracts (n=401)
-Applied Social Sciences Index

Records removed before
screening:

\

c
o
=
o
S
£
5
c
Q
o

(n = 1686)

Duplicate records removed

Records identified from:
Citation searching (n = 4)

(n=47)

Records excluded**
(n =2873)

Records screened

(n = 3365)

Reports sought for retrieval Reports not retrieved

(n=0)

\4

Screening

Reports sought for retrieval
(n=4) »| Reports not retrieved
(n=0)

(n =492)
!

Reports assessed for eligibility
(n =492) .
i 35)

Reports excluded:
Wrong topic (n = 55)

Studies included in review
(n=20)
Reports of included studies

Briefly mentions stigma
(n=15)

Wrong publication type (n =

Wrong study design (n = 5)
Wrong population (n= 26)
Mental health only (n=336)

Reports assessed for eligibility
(n=4)

A4

Reports excluded:
Briefly mentions
stigma (n = 1)

(n=3)

Fig.1 PRISMA flowchart of selection process. Source Page MIJ,
McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD,
et al. The PRISMA 2020 statement: an updated guideline for report-

ing systematic reviews. BMJ 2021;372:n71. https://doi.org/10.1136/
bmj.n71. For more information, visit: http://www.prisma-statement.
org/
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Confidence in Review Findings

We assessed level of confidence in review findings using the
Grading of Recommendations Assessment, Development,
and Evaluation—Confidence in the Evidence from Reviews
of Qualitative research (GRADE-CERQual) [47]. We
assessed methodological limitations of studies contributing
to review findings, coherence of review findings, adequacy
of data contributing to review findings and relevance of indi-
vidual studies to review questions. Findings were graded as
high, moderate, low or very low confidence.

Results
Study Selection

Our database search identified 5051 citations (Fig. 1). After
removing duplicates, we screened 3365 titles and abstracts.
Of these, 492 citations were eligible for full-text review and
20 met inclusion criteria. Three studies were added from
searching reference lists, giving us a total of 23 included
studies.

Study Characteristics

Table 1 shows characteristics of included studies (n=23).
Studies generally included participants from a specific
migrant and ethnic minority group (e.g. migrants from the
former Soviet Union (FSU) in the US) [48, 49]. All studies
were conducted in high-income countries except one in Iran
(low-income) and one in China (upper-middle income) [50].
Most studies recruited participants undergoing treatment for
substance use disorders [50-58] or reported illicit drug use
[48, 49, 59, 60].

Critical Appraisal

Using the JBI Critical Appraisal Checklist, we rated
included studies as low (n=4), medium (n=13) and high
(n=6) (Table 2). Most low-rated studies lacked information
about research methodology.

Results of Syntheses

Most data from included studies corresponded with the
Health Stigma and Discrimination Framework. After pilot
testing, we added the code ‘Precarious nature of lived expe-
riences’ under facilitators and combined ‘stigma experiences
and practices’ given overlap in the data. Figure 2 shows a
modified version of the framework.

Figure 2 was originally created by Stangl et al. [12]
and has been reproduced under the terms of the Creative

@ Springer

Commons Attribution 4.0 International License (https://
creativecommons.org/licenses/by/4.0/) which permits unre-
stricted use, distribution, and reproduction in any medium
with appropriate credit. Changes have been made within
each domain to reflect the results from our data synthesis.

Stigma Drivers and Facilitators

Drivers and facilitators of stigma included underlying ste-
reotypes, prejudice, norms and beliefs. Participants from
migrant and ethnic minority backgrounds including family
members, community leaders and those with first-hand expe-
rience of AOD treatment felt their communities perceived
people who used illicit drugs as inferior, ‘garbage’, vectors
for infectious diseases and ‘addicts’ unworthy of personhood
[48, 49, 57, 59, 63].

“A drug user, this person is nothing, not human, they
are dead already” (Migrant from FSU, mother whose
son had an opioid dependence, US) [49, p. 9]

Participants believed stigma was driven by the perception
that AOD use is a conscious choice [49, 51, 59, 60, 68]
therefore individuals deserve judgment, punishment, blame,
disrespect and distrust [49, 50, 52, 59]. Participants recruited
from AOD treatment and community members believed
negative attitudes were fuelled by limited knowledge of
illicit drugs among families and communities [48, 51, 55,
64] Across different groups, normal and functional people
were productive, educated, employed, and maintained fam-
ily, household and financial responsibilities [48—50, 67,
68]. AOD use represented a violation of productivity norms
and marked people as irresponsible others. Perceptions of
AOD use were often hierarchical based on drug type and
perceived impact on functionality [48, 49, 56, 67, 68]. Simi-
lar to existing literature [70, 71], the following participant
distinguished themselves from other ‘dysfunctional addicts’
by engaging in downward comparisons:

“I would like you to understand that I am not a drug
addict like others, that I don’t need it [drugs] every day
to function. I have my serious side. I am a professional.
When I go to work, I do my job well. I try to sleep 8 or
9 hours to be alert. This [drug use] is something I do
when I do not have to go to work or anything” (Latina
participant, alcohol and drug use disorder, US) [67,
pp. 5-6]

Heroin and injecting drug use were considered especially
discreditable whereas alcohol consumption was largely
acceptable provided people could maintain responsibili-
ties [48, 49, 65, 67]. These findings represent an order of
symbolic power where people who consumed alcohol were
considered more capable and valuable than people who used
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HEALTH & SOCIAL IMPACTS

Emotional distress, Broken relationships, Isolation & loneliness,

Low self-esteem, Physical & mental health problems

Stigma Outcomes

Affected Populations Organizations & Institutions
Decreased and delayed  secrecy & concealment Changes in services needed
access to treatment . ! . . .
Protecting self & family Non-judgmental & inclusive

Treatment disengagement

Continued alcohol X
& other drug use Support from family Flexible

Rejecting stereotypes Culturally responsive & representative

Anticipated Internalised Secondary Experienced Experienced
stigma stigma Stigma Stigma Discrimination
. Shame & Family reputation = Avoided, shunned,
Family P Treated
embarrassment & honour rejected ‘e
Social networks . H
Labelling self Shame on parents  Emotional distance unfavourably in
Treatment treatment &

settings status community

Stigma Manifestations

Deservingoflower Shameonwhole  Gossiped about
. employment
Changesin

responsibilities settings

Alcohol

treatment & harm
reduction settings

Stigma Marking

Race & Ethnicity
Citizenship
Gender

& other drug

Intersecting Stigma

Lacking control, responsibility & strength
Treatment = weak, failed, defeated,

Presumed guilty & suspicious

Deserving of judgment & being looked

Drivers Facilitators
Stereotypes Norms & beliefs
Deviant Productivity
Inhuman & worthless Fulfilling gender roles

Family & community representation

rock bottom Prt?carlous n?ture of PR
lived experiences

Prejudice Model citizens
Undeserving of trust Fear

Laws & policies

down on Criminalisation & punishment

Dislike & limited empathy

Fig.2 Modified Health Stigma and Discrimination Framework based on results from data synthesis
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illicit drugs who were unquestionably hopeless and immoral
[33].

“With alcoholics they live pretty functional lives in a
family ...so drinking is thus accepted and not as stig-
matised. They can work, maybe, buy something for
the family. But a drug user, no money ...they can’t do
anything well” (Migrant from FSU, mother whose son
was experiencing drug dependence, US) [49, p. 9]

Studies described the precarious nature of lived experiences,
particularly among refugees, including insecure employ-
ment, low wages, housing instability, social exclusion and
the threat of repercussions for illegal activities [49, 50, 54,
60, 62, 64]. These precarious experiences increased pressure
to demonstrate model citizenship, capitalise on opportuni-
ties, meet parental expectations and avoid deviant behav-
iours [48, 49, 68].

“I remember my mother [on] the plane... she told me,
“This is your new beginning, new country, new people.
Make the best of it” (Migrant from FSU experiencing
drug dependence, US) [48, pp. 7-8]

Gender norms also facilitated AOD-related stigma. In six
studies with diverse populations, women were expected
to be primary caregivers, domesticated, strong and ‘sexu-
ally pure’ [49, 51, 55, 58, 59, 61]. Women who used drugs
defied womanhood and were stereotyped as sexually deviant,
unmarriable and unfit mothers, suggesting that AOD-related
stigma upholds stereotypes of feminine virtue and reinforces
traditional patriarchal roles [72].

“Boys can do anything they want . . . it doesn’t matter.
If a girl does something then a guy won’t marry her
because she’s been on the streets, she’s been on drugs
so no one’s going to take her. She’s ruined”. (Muslim
Bengali woman experiencing drug dependence, UK)
[52, p. 182]

Religious norms and beliefs also facilitated AOD-related
stigma [52, 59, 63]. Muslim imams described intoxication as
haram (forbidden), sinful and a barrier to spiritual connec-
tion [63]. This finding was also echoed by Muslim Bengali
women recruited from drug treatment settings who believed
their heroin use defied religious and cultural norms [52].
These perceptions instituted a social reality where Muslims
were considered legitimate if they attended mosque and
performed good deeds but positioned as outsiders for AOD
use. Stigma was also facilitated by social and cultural norms
[48-50, 58-60, 62, 64, 65, 67-69]. In some communities,
individual behaviour explicitly reflected upon family [62,
65, 68]. Young people from Pacific Islander backgrounds
who consumed alcohol and Vietnamese people who injected
drugs acknowledged the importance of carrying their fam-
ily name and maintaining face to protect their families and

communities from shame [62, 68]. This risk of damaging
family and community reputations likely shaped preferences
for solving problems within immediate families or trusted
networks rather than professional services [21, 64, 67, 68].

Although evidence was limited, legal and policy
responses facilitated stigma and created hesitancy to access
support, particularly for opioid, heroin and injecting drug
use [48, 49, 59, 62, 67]. Participants from an ethnic minority
group in China, described harsh local drug strategies where
people experiencing dependence were previously impris-
oned, fined and denied rights to own property [59]. One
Australian study described Vietnamese migrants residing in
neighbourhoods with visible drug markets and heavy police
presence, which created fear and unwillingness to approach
harm reduction services [62].

Stigma Marking

Studies strongly suggested attending AOD treatment and
harm reduction services posed a risk of being marked as
problematic [48, 49, 52, 54-56, 62, 64—67]. This finding was
particularly strong in studies that included people with first-
hand experience of drug use or AOD-related disorders and
less common in studies conducted with family and commu-
nity members. Participants expressed concern about being
identified as ‘addicts’ by members of their family, ethnic or
local community.

“I wouldn’t want to go in person because what if I
know somebody? Like, what if the people are my
neighbours or what if their kids go to school with my
kids? There is a huge negative stigma to people who
have alcohol and drug problems [...] I have heard peo-
ple say like, you know, friends or at school or when I
go on playdates, I hear people say like ‘Oh, that crack
head’ or ‘that drug addict’ or ‘that tweaker’ and I am
not trying to get called that. So, I wouldn’t go in per-
son” (Latina participant experiencing AOD use disor-
der, US) [67, p. 7]

Participants who reported injecting drug use or experienc-
ing an AOD use disorder were aware of their stigmatised
identity and feared that accessing services legitimised treat-
ment-related stereotypes. Participants perceived higher risk
of marking where services were conspicuous or had long
waiting times, for example at pharmacotherapy clinics. [62,
65, 66]

“You don’t want to wait outside the clinics because
many other users are there. I just wanted to stop by,
then go and get my dose quickly so no one can see
me. But I often had to wait” (Vietnamese male who
injected drugs, Australia) [62, p. 426]

@ Springer
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The risk of stigmatisation within healthcare settings was
further complicated by staff. Although some participants
valued having service providers who shared their ethnicity,
others feared confidentiality breaches [55, 62]. This partici-
pant perceived risk in visiting their doctor to be prescribed
with methadone from a clinic with workers from the same
community:

“Going there to the doctors to get my script ... there
are a lot of Bengali girls that work there, so, as soon as
I walk in and there’s a surgery full of people: ‘Are you
here for your script?’ It would be so loud that everyone
would hear and they know the difference between a
prescription and a script. And I would be like: ‘Oh,
my God!” trying to hide my face from them, think-
ing: ‘I hope they didn’t hear it’. Because they work in
the surgery they know you’re on the script, so, they
might know somebody that I know” (Migrant from
Bangladesh with substance use disorder, England) [55,
p. 129]

Some studies described intersectionality between AOD use
stigma and other characteristics including citizenship status,
race, ethnicity and gender. [49, 50, 52-54, 57, 59]. Males
from Afghan refugee backgrounds treated for drug use dis-
orders in Iran described being stereotyped as lazy and looked
down upon by employers [50]. These refugee-related stereo-
types combined with AOD-related stigma increased distrust
and discrimination, highlighting their employer’s ability to
exercise power through blame and exclusion.

“I was a tractor driver and worked for the Iranians.
Until I was not addicted, there was no problem, but
once I started taking drugs, the employer told me that
you Afghans came to Iran and ruined our country, you
do not work properly, you all are addicted. And even-
tually I argued with my employer, so he fired me and
did not give me some of the money I demanded from
him” (Afghan refugee who completed drug treatment,
Iran) [50, p. 616]

Race and ethnicity were also important intersectional char-
acteristics. In treatment settings, participants from African
American, Caribbean, African and African Latino back-
grounds reported experiencing 'double stigma' for their AOD
use and for being Black, leading to unfair treatment, poorer
health outcomes and difficulties obtaining employment [53,
57].

“Being a Black woman and an addict, being alien-
ated and shamed not only because of my addiction,
but based on my race and gender. Showing them my
resume and having such a big hole in my work experi-
ence you know, and trying to figure out what lie I'm
going to tell when they asked me what was you doing

@ Springer

for ten years? What was you doing for ten years? So
what’s my lie? I was raising my son. And what’s their
view of me? Black uneducated, lazy, just making
babies” (Black female participant who had received
treatment for substance use, US) [53, p. 73]

This quote also demonstrates intersectionality between AOD
use stigma and gender. In numerous studies, participants
described how AOD use was perceived as worse for women
than men [49, 52, 53, 59, 68], reflecting gender norms where
women who used illicit drugs were considered irresponsible
and unworthy of marriage.

Stigma Manifestations

Stigma manifestations included overlapping experiences and
practices. Participants with AOD-related disorders, those
who reported drug use and family members anticipated
stigmatisation, which encouraged secrecy and prevented
them from seeking support [49, 54, 59, 62, 64—67, 69]. Par-
ticipants anticipated stigmatisation by families, friends and
ethnic communities and feared being shunned, rejected, gos-
siped about and looked down upon [49, 58, 59, 62, 64-67,
69].

“I never contact others because I know they look down
on me. After work, sometimes, I go to a public amuse-
ment room to watch TV but I do not dare to sit down,
I just lean against the door or crouch near the gate. 1
also do not dare to visit my brother because I worry
about gossip among his colleagues” (Male participant
experiencing drug dependence from the Dai ethnic
minority group, China) [59, p. 1568]

Participants experiencing AOD-related disorders also antici-
pated negative stereotyping from treatment and other health-
care professionals [62, 65, 67]. Black and Latina participants
feared stigmatisation from White treatment providers who
they felt lacked understanding of their experiences [67].
Studies documented first-hand experiences of stigma and
discrimination within treatment settings [50, 53, 57, 62] par-
ticularly among participants with multiple stigmatised iden-
tities who felt treated poorly by service providers [50, 53,
57]. These findings emphasise treatment hierarchies where
service providers decide who receives quality care.

“[Service providers] look at the Black people thinking
we’re all addicts, or think that we’re mentally ill. . .
you know when you come in all broken down, look-
ing bad and the reception at the desk give you the look
and turn her head on you just coming off the street
and you’re looking for help, you know. But they don’t
want to touch you or come near you” (Black female
participant who received treatment for substance use
disorder, US) [53, p. 72]
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Studies conducted with people experiencing AOD-related
disorders, participants who reported AOD use, family mem-
bers and community members suggested discovery of AOD
use or treatment access would cause secondary stigma for
families [21, 49, 50, 52, 56, 57, 60, 62, 65, 68, 69]. Stud-
ies conducted with community members also identified that
AOD use risked bringing shame on an individual’s ethnic
or religious group, highlighting the need for secrecy [21, 59,
68]. Parents also feared being blamed for their child’s AOD
use and perceived as failures by their communities [49, 69].

“They don’t want other people to look at them and
go ‘shit, don’t hang around with that family because
she has got a daughter on drugs’” (Vietnamese family
member of a person who used illicit drugs, Australia)
[69, p. 241]

Studies with participants with personal experience of drug
use or AOD treatment provided further insight into stigma
manifestations within relationships. Upon discovery of drug
use, participants were avoided by friends and rejected from
their families [49-51, 55, 59]. They described being stereo-
typed by their families as ‘junkies’, ‘weak’ and disappoint-
ments [49, 50, 58]. Some participants were separated from
partners and children [50, 51], had responsibilities taken
away and were excluded from family routines [50, 58, 59].
Family members may perceive this emotional and physi-
cal distance as a protective mechanism against secondary
stigma.

“When my parents have meals with me, they often sep-
arate the tableware from mine or I just eat beside them.
I know I am disgusting. They suspect I am infected
with some diseases” (Male participant experiencing
drug dependence from the Dai ethnic minority group,
China) [59, pp. 1566-1567]

This participant’s description of themself as ‘disgusting’ is
also imbued with internalised stigma and exemplifies the
profound shame participants experienced. Studies conducted
with individuals who had received AOD treatment and par-
ticipants who reported injecting drug use provided addi-
tional insight into internalised stigma [51, 55-57, 61, 62].
Common labels participants assigned to themselves included
‘failures’, ‘junkies’ and ‘addicts’, reflecting stereotypes of
worthlessness, weakness and deviance [49, 50, 55-57, 59,
60, 65]. The following quote emphasises how ongoing preju-
dice made participants feel deserving of their lower status:

“And people treated me like I was lower than them;
like talking down to me. The sad part is that you kind
of get used to people talking down to you like that...It
made me feel like I was lower than people.” (African
American male in recovery from substance depend-
ence in the US) [57, p. 63]

Overall stigma manifested through personal experiences of
stigma and discrimination, fear of experiencing anticipated
and secondary stigma and internalisation of negative labels.
Common practices included exclusion, gossip, stereotyping
and prejudice.

Stigma Outcomes

Stigma manifestations encouraged secrecy and concealment
of AOD use leading to negative outcomes for people from
migrant and ethnic minority backgrounds. Participants hid
their AOD use and service access from their families as a
mechanism to protect themselves from judgment and rejec-
tion [48, 49, 52, 53, 60, 61, 64, 66, 67].

“No-one knows. If my parents find out then I am
dead, they kill me. My addiction, no-one knows, so
if I don’t use it from now on it’s even better for them
[my parents], because then they don’t have to find out”
(Vietnamese female who used heroin, Australia) [61,
p. 686]

Community members and people with lived experience of
drug use and treatment identified that people concealed their
AOD use from their ethnic communities to protect their fam-
ily’s reputation [54, 62—64]. Parents maintained secrecy by
hiding AOD problems from their friends and relatives to
uphold their family’s honour and avoid marginalisation, sug-
gesting family members also experience negative outcomes
including separation from social networks and decreased
informal support [49, 55, 61, 64, 69].

“Of course, people who have never experienced this
problem themselves will not understand it, that is why
parents are in isolation. They can’t share this infor-
mation, there is no one to listen to their pain...I had
friends at work, women, whom I could not tell any-
thing, my relatives whom I could not tell anything
because they would not let me back into their house”
(Migrant from FSU, mother whose son had an opioid
dependence, US) [49, p. 12]

Stigma was also highly detrimental for accessing formal
treatment and harm reduction services among people who
used illicit drugs [49, 52, 54-56, 62, 65, 67]. Some people
from migrant and ethnic minority backgrounds accessed
treatment at late stages because they assumed it was reserved
for ‘rock-bottom’, observable through homelessness, crime
and failure to meet responsibilities [49, 55, 66, 67]. Results
suggested stigma contributed to negative outcomes during
and beyond treatment. Some participants who accessed
support were negatively stereotyped and treated poorly by
service providers leading to mistrust and early disengage-
ment from treatment [54, 57]. After treatment, participants
attempted to avoid AOD use however, often had limited
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employment opportunities and felt excluded by friends and
family, which contributed to spending time with other peo-
ple who used drugs [50, 59]. Continued AOD use became a
mechanism for coping with difficult life circumstances lead-
ing to further stigma and discrimination [50, 59].

“I have been to DATC [drug and alcohol treatment
centre] several times but I could not stop taking it.
After I came back from DATC, I felt lonely, because
no one really understood me except my ‘No. 4’ [her-
oin] friends, so I had to contact them and relapsed
again” (Male participant experiencing drug depend-
ence from the Dai ethnic minority group, China) [59,
p. 1568]

A minority of studies described participants’ resilience and
advocacy [51, 53, 54, 58]. Participants recruited from AOD
treatment settings rejected negative stereotypes and advo-
cated to reduce stigma rather than demonise individuals [51,
53, 54]. Black and Latina women in residential treatment
challenged the label of unfit mothers [58]. Additionally,
some Latino participants reported their families supported
them to seek help, leading to positive treatment experiences
[51].

“They supported me. When they knew I had a problem
they all got together and they let me know that they
were there for me. They’re willing to be there to help
me do whatever it takes to recover” (Latino participant
in substance use treatment, US) [51, p. 68]

Although evidence was limited, participants believed ser-
vices should be non-judgmental, welcoming and inclusive
by increasing cultural responsiveness and representation
[53, 63, 67]. Some participants perceived places of wor-
ship as inclusive and supportive in AOD treatment [57, 63,
66]. Black and Latino participants believed treatment pro-
grammes would benefit from employing staff from a similar
culture and gender to patients [67]. However, this prefer-
ence may differ for participants who feared for their confi-
dentiality [55, 62]. Participants believed services could use
less overt and stigmatising labels for AOD programmes and
incorporate AOD-related information into general health and
wellbeing programmes [21, 54].

Stigma Impacts

Few studies explored the long-term health and social impacts
of stigma among people from migrant and ethnic minor-
ity groups. However, some studies conducted with people
with lived experience of drug use or AOD-related disorders
suggested stigma caused emotional distress, relationship
breakdowns, isolation and loneliness [49, 50, 57, 59]. Stig-
matisation also negatively impacted psychological wellbe-
ing particularly where participants internalised stigma and

@ Springer

experienced low self-esteem [50, 59]. These findings suggest
people from migrant and ethnic minority backgrounds who
experience stigma likely have reduced quality of life.

“I feel bad about myself; I feel like I am miserable;
I’'m alone; I don’t like myself.” (Afghan refugee who
completed drug treatment, Iran) [50 p. 618]

Additionally, studies suggested personal experiences and
fear of stigma led to participants and their family members
hiding AOD use and avoiding support services. Given poten-
tial treatment benefits, delayed or no access to support likely
has negative implications for physical and mental health.

Level of Confidence in Review Findings

Table 3 presents a summary of review findings and level
of confidence. Our confidence ranged from very low (i.e.
findings supported by few studies in limited settings with
methodological limitations) to high (findings supported by
multiple studies with rich data).

Discussion

This systematic review explored AOD-related stigma
among migrant and ethnic minority communities. Family
and community members were aware of the negative stereo-
types driving AOD-related stigma and the risk of second-
ary stigma for families. Studies conducted with participants
who reported drug use or an AOD-related disorder provided
additional insight into the intersectional nature of stigma,
services as a risk environment for stigma marking and dis-
crimination, internalised stigma, the importance of protect-
ing family and attempts to challenge stigma.

Our findings parallel with studies among non-migrant and
ethnic minority groups, suggesting AOD-related stigma tran-
scends populations and settings. People who use AOD, par-
ticularly illicit drugs like heroin are commonly stereotyped
as ‘addicts’ unable to contribute meaningfully to society [5,
73]. Similar to other evidence, illegal drugs, particularly
injecting drug use were more stigmatised than alcohol con-
sumption, suggesting a drug’s legal status is a major facilita-
tor of stigma [74, 75]. Across different populations, people
with substance use disorders were perceived as weak and
deserving of lower status [5, 74, 76]. These stereotypes dis-
tinguish ‘normal’ and ‘responsible’ people (i.e. those who
are not dependent) and ‘deviant’ people who fail to uphold
good morals and therefore deserve social devaluation [2].
People from non-migrant and ethnic minority backgrounds
have reported similar stigma manifestations, including nega-
tive AOD treatment experiences [5, 74, 76].

Despite similarities, our findings suggest people from
migrant and ethnic minority backgrounds are increasingly
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vulnerable to negative stigma outcomes due to precarious
lived experiences and the intersection of stigmatised char-
acteristics. Limited employment opportunities, low wages,
housing instability and social exclusion create climates
where people from migrant and ethnic minority backgrounds
feel compelled to be productive [77]. Other studies suggest
precarious experiences cause stress and anxiety and create
difficulties accessing healthcare services [78, 79]. Our find-
ings also suggested AOD-related stigma intersected with cit-
izenship status, race, ethnicity, and gender, which potentially
worsened outcomes for individuals with multiple stigmatised
identities. These intersectional stigmas positioned affected
individuals at the bottom of social hierarchies, encouraging
them to avoid situations where they may be identified as
problematic [6]. Similar observations have been identified
among Aboriginal Australians living with hepatitis C, who
described overlapping stigma related to hepatitis C, injecting
drug use and their Aboriginal identity [80].

Review findings indicated people’s families and commu-
nities may also be negatively labelled for an individual’s
AOD use. This finding reflects broader literature on racism
and representation where people from migrant and ethnic
minority communities are pressured to positively repre-
sent their community or risk all members being negatively
tainted [81, 82]. Subsequently, people from migrant and
ethnic minority backgrounds stayed away from services to
protect themselves, their families and communities from
negative stereotyping [6]. This experience is likely isolat-
ing and distressing for people who rely on families and com-
munities for support.

Implications

Review findings highlight multi-faceted interventions are
required to reduce the negative outcomes and impacts of
stigma associated with AOD use among migrant and ethnic
minority groups. Actions are needed to address internalised
stigma, negative manifestations and the political and power
structures that allow stigma to unfold. Another systematic
review investigated interventions to reduce stigma associ-
ated with substance use disorders [83]. Results suggested
therapeutic interventions may reduce internalised stigma and
motivational interviewing and sharing positive stories about
people with substance use disorders reduced stigmatising
attitudes among the general public. However, the body of
evidence was small and did not target migrant and ethnic
minority groups. To develop interventions, services need
to work in partnership with migrant and ethnic minority
groups to ensure programme messages, format and delivery
are relevant and appropriate [84]. In Australia, AOD ser-
vices, community groups and research institutes have col-
laborated to target AOD use and stigma among migrant and
ethnic minority groups, including partnerships with South

Sudanese, Chin (an ethnic minority group from Myanmar)
and Indian communities [85, 86]. Although these culturally
targeted approaches may be useful for reducing internal-
ised and secondary stigma, it is likely other approaches are
needed to address stigma within treatment settings.

A systematic review reported education programmes tar-
geting medical students and professionals improved attitudes
towards people experiencing substance use disorders [83].
Similar findings are evident in the HIV literature; studies
suggest providing skills-based training for hospital staff and
delivering brief electronic interventions targeting the drivers
of stigma reduced service provider’s prejudice and intentions
to stigmatise people living with HIV [87-89]. However,
education alone is unlikely to achieve large reductions in
stigma [90]. Within treatment settings, policies and practices
must promote inclusion for people from migrant and ethnic
minority groups who may experience intersectional stigma.
More broadly, our findings indicated that stigma was facili-
tated by a drug’s legal status, suggesting decriminalisation
may reduce stigma towards illegal drugs. This approach is
supported by evidence from Portugal where decriminalisa-
tion led to reductions in drug-related harms and increased
access to treatment [91].

Future Research

Our review highlights opportunities for future research.
Most studies were conducted in high-income countries,
likely because our review only included peer-reviewed stud-
ies published in English [92]. Future reviews could focus on
studies in low-income countries and published in languages
other than English. We excluded papers focused on prescrip-
tion medication only given the unique social and cultural
circumstances that go beyond the scope of this review [41].
Some studies suggest there may be lower levels of stigma
associated with prescription medication and related depend-
ence compared to other substance use disorders [41, 42].
Studies have documented non-medical use of prescription
medication among migrant populations however, most do
not focus on stigma suggesting further research in this area
is warranted [41, 93-95]. No studies specifically explored
stigma associated with AOD use among people seeking asy-
lum, a group who may experience trauma, long periods of
uncertainty and significant mental health challenges [96].
Most studies recruited participants who were born in the
country where the study was conducted or had lived there
for over a decade, suggesting further research is needed
with newly-arrived migrants and refugees. Most studies also
recruited participants from treatment settings or reported
that most participants had previously accessed treatment.
Experiences of stigma may differ among those who have not
accessed treatment before.
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In our review, we had low confidence in the impacts of
stigma because few studies explored this domain. Longitudi-
nal studies examining stigma impacts are required to inform
interventions. We were moderately confident AOD-related
stigma intersected with citizenship status, race, ethnicity
and gender. However, prior to analysis, we believed age,
class, other health conditions, and sexual identity may also
be important thus further research into intersectional factors
is needed [96-98]. A minority of studies explored stigma
resistance and challenging stigma. Future studies should
explore these topics to uncover stories of hope and resil-
ience and capitalise on existing stigma management strate-
gies within communities and activist groups. Finally, future
research should adapt existing stigma-based interventions
and increase their relevance for migrant and ethnic minority
groups by accounting for intersectional stigma, interpersonal
relationships and precarious lived experiences. Interventions
should be developed and evaluated in partnership with ser-
vices and communities to determine their acceptability, fea-
sibility and effectiveness [99].

Limitations in the Body of Evidence

Studies in this review were limited by insufficient detail on
methodology, with few studies discussing philosophical
perspectives, positionality or theory. Participatory studies
that engage people from migrant and ethnic minority back-
grounds in research development are required to ensure suit-
able methods are used [100]. Researchers should consider
how their positionality including ethnicity, cultural back-
ground and relationship with participants shapes the study
conduct and results [101]. Studies could also be strength-
ened by using clear definitions of stigma and related con-
cepts, given many studies use terms interchangeably [10].

Strengths and Limitations of This Review

This review makes a valuable contribution to the evidence
by synthesising studies on AOD-related stigma among
migrant and ethnic minority groups. Findings should be
interpreted with limitations in mind. Our search included
peer-reviewed manuscripts published in English thus we
likely missed findings from grey literature and studies writ-
ten in other languages. Due to time and resource constraints,
multiple reviewers assessed the quality of articles, which
may have increased inconsistencies however, all reviewers
received detailed instructions. Finally, qualitative systematic
reviews involve taking results from their original context
and addressing new questions, which is complex with stud-
ies across multiple countries and cultures [92]. To retain
some context, we coded the original author’s interpretation
of results during analysis.

@ Springer

Conclusion

Our results suggest migrant and ethnic minority groups
report similar underlying drivers, facilitators, markers and
manifestations of stigma compared to mainstream popula-
tions. However, outcomes of stigma are complicated for
migrant and ethnic minority groups by precarious lived
experiences and the convergence of multiple stigmatised
characteristics. Multi-faceted interventions developed in
partnership with migrant and ethnic minority communities
are required to reduce the occurrence and negative impacts
of AOD-related stigma.
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