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A B S T R A C T   

Introduction: Clinical guidelines strongly recommend opioid agonist treatment (OAT) as first-line treatment for 
opioid use disorder (OUD). However, racial/ethnic minoritized patients are less likely to receive OAT compared 
to non-Hispanic White patients. Reasons for this treatment gap must be elucidated to address racial/ethnic 
disparities in OAT. Our objective is to evaluate perceptions of and barriers to OAT across racial/ethnic groups in 
individuals with OUD (not on OAT). 
Methods: This qualitative study used semi-structured telephone interviews of adult patients (n = 41) with OUD 
(not currently being treated with OAT) from the Boston area from September 2020 through February 2021. We 
developed a codebook through author consensus based on review of themes in initial transcripts. We performed 
qualitative thematic analysis of the transcripts. We evaluated patients' perceptions of treatment for OUD across 
the study population and analyzed differences and similarities in perceptions between racial and ethnic groups. 
Results: Across all racial/ethnic categories in our sample, anticipated stigma was the most frequently reported 
barrier to OAT and most patients preferred non-OAT methods for treatment. Non-Hispanic White participants 
had more favorable opinions of OAT compared to racial/ethnic minoritized participants. Racial/ethnic minori-
tized participants reported social support as the main facilitator to addiction treatment, while non-Hispanic 
White participants reported self-motivation as the most important factor. Racial/ethnic minoritized partici-
pants preferred treatment for OUD via non-OAT treatments and their second most preferred option was resi-
dential treatment. Non-Hispanic White participants preferred naltrexone and their second most preferred option 
was non-OAT treatments. 
Conclusions: Racial/ethnic minoritized patients' preference for residential treatment and social support, along 
with their distrust of OAT, illustrates a desire for psychosocial and peer recovery–based care that addresses social 
determinants of health. Addiction specialists may improve engagement with and treatment of racial/ethnic 
minoritized groups with culturally tailored interventions for OUD that offer psychosocial treatment in combi-
nation with OAT, and by partnering with organizations with strong ties to racial/ethnic minoritized commu-
nities. This kind of response would reflect the structural and cultural humility that is needed to adequately 
address the OUD needs of these underserved populations.   
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1. Introduction 

Since 1999, the public health burden of opioid use disorder (OUD) 
has surpassed half a million deaths (Hedegaard, 2018). Clinical guide-
lines (Dunlap & Cifu, 2016) strongly recommend opioid agonist treat-
ment (OAT), with either buprenorphine or methadone, as a first-line 
treatment for opioid use disorder (OUD). OAT is effective in increasing 
treatment retention, reducing opioid misuse, and preventing death from 
overdose (Mattick, Breen, Kimber, & Davoli, 2014; Sordo et al., 2017). 
Despite the efficacy of OAT for preventing opioid overdose deaths, there 
are clear disparities in opioid overdose deaths across racial/ethnic 
groups. While the media has traditionally framed the opioid epidemic as 
a problem primarily affecting non-Hispanic White communities (Hansen 
& Netherland, 2016), the opioid overdose death rate is actually rising 
faster in the non-Hispanic Black and Hispanic populations as compared 
to the non-Hispanic White population, largely due to deaths involving 
illicit fentanyl (Scholl, 2019; Spencer, Warner, Bastian, Trinidad, & 
Hedegaard, 2019). These disparities grew wider during the COVID-19 
pandemic (Friedman et al., 2021). 

In general, racial/ethnic minoritized patients are less likely to 
initiate (Hadland et al., 2017; Hollander, Chang, Douaihy, Hulsey, & 
Donohue, 2021; Knudsen, Roman, & Oser, 2010; Lagisetty, Ross, Boh-
nert, Clay, & Maust, 2019; Manhapra, Petrakis, & Rosenheck, 2017; 
Shiner, Leonard Westgate, Bernardy, Schnurr, & Watts, 2017; Stein 
et al., 2018) or be retained (Lee, Liebschutz, Anderson, & Stein, 2017; 
Weinstein et al., 2017) in OAT compared to non-Hispanic White pa-
tients. Even after an opioid overdose, Black patients and Hispanic pa-
tients are less likely to receive follow-up treatment for OUD compared to 
non-Hispanic White patients (Kilaru et al., 2020). 

The type of OAT also varies between non-Hispanic White patients 
and racial/ethnic minoritized patients. Patients who receive buprenor-
phine as opposed to methadone are more likely to be of White race, 
rural, younger, and pay through private insurance or self-pay (Andrews, 
D’Aunno, Pollack, & Friedmann, 2014; Hansen, Siegel, Wanderling, & 
DiRocco, 2016; Shiner et al., 2017; Stein et al., 2018). 

Prior qualitative literature identifies stigma—coming from patients, 
providers, friends, or family members—as a major barrier to OAT 
initiation (Cioe et al., 2020; Larney, Zador, Sindicich, & Dolan, 2017; 
Paquette, Syvertsen, & Pollini, 2018). Based on Crenshaw's (1990) 
theory of intersectionality—that is people can be marginalized based on 
multiple, intersecting, oppressed identities—the stigma from being in a 
racial/ethnic minoritized group intersecting with the stigma of being on 
OAT may contribute to the racial/ethnic disparities in OAT. 

Structural factors, such as geographic health care access or insurance 
status, may partially explain why non-Hispanic White patients are more 
likely to receive buprenorphine treatment. Historically, in 2002 the FDA 
approval of buprenorphine for OUD helped to expand access to medi-
cation for opioid use disorder (MOUD); however, rates of adoption 
increased disproportionately in higher income and predominantly White 
areas (Hansen et al., 2016; Stein et al., 2018). Private physician practices 
manage most buprenorphine prescribing (Magura et al., 2007; Roman, 
Ducharme, & Knudsen, 2006; Stanton, Mcleod, Luckey, Kissin, & Son-
nefeld, 2006) and patients are often self-paying (Kissin, McLeod, Son-
nefeld, & Stanton, 2006) or privately insured (Andrews et al., 2014). 
Providers may also hold the perception that social instability (e.g., 
homelessness) may make someone an inappropriate candidate for 
buprenorphine, despite data against this idea (Alford et al., 2011). 

Montalvo, Stankiewicz, Brochier, Henderson, and Borba (2019) 
observed a disparity in buprenorphine treatment in the demographic 
analysis of an outpatient behavioral health clinic at Boston Medical 
Center (BMC), an urban safety-net hospital. Although BMC serves a 
patient population where approximately 70 % of patients are of a racial/ 
ethnic minoritized group (Boston Medical Center, 2012), racial/ethnic 
minoritized patients make up less than 15 % of patients receiving 
buprenorphine treatment in this behavioral health clinic. This finding is 
consistent with prior national studies showing that patients prescribed 

buprenorphine are disproportionately White (Lagisetty et al., 2019; 
Stanton et al., 2006; Stein et al., 2018). 

Prior studies utilized qualitative methods to assess perceptions of 
OAT (Cioe et al., 2020; Larney et al., 2017; Paquette et al., 2018; 
Sanders, Roose, Lubrano, & Lucan, 2013; Woo et al., 2017), and assess 
barriers to treatment with OAT (Sharma et al., 2017). Despite the racial/ 
ethnic disparities in receipt of OAT, the literature exploring perceptions 
(Hatcher, Mendoza, & Hansen, 2018) and barriers (Hollander et al., 
2021) between non-Hispanic White and racial/ethnic minoritized pa-
tients is sparse. 

In a qualitative study of diverse patients on buprenorphine mainte-
nance treatment from two primary clinics in New York City, NY, Hatcher 
et al. (2018) found that non-Hispanic White patients were best able to 
capitalize on the individualized, medical focus of office-based bupre-
norphine treatment, given they tend to have other sources of social 
support and resources outside of the buprenorphine. Meanwhile the 
Black or Latinx participants often found office-based buprenorphine 
treatment to be isolating and reported that it did not meet their psy-
chosocial needs. In a quantitative analysis of Pennsylvania Medicaid 
data, Hollander et al. (2021) found that patients spending more days in 
either the emergency department or jail are less likely to initiate of 
MOUD. Patients with presence of a non-OUD substance use disorder or 
those who participated in an intensive non-MOUD treatment are also 
less likely to initiate MOUD. These authors concluded that increasing 
MOUD in acute care facilities and criminal justice settings could help to 
close the racial gap in initiation of MOUD. 

To add to the literature and further elucidate the racial/ethnic 
disparity in not just buprenorphine, but OAT in general, this qualitative 
study aims to evaluate perceptions of and barriers to OAT within in-
dividuals with history of OUD, who are not currently on OAT, between 
non-Hispanic White and racial/ethnic minoritized patients. With 
awareness of how systemic racism has worked through institutions and 
people to oppress racial/ethnic minoritized populations and benefit 
White populations (Jones, 2000), we expected that there would be ev-
idence of different experiences within the health care system between 
non-Hispanic White and racial/ethnic minoritized patients that may 
help to explain the disparity in OAT that exists between these two 
populations. Whereas Hatcher et al. (2018) qualitatively examined pa-
tients' experiences with buprenorphine treatment in racial/ethnic 
minoritized patients on buprenorphine maintenance treatment, our 
study will add a distinct contribution to the literature with a qualitative 
analysis of patients' attitudes, perceptions, and barriers to OAT in a 
diverse population of patients with OUD, who are not currently on OAT. 

2. Methods 

2.1. Study design, participants, and settings 

This qualitative study used semi-structured telephone interviews of 
adult patients (n = 41) with OUD (not presently being treated with OAT, 
but who may have received OAT in the past) from the greater Boston 
area from September 2020 through February 2021. We utilized purpo-
sive sampling to recruit individuals 18 years or older with current OUD 
or a history of OUD via multiple recruitment methods. We first recruited 
patients from an urban, safety-net hospital (Boston Medical Center), by 
contacting patients by telephone from a list of patients who presented to 
the emergency room with an ICD-10 code related to OUD within the 
previous 6 months. We generated this list utilizing the hospital's clinical 
data warehouse. We chose to recruit from this hospital due to its prox-
imity to a neighborhood with a high prevalence of OUD (commonly 
referred to as “Mass and Cass”) and more than 50 % of patients served by 
this hospital identify as racial/ethnic minoritized. We also recruited 
individuals with self-reported OUD through flyers posted throughout the 
hospital and affiliated community health centers, and through Face-
book® advertisements. We excluded individuals currently treated with 
OAT. We confirmed current OAT status via checking the prescription 
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drug monitoring program for an active buprenorphine prescription and 
through self-report of current buprenorphine or methadone use in the 
initial consent process. We did not exclude individuals with prior OAT. 
We made this decision to ensure that our sample is inclusive of patients 
who the current health care system has not successfully retained with 
OAT. 

We ended recruitment once our team decided we had reached 
saturation of themes in the groups; that is based on analysis of the data, 
the team decides that further data collection is not necessary (Saunders 
et al., 2018). We reached saturation in both groups when it became 
apparent that the racial/ethnic minoritized group had reached a near 
consensus of negative attitudes toward OAT, and that the non-Hispanic 
White group had consistently more positive attitudes toward OAT 
compared to the racial/ethnic minoritized group. By this point, new 
themes had ceased to emerge, and we had collected enough data to 
generate a plausible hypothesis to explain why the racial/ethnic 
disparity in OAT exists. 

Half of our research team members identify their race/ethnicity as 
racial/ethnic minoritized (JMH [Asian], DC [non-Hispanic Black], and 
CM [Hispanic]), and the other half identify their race/ethnicity as non- 
Hispanic White (EFJ, AB, CPCP). The balanced racial/ethnic breakdown 
in our team may act to prevent bias in our interpretation of the quali-
tative data when comparing racial/ethnic minoritized patients to non- 
Hispanic White participants. Half of the investigators are X-waivered 
buprenorphine-prescribing psychiatrists (JMH, DC, and CM). Five out of 
six investigators have Master of Public Health degree training (JMH, DC, 
EFJ, AB, CPCB). 

Boston University Medical Campus Institutional Review Board 
approved this study. We report our results using the Standards for 
Reporting Qualitative Research (SRQR) (O’Brien, Harris, Beckman, 
Reed, & Cook, 2014) guidelines. 

2.2. Data collection 

We developed an interview guide (Table 2) based on a literature 
review of race-based disparities in OAT. Our interview guide included 
questions related to treatment experiences, MOUD, substance use 
stigma, self-identity, and racism. One author (EFJ) conducted semi- 
structured qualitative interviews up to 90 min in length over the tele-
phone. We de-identified all data. Participants self-reported their de-
mographics (race, ethnicity, and gender) at the beginning of the 
interview by free response. Participants self-reported their opioid use 
history based on the interview guide prompts. We used this self-reported 
history to confirm a diagnosis of OUD with all participants based on the 
criteria for OUD from the Diagnostic and Statistical Manual of Mental 
Disorders (5th ed.; DSM–5; American Psychiatric Association, 2013). We 
audio-recorded interviews using a digital voice recorder device (Sony® 
ICD-PX470). We transcribed the de-identified recordings verbatim using 
a human transcription service (Rev.com). We compensated participants 
with a $50 gift card for participating in the interview. 

2.3. Data analysis 

We performed the line-by-line coding using NVivo software version 
12 Pro (QSR International). We developed the initial codebook through 
author consensus by reviewing themes in the initial transcripts. Three 
coders cross-checked the interrater reliability via triangulation (JMH, 
EFJ, and CM), with two interviewers coding each interview. We calcu-
lated interrater reliability in NVivo (kappa = 0.95 and % agreement =
98.5 %). We performed the qualitative analysis using a thematic analysis 
approach, which allows for interpretation of the underlying assumptions 
and ideologies that are theorized as informing the semantic content of 
our data (Braun & Clarke, 2006). We stratified our analyses by race/ 
ethnicity to look for similarities and differences between groups. We 
reviewed the analyses, using the NVivo hierarchy chart function, which 
quantifies the frequency of our coded units in the sample of transcript. 

We then inductively grouped the most frequently occurring responses 
into the themes and subthemes, which we will present in our results. 

3. Results 

Forty-one individuals in total completed the interview. The racial/ 
ethnic demographics are as follows: 24 (58.5 %) Non-Hispanic Black, 9 
(22.0 %) Non-Hispanic White, 3 (7.3 %) Hispanic/Latinx, 1 (2.4 %) 
Asian, and 4 (9.8 %) multiracial (Table 1). None of the Hispanic/Latinx 
participants identified as multiracial, and vice versa. Due to small 
sample sizes within racial/ethnic categories, we dichotomized the 
sample into non-Hispanic White (n = 9) and racial/ethnic minority (n =
32) for our stratified analyses by race/ethnicity. Most participants 
identified as female (65.9 %) and had public insurance (85.4 %). The 
mean age was 53.2 years and less than half of participants had prior 
exposure to OAT (34.1 % Buprenorphine, 36.6 % methadone). 

We identified four overarching themes that we refined into sub-
themes specific to the racial/ethnic minority and non-Hispanic White 
groups (shown in Table 3 with example quotations). Here we describe 
the four main themes: 1) Perception of OAT, 2) Facilitators to Addiction 
Treatment, 3) Barriers to Addiction Treatment, and 4) Preferred Treat-
ment for OUD, and the subthemes, which highlight the differences be-
tween the two groups. 

3.1. Perception of OAT 

3.1.1. Strong negative opinions and distrust of OAT 
Nearly all the racial/ethnic minoritized respondents strongly 

opposed OAT. 

“[Suboxone] ain't doing nothing but making them more addicted to 
opiates... Only one that they probably really talk to is their primary 
care doctor when they trying to talk about what’s going on with 
them, and the first thing the doctors want to prescribe is some opi-
ates.” (Participant A, non-Hispanic Black participant). 

Racial/ethnic minoritized participants expressed that methadone or 
buprenorphine are simply “substitutes” for other opioids that people are 
addicted to. They believe that these medications are largely misused by 
people with OUD to get high. 

“I've had methadone before, and it’s also just a substitute for the 
other drug… you still high, you still high, you still high.” (Participant 
B, non-Hispanic Black participant). 

3.1.2. Mixed opinions of OAT 
Non-Hispanic White participants shared mixed opinions of OAT in 

the interviews. They identified some benefits of OAT, but like racial/ 
ethnic minority participants they suggested that OAT was an addiction 
in and of itself that should eventually be discontinued. 

“I'm very torn on this subject. I think that I have seen them be a 
wonderful resource to people getting sober and I've seen them save 
lives. I just think it’s very important that it’s a short-term kind of plan 
that people get on and then they’re weaned off. I've seen people stay 
addicted to those drugs and end up with just kind of a new ball and 
chain of their MAT. It keeps people sick. It keeps people around 
‘those’ kind of people.” (Participant C, non-Hispanic White 
participant). 

3.2. Facilitators to addiction treatment 

3.2.1. Social support 
Racial/ethnic minority participants more frequently cited aspects of 

residential treatment or peer support groups that offered social support 
as their main facilitator to recovery. One participant described their 
experience with rehab as follows: 
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“I developed friendships with people that were going through the same 
thing - and that kind of helped me there, developing a bond with people 
like me.” (Participant B, non-Hispanic Black participant). 

Across racial/ethnic minority groups, participants mentioned bene-
fits of group therapy and peer support groups. 

“I was involved with Mom’s Project for women, just for women and 
the groups helped me to understand like the nature of addiction, like 
the causes and I really understand what the medical reason was, why 
I was addicted to drugs and how my brain works and stuff like that.” 
(Participant D, non-Hispanic Black participant). 

3.2.2. Self-motivation 
When asked what facilitated their substance use treatment, Non- 

Hispanic White participants more frequently cited themselves as the 
main facilitator to recovery. 

“No, I never did any inpatient outpatient programs, it was kind of 
like just drawing upon my strength. And then during my drug 
addiction, I wouldn't say I was estranged from my family, but I don't 
know… I'm not as like open and loving towards my family as I am 
now and I always kind of drew on my strength and will to quit.” 
(Participant E, non-Hispanic White participant). 

One Non-Hispanic White participant identified their recovery plan 
as: 

“I stopped on my own, and I went and paid for private counseling.” 
(Participant F, non-Hispanic White participant). 

3.3. Barriers to addiction treatment 

3.3.1. Internalized stigma toward people treated with OAT 
For racial/ethnic minoritized participants who had not been treated 

with OAT, one of the barriers seemed to be a perception that people who 
are on either methadone or buprenorphine appear to be “getting high” 
and are therefore not actually in recovery. 

“I have a lot of associates that are also addicts and they're also using 
Suboxone to help them with the using and to curb their, to curb their 
craving. And it's supposed to help them. I've never taken a Suboxone. 
So, I couldn't give you that, too much information, but it's from my 
observation, the people that were around me take them, they take 
Suboxones to curb the usage of [opioids]... but it's still the same ef-
fect to me. Looks like they're still high.” (Participant B, non-Hispanic 
Black participant). 

Another participant commenting on methadone mentioned: 

“[Methadone] makes you look like a dope fiend.” (Participant G, 
non-Hispanic Black participant). 

3.3.2. Anticipated stigma for OAT from family/community 
Non-Hispanic White participants more frequently mentioned antic-

ipated stigma as the main barrier to OAT. One Non-Hispanic White 
participant described how they were treated by family and friends after 
initiating buprenorphine: “Oh, like a leper. I was like a pariah. You know? 
They treated me worse on Suboxone, which is used to treat my addiction and 
to help me stay off of drugs... They treated me worse when I was on that than 
they did when they knew I was sniffing heroin.” (Participant H, non-Hispanic 
White participant). 

One Non-Hispanic White participant described their community’s 
response to them being on methadone as follows: 

“My church just shut me right down. Oh no. Uh-uh. Oh yeah. Oh 
yeah. So then I needed to get a CORI because when I first got clean, I 
was going for a job…and I had to go to the chief of police in town. He 
wouldn't do it. He says, cause I don't think you’re a moral person.” 
(Participant I, non-Hispanic White participant). 

3.4. Preferred treatment for OUD 

3.4.1. Non-OAT treatment 
Racial/ethnic minoritized participants most preferred method for 

quitting opioids was non-OAT treatment (participants commonly 
referred to this method as “cold turkey”). 

“I always went cold turkey…If I went to jail or just went in the 
program.” (Participant J, non-Hispanic Black participant). 

Non-Hispanic White participants second most preferred option for 
quitting opioids was non-OAT treatment. Racial/ethnic minoritized 
participants second most preferred option was residential treatment. 
One racial/ethnic minority participant described their experience with 
residential treatment as the following: 

“It was a nine-month program where I lived in the program for that 
whole year, and then my baby got to come with me. So, he did the 
transition with me when we was there. It was a long road. It took a lot 
of tries - a long time. But I don't know, after a while I got it together.” 
(Participant K, non-Hispanic Black participant). 

3.4.2. Naltrexone 
Non-Hispanic White participants' most preferred option for quitting 

opioids was intramuscular extended-release naltrexone because it did 
not cause physiological dependence to an opioid. 

Table 1 
Demographic characteristics and history of opioid use disorder and treatment, by race/ethnicity.   

Total (n = 41) Asian (n = 1) Non-Hispanic Black (n =
24) 

Hispanic/Latinxa (n =
3) 

Non-Hispanic White (n =
9) 

Multiracialb (n = 4) 

Age, mean (SD) 53.2 (10.9) 31 54.2 (9.6) 55.7 (7.5) 53.2 (10.1) 52.2 (10.8) 
Sex, n (%)       

Female 27 (65.9) 0 18 (75.0) 2 (66.7) 4 (44.4) 3 (75.0) 
Male 13 (31.7) 0 6 (14.6) 1 (33.3) 5 (55.6) 1 (25.0) 
Nonbinary/other 1 (2.4) 1 (100) 0 (0) 0 0 0 

Insurance, n (%)       
Public 35 (85.4) 1 (100) 21 (51.2) 3 (100) 7 (77.8) 3 (75.0) 
Private 5 (12.2) 0 2 (4.9) 0 2 (22.2) 1 (25.0) 
Not reported 1 (2.4) 0 1 (2.4) 0 0 0 

Prior OATc, n (%)       
Buprenorphine 14 (34.1) 1 (100) 4 (9.8) 0 7 (77.8) 2 (50.0) 
Methadone 15 (36.6) 0 8 (19.5) 1 (33.3) 6 (66.7) 0 

Currently using opioids, n (%) 7 (17.1) 0 7 (17.1) 0 0 0  

a Hispanic/Latinx; none of these participants identified as multiracial. 
b Multiracial; none of these participants identified as Hispanic/Latinx. 
c OAT = opioid agonist treatment. 
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“I'm a believer in Vivitrol, you don't get sick from the Vivitrol.” 
(Participant L, non-Hispanic White participant). 

One Non-Hispanic White participant described the benefits of 
intramuscular extended-release naltrexone as follows: 

“I think it's appealing because the rumors are that it's working, that 
people on Vivitrol... That it is kind of getting rid of the cravings. That 
it curbs your cravings, and it stops you for 30 days. I like the idea that 
like somebody can want to be sober, get a shot and then even if they 
change their minds in the next 30 days, they still have to take over. I 
like that they have to stick with it.” (Participant C, non-Hispanic 
White participant). 

4. Discussion 

This qualitative study on adult patients with a history of OUD 
revealed different perceptions of treatment options and manifestations 
of stigma between racial/ethnic minoritized participants and non- 
Hispanic White participants. Racial/ethnic minoritized participants 
expressed a stronger distrust of OAT with internalized stigma as the 
main barrier to this type of treatment. Therefore, they preferred non- 
OAT options for treatment. Racial/ethnic minoritized participants also 
noted social support as the main facilitator to treatment. Non-Hispanic 
White participants expressed mixed opinions of OAT with anticipated 
stigma from family/community as the main barrier to this type of 
treatment. They preferred naltrexone as treatment for OAT and noted 

Table 2 
Interview guide.  

# Interview question 

1 Can you tell me a little bit about where you grew up? 
2 In general, how would you say that a person’s identity impacts the way they 

move through the world 
3 Tell me about your opioid use history?   

a. When/how started  
b. What opioids used  
c. Attempts to quit  
d. Physical/psychological/social consequences of use  
e. Current status  
f. How do you feel about your opioid use history? 

4 Tell me about your use of other drugs, including alcohol?   

a. When/how started  
b. What drugs used  
c. Attempts to quit  
d. Physical/psychological/social consequences of use  
e. Current status  
f. How do you feel about your drug/alcohol use history? 

5 How have people treated you in the past because of your opioid use history?   

a. Family members?  
b. Healthcare workers?  
c. Friends? 

6 What has your experience with opioid use disorder treatment been like?   

a. Positive experiences  
b. Negative experiences 

7 What do you think was the main reason for this/these experiences   

a. Your ancestry or national origins  
b. Your gender  
c. Your race  
d. Your age  
e. Your religion  
f. Your height or weight  
g. Your shade of skin color  
h. Your sexual orientation  
i. Your education or income level  
j. A physical disability  
k. Other 

8 What are your thoughts on using medications to treat opioid use? What have 
you heard regarding these treatments?   

a. Buprenorphine (AKA Suboxone™, Subutex™)  
b. Methadone  
c. Naltrexone (AKA Revia™, Vivitrol™) 

9 If you have used any of these medications for opioid use disorder 
(buprenorphine, methadone, naltrexone) in the past, what was your experience 
like? 

10 Would you choose buprenorphine over the other two treatments (naltrexone or 
methadone)?   

a. Why/Why not? 
11 What has kept you from starting buprenorphine maintenance treatment (BMT) 

in the past? (if never on buprenorphine)   

a. Money/insurance  
b. Finding a prescriber  
c. Convincing provider to start you on this treatment  
d. Possible consequence of use (access to programs, side effects, etc.)  
e. Perceived efficacy  
f. Perceived stigma  
g. Lack of knowledge 

12 What was your experience with BMT? (If previously on buprenorphine)   

a. Length of treatment  
b. Reason for cessation  
c. Difficulty staying on BMT  
d. Benefits of BMT  
e. Drawbacks of BMT 

13 Do you feel your race/ethnicity has affected your treatment for opioid use 
disorder?   

Table 2 (continued ) 

# Interview question  

a. If so, how?  
b. If no, why not? 

14 Do you feel your race/ethnicity has affected your treatment for opioid use 
disorder?   

a. If so, how?  
b. If no, why not? 

15 Would you feel comfortable talking to a doctor about your substance use 
history? Why/why not? 

16 How do you feel people would treat you if they knew you were on 
buprenorphine-naloxone (Suboxone) (anticipated stigma)?   

a. Family members?  
b. Healthcare workers?  
c. Friends? 

17 How do people in your social network/community (friends, family, etc.) view 
drug use? How common is it in your social network/community? 

18 How much of a problem is opioid use for you? What are the consequences of 
continued use? 

19 Have you suffered any legal consequences of your drug use? If so, what were 
they? 

20 On a scale of 0–10 how confident are you that you could stop using (n)? What 
makes you n and not a n + 1? What makes you a n and not a n-1? 

21 What could Boston Medical Center do to make their addiction care services 
better for you?  

Table 3 
Themes and subthemes, dichotomized by racial/ethnic minoritized vs. non- 
Hispanic White race/ethnicity.   

Racial/ethnic minoritized Non-Hispanic White 

Perception of OAT Strong negative opinions 
and distrust of OAT 

Mixed opinions of OAT 

Facilitators to 
addiction 
treatment 

Social support Self-motivation 

Barriers to addiction 
treatment 

Internalized stigma toward 
people treated with OAT 

Anticipated stigma for OAT 
from family/community 

Preferred treatment 
for OUD 

Non-OAT treatment, 
residential treatment 

Naltrexone, Non-OAT 
treatment  
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self-motivation as the main facilitator to treatment. We seek to contex-
tualize our results within a structurally competent lens to enable readers 
to apply our findings to make their practice of substance use disorder 
treatment accessible to minoritized groups. 

While racial/ethnic minoritized participants expressed stronger 
distrust of OAT than non-Hispanic White participants, they also 
expressed more of a preference for psychosocial interventions such as 
residential treatment and peer recovery–based care. These findings are 
consistent with prior studies that show a higher level of medical distrust 
from racial/ethnic minoritized groups compared to white individuals 
(Armstrong et al., 2008; Rajakumar, Thomas, Musa, Almario, & Garza, 
2009). This distrust of medicalized treatment, along with the desire for 
interventions that address social determinants of health, illustrates the 
importance of structural competency in OUD care, especially for racial/ 
ethnic minoritized groups. 

When we employ the structural competency model proposed by 
Metzl and Hansen (2014), which emphasizes consideration of upstream 
structural causes of medical outcomes, we can contextualize racial/ 
ethnic minoritized groups' distrust of OAT with the history of policies 
that stigmatized OUD treatment—especially the disproportionate 
criminalization of drug use among non-Hispanic Black and Hispanic 
populations (King, 1953; Sacco, 2014). We can also consider the limited 
access of racial/ethnic minoritized populations to buprenorphine upon 
its initial implementation (Hansen & Netherland, 2016) and the general 
history of racism in health care (Suite, La Bril, Primm, & Harrison-Ross, 
2007). This context allows us to interpret what could be considered a 
“cultural” presentation into a “structural” one—a culturally bound 
distrust of OAT which results from structural stigma and discrimination 
(Metzl & Hansen, 2014). Therefore, research proposed that in-
terventions designed for minoritized groups should not only be cultur-
ally responsive but structurally responsive to social needs that result 
from culturally/racially bound hardship (i.e., racism and xenophobia). 

Regarding minoritized participant preference for residential treat-
ment programs, we should consider that they not only provide housing 
but also support the patient as they seek jobs or education in their re-
covery journey. However, these programs are less likely to offer OAT 
beyond acute withdrawal needs and less likely to encourage OAT as an 
option for treatment, with the majority focusing on 12-step programs 
(Beetham et al., 2020; Hollander et al., 2021; Wakeman et al., 2020). 
Residential treatment programs may be preferred by racial/ethnic 
minoritized groups, despite the lower likelihood of these programs to 
initiate OAT, because they are structurally responsive to the needs of 
racial/ethnic minoritized patients. Addiction specialists who wish to 
provide similar structurally responsive care can assess the structural 
needs of OUD patients (Jegede, 2020), which could then be addressed 
through case management support. 

Racial/ethnic minoritized participants in this study also recognized 
the importance of social engagement and support. To contextualize this, 
some of our minoritized participants not only highlighted the experi-
ences of stigma because of their OUD but also because of their racial/ 
ethnic minoritized status. If we frame this finding in structural terms, we 
can consider the intersecting stigmatization against patients with SUD 
who are also members of marginalized racial and ethnic groups (Hatcher 
et al., 2018), which has been a result of stigmatizing drug policies as 
discussed above (King, 1953; Sacco, 2014). Intersecting social stigma 
will compound the effect of social isolation, making social support 
paramount for minoritized OUD patients. Addiction specialists should 
consider referral to a culturally congruent social program for their 
racial/ethnic minoritized patients. One type of intervention that is 
evidence-based in treating SUDs, (Humphreys et al., 2020) and is also 
known to provide strong peer support is the 12-step program (e.g. Al-
coholics Anonymous or Narcotics Anonymous). However, some of these 
12-step programs are known to dissuade participants from taking OAT 
(NA World Services, Inc., 2016; Rychtarik, Connors, Dermen, & Stasie-
wicz, 2000), and patients may need to search for a 12-step group that is 
culturally congruent and open to OAT (Richard-Craven, 2021; White, 

2018). 
Finally, the overall theme of earned distrust that racial/ethnic 

minoritized groups have against medicalized OUD care needs to be 
addressed. Through building of partnerships with some of the afore-
mentioned institutions (e.g., residential programs, 12-step programs, 
faith-based institutions) that are trusted by members of minoritized 
communities, an opportunity exists for medical providers to build 
trusting relationships and correct misinformation about OAT. The 
principles of Community Based Participatory Research (CBPR) can be 
drawn upon to facilitate a truly equitable partnership that can facilitate 
trust. These principles include mutual respect and bi-directional 
learning, active and inclusive access to participation, power-sharing 
and equity, mutual benefit in research and/or intervention, and flexi-
bility in goals, methods, and time frames (Burke et al., 2013). In-
stitutions that provide addiction services should consider instituting a 
Community Advisory Board to operationalize these principles, and to 
assure implementation of culturally (Waters & Asbill, 2013) and struc-
turally (Metzl & Hansen, 2014) humble care that does not overutilize 
culturally blind medicalized interventions for OUD. 

Overall, our study follows up on the literature that already describes 
and explores the inequity in OUD treatment between racial/ethnic 
minoritized groups and the non-Hispanic White population. Our goal 
was to further explore this inequity from the perspective of OUD patients 
who are not currently on OAT. The strategy of targeting participants 
who are not currently on OAT, as well as comparing racial/ethnic 
minoritized and non-Hispanic White groups, makes our study novel. 
Ours is one of the few studies to interpret results through a structural 
competency lens with the goal of helping readers to operationalize our 
findings toward reducing inequity in treatment outcomes between 
racial/ethnic minoritized and non-Hispanic White groups. 

4.1. Limitations 

Our study is limited to participants from a single region, primarily 
coming from one urban, safety-net hospital. However, we believe the 
diversity of this hospital catchment area covers a wide range of cultures 
that could be represented in other geographic areas as well. The COVID- 
19 pandemic restricted our study to audio-telephone interviews, which 
may have limited the interaction between the interviewer and the 
participant without access to non-verbal cues, and sometimes reduced 
the quality of audio-transcription. Since our study aimed to understand 
minoritized experiences with OUD care, the race/ethnicity of our 
interviewer (non-Hispanic White) could have limited minoritized 
participant openness to sharing beliefs and experiences, although con-
ducting interviews over telephone may have reduced the impact of race/ 
ethnicity discordance. Our research team’s lack of a Spanish-speaking 
interviewer was a barrier for recruiting Hispanic patients. The deci-
sion to dichotomize the qualitative data into “non-Hispanic White” and 
“racial/ethnic minoritized” categories was partially a reaction to diffi-
culty with recruiting a more racially/ethnically diverse sample of par-
ticipants. However, we dichotomized racial/ethnic groups with 
awareness of the important differences between the groups included in 
the “racial/ethnic minoritized” category. We hope future studies explore 
the differences in experiences between racial/ethnic minoritized groups, 
while also believing that our study contributes to the literature on bar-
riers to OAT for the racial/ethnic minoritized groups represented in our 
sample. 

We did not record the length of treatment for patients with past OAT, 
as this was a qualitative study and we tried to keep the questions in the 
interview guide open-ended. However, no patients in the sample re-
ported stopping OAT because they felt their OUD had been successfully 
treated and no longer required OAT to remain in remission. 

5. Conclusions 

Racially/ethnically minoritized populations continue to die from 
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opioid overdose deaths at alarming rates, yet they receive life-saving 
OAT at lower rates compared to the non-Hispanic White population. 
Although racial/ethnic minoritized populations are generally known to 
have decreased access to health care, this disparity in OAT still exists in 
safety-net institutions where OAT treatment is available to a largely 
racial/ethnic minoritized population (Weinstein et al., 2017). In our 
discussions with patients, we found that racial/ethnic minoritized par-
ticipants expressed a stronger distrust and stigma against OAT and a 
preference for psychosocial treatment that addressed social de-
terminants of health compared to non-Hispanic White participants. We 
believe that an emphasis on cultural and structural humility in OUD care 
would counteract these barriers to treatment in minoritized populations. 
Future studies should focus on collaborating with community-based 
leaders to implement educational opportunities to combat internalized 
and societal stigma as a means of engaging historically underrepre-
sented groups with OUD to improve SUD treatment initiation and 
retention. 
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