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A B S T R A C T   

This work explores the ways in which stigma influences how people engage with disaster risk reduction. It 
specifically addresses the experiences and perceptions of stigma for people who receive Opioid Substitution 
Treatment (OST), a successful harm reduction strategy that reduces illicit drug use, risk of overdose and criminal 
activity. Unfortunately, while receiving OST people endure stigma because of their perceived or assumed history 
of drug use, which positions them as socially deviant and unacceptable. During a disaster or emergency, forms of 
social stigma from health and emergency management personnel have implications for access to treatment such 
as OST. Drawing on semi-structured interviews with 21 people receiving OST from services in four major cities in 
Aotearoa New Zealand, an interpretive analysis was applied to better understand how stigma matters to their 
lived experience. Four key themes, namely “Experiences of stigma”, “Discrimination from health professionals”, 
and “Disasters and emergency management” and “Support within disaster contexts” were identified in their talk. 
We conclude that it is vital that medications and other necessary treatments are made accessible to those who 
need them to maintain health and wellbeing. It is important to be aware that stigmatising beliefs manifest in 
disaster-response settings which have consequences for people who are already more vulnerable than others. 
Therefore we suggest that appropriate education and training be provided.   

1. Introduction 

People receiving opioid substitution treatment (OST) have specific 
needs that require a response during emergency planning or a disaster 
event, including access to medication. This group also experience social 
stigma which reflects the way in which healthcare workers and other 
professionals engage and interact with them, including people working 
in emergency management. This paper presents a research study that 
explored the perceptions and experiences of stigma among people 
receiving OST, particularly within a disaster setting where stigma may 
act as a barrier to engagement with emergency management practices 
and services. As background to this study, firstly we describe OST and 
discuss the concept of stigma both generally and also within a disaster 
context. 

OST is a pharmaceutical and psychosocial harm reduction strategy 
that mitigates the chronic and relapsing pattern of problematic illicit 
opioid use [1]. In Aotearoa New Zealand OST includes methadone and 
buprenorphine/naloxone which are mostly consumed orally each day. 

Both medications produce opioid effects; however methadone is a full 
agonist with a longer half-life while buprenorphine is partial and has a 
ceiling effect meaning the drug produces no more effect after a certain 
dose. Methadone is therefore much more likely than buprenorphine to 
cause overdose. People become physically dependent on both metha
done and buprenorphine and will experience withdrawal symptoms in 
varying degrees if the medication is abruptly stopped. Classified under 
the Misuse of Drugs Act 1975, these medications are strictly regulated 
[1,2] leading to people receiving OST having little agency over pre
scribing and consuming regimes. For instance, when new to treatment or 
assessed as clinically unstable, people are required to consume daily at 
an approved pharmacy. When judged eligible by health authorities, 
doses can be taken away and consumed elsewhere [1]. Without an OST 
dose, as with any long-term opioid use, withdrawal symptoms are 
experienced and can include nausea, diarrhoea, aching muscles, vom
iting, anxiety, agitation and obsessive and reoccurring thoughts about 
the drug [3,4]. Unsurprisingly, withdrawals can lead to the use of illegal 
street drugs, discontinuation of treatment, and increases in injection 
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practices which carry health risks [5,6]. 
Illicit drug use, or medically sanctioned drug use arising from illicit 

drug use, has long been subject to moral judgement. It discredits and 
taints people, positioning them as weak, sinful, dishonest and cunning 
[7]. Such stigma is greater when people are considered ‘responsible’ for 
a ‘condition’ that arises from their mind rather than their body [8]. 
Stigma affects people’s attitudes and behaviours towards those with an 
identified or assumed history of drug use, classifying people who use 
drugs outside of socially acceptable ‘norms’. Those receiving OST 
treatment experience the same public censure as heroin users [9,10]. 

Link and Phelan [11], drawing on Goffman’s work, describe the five 
mechanisms that produce stigma. Firstly, people are positioned as 
different based on undesirable social attributes, like drug use. Secondly, 
people are stereotyped based on those perceived differences, which then 
fosters intolerance and negative bias. Thirdly, labelling and categorising 
people as ‘other’ separates them from the group enacting the stigmata. 
Fourthly, discriminatory thoughts and actions can remove the social and 
political status of those in stigmatised groups; they become judged, 
marginalised and devalued based on allegedly justified rationales. 
Lastly, those stigmatised can find it difficult to socially, culturally and 
politically challenge the situation from an ‘inferior’ position, and can 
become frustrated with how they are treated. These five mechanisms are 
not necessarily linear, but collectively contribute to processes and ex
periences of stigma. Stigma is also ‘felt’ where there is fear of discrim
ination. People protect themselves from perceived stigma by hiding their 
‘condition’ or avoiding exposure to potential stigmatising or discrimi
natory behaviour. Discrimination is the non-acceptance of particular 
people based on their perceived non-normative condition [12], which 
can be psychologically, socially and politically destructive [13]. 

Worldwide, research has demonstrated that people receiving treat
ment for opioid problems experience stigma in healthcare settings, 
which has effects on treatment processes [9,14]. For instance, In Con
necticut, USA, Earnshaw, Smith, and Copenhaver [15] found that people 
receiving OST were generally perceived as subordinate and untrusting 
by family, friends, colleagues, employees, and healthcare workers 
because it was assumed that they would steal, or were drug seeking 
when requesting pain relief for legitimate reasons such as recovering 
from surgery. Similar to Earnshaw et al. [15], Conner and Rosen [9] 
found that older adults receiving methadone maintenance treatment in 
Midwestern, USA, experienced stigma in eight aspects of their lives 
(drug addiction, being on methadone and psychotropic medications, 
depression, age, socioeconomic position, ethnicity and HIV status) and 
felt disliked and judged by healthcare workers. In Ireland, Harris and 
McElrath [16] examined the experiences of people on methadone 
maintenance programmes and found that social control and institutional 
stigma reinforced the ‘tainted identity’ of the those positioned as ‘drug 
addicts’. The general public assumed people who use drugs were less 
deserving of assistance than other health consumers in healthcare set
tings. This was highlighted by Luty and colleagues (2010) who found 
that some community pharmacy managers in the UK refused to provide 
methadone medication because of stigmatising attitudes, while the 
public also had unfavourable views towards people receiving OST in 
pharmacy settings. In Scotland, Gidman and Coomber [17] identified 
public fear and stigmatising attitudes towards people accessing OST in 
community pharmacies, namely that the public was afraid of violence 
and blood-borne diseases, and believed people on OST looked, spoke 
and behaved in deviant ways. Tellingly, some of the participants not 
engaged in OST reported feeling fearful about being called into the back 
room of pharmacies because they were considered spaces for adminis
tering OST. In Aotearoa New Zealand Berry et al. [18] noted that people 
receiving OST struggle to overcome drug problems because of stigma 
and marginalisation when homeless, unemployed and without mean
ingful pastimes. Berry et al. encouraged health professionals to address 
negative attitudes and stereotyping of clients. The Aotearoa New Zea
land Mental Health and Addiction Service Development Plan 
2012–2017 [19] also contests attitudes and practices of stigma and 

discrimination, encouraging health professionals to unpack inherent 
and often unconscious discriminatory practices. While it is argued that 
health professionals should attend to negative stigmatising beliefs about 
people on OST, this argument is also highly relevant to emergency 
management personnel who should be aware of any stigmatising atti
tudes, practices and behaviour. 

Emergency responders from all disciplines come into contact with 
people needing support, as disruptions to opiate supplies and OST ser
vices is common following a disaster [20–22]. For instance, during the 
2003 Bam earthquake in Iran, health and emergency rescue teams were 
inundated with high numbers of opiate users seeking help in the first 
three days but access to opiates was denied. Health and social care 
became essential, and need to be appropriately considered in emergency 
management planning prior to a disaster [23]. Similarly Bloodworth, 
Kevorkian, Rumbaut, and Chiou-Tan [24] found that when people pre
sented at the Houston Astrodome seeking OST medication after Hurri
cane Katrina, treatment was delayed due to concerns about safety and 
theft if opioids were kept on-site. When opioid scripts were provided, 
people were expected to source a pharmacy in a disaster devastated area 
while others were transported to opioid treatment and recovery services 
where medication was eventually organised. Where medical records had 
been destroyed, people were made to wait until their withdrawal 
symptoms were evident before being treated. 

During Hurricane Sandy in 2012, services providing OST in New 
York were unable to open because of communication problems and an 
inability to verify OST dose amounts [6]. In the week following the 
hurricane only 30.1% of those on methadone maintenance therapy were 
able to access a takeaway dose from their programme or doctor, while 
22.9% received insufficient dosing so had to resort to street drugs to 
manage withdrawal symptoms [25]. Following Hurricane Sandy, a 
Manhattan Veteran’s methadone clinic closed for five months due to 
being unable to meet the strict dispensing regulations. According to 
Griffin et al. [20]; another clinic was accredited expeditiously however 
that was not ideal because people were still displaced. 

In 2017, in the aftermath of Hurricane Harvey, media reports indi
cated that an evacuee housed at the San Antonio emergency shelter went 
into opioid withdrawal; although they were given food and bedding, 
they were not given medication. This was justified through policy and 
regulation constraints preventing methadone dispensing, although the 
Texas Department of State Health Services acknowledged the precarious 
predicament for people receiving methadone in disaster settings [26]. 

In Aotearoa New Zealand, following the 2011 Canterbury earth
quake, health professionals reported that nobody went without a pre
scribed OST dose. This was an accomplishment, although as conveyed 
by Blake and Lyons [27], across the country government officials, health 
professionals, and emergency managers still considered service conti
nuity, communication, dosing and record keeping, stock, transport is
sues and service accessibility to be potential problems during a disaster. 
Blake [28] further reported that people receiving OST in Aotearoa New 
Zealand remained concerned about the inability to access medications 
following a disaster because of the potential physical and emotional 
distress. Participants stated that they would do whatever necessary to 
manage their withdrawals including criminal offending. 

As well as experiencing stigma people on OST are often economically 
and socially under-resourced. A plethora of research (for example see 
Ref. [29–34] attests that people who endure such vulnerabilities expe
rience more harm in a disaster context. Mainly attributed to structural 
forces [35], the specificity of these vulnerabilities are often overlooked 
in disaster risk reduction practices [36]. For instance, people who 
experience stigma, social marginalisation, economic and social hardship 
are constrained in their ability to have preparedness items such as food, 
clothing and sanitation equipment. They often reside in disaster prone 
areas, have substandard housing, and limited social capital which is 
necessary for resourcing, coordination, information sharing and psy
chosocial wellness and rebuilding lives after a disaster [29,32,37,38]. 
Although people positioned as vulnerable may have the ability to cope in 
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a disaster context, a lack of access to medications such as opioids in
creases susceptibility to and risk of harm (for example see Ref. [28,38, 
39]. It is necessary to understand the lived experiences of people 
receiving OST and explore how stigma might act as a barrier to disaster 
reduction, readiness, response and recovery. The aims of this research 
were to explore experiences of stigma among people receiving OST and 
identify how stigma might act as a barrier when interacting with 
emergency management professionals. We also aimed to coalesce stigma 
knowledge with disaster management research. 

2. Method 

2.1. Design 

This study forms part of a larger research project exploring the views 
of a number of different groups, including OST workers, health pro
fessionals, and emergency managers in Aotearoa New Zealand. This 
paper reports only on the results from the participants receiving OST in 
Aotearoa New Zealand. To gain in-depth insight into people’s lived ex
periences, qualitative interviews were carried out with people receiving 
OST. The project had the support of a number of key OST stakeholders, 
such as OST consumer advisors and emergency managers. 

2.2. Participants 

The 21 OST participants in this study were from OST services in four 
major cities in Aotearoa New Zealand. A combination of people 
receiving methadone and buprenorphine were interviewed, with their 
length of time on OST ranging from one to 30 years. They were aged 
approximately between 25 and 60 years, and there were eight women 
and 13 men. 

2.3. Procedure 

Ethical approval was obtained by Massey University’s Human Ethics 
Committee. Purposive sampling, including cold-calling and snow
balling, was used to recruit people who were currently engaged with 
opioid treatment in Aotearoa New Zealand. Research information sheets 
were also given out at Needle Exchange Services. Participants contacted 
the lead researcher directly after either seeing the information sheet or 
being informed about the research. One-on-one, face-to-face interviews 
were semi-structured and covered topics including knowledge of 
emergency planning for OST dispensing, preparedness, withdrawals, 
experiences and perceptions of stigma, and important information for 
emergency management responders. Interviews ranged in length from 
25 to 90 min and were recorded and transcribed verbatim. Transcribed 
texts were anonymised, with names and identifying information 
removed, and organised for readability, with superfluous words deleted 
(for instance, “erm”, and “you know”). Participants were given the op
portunity to review their transcripts, but all declined. Supermarket 
vouchers ($40.00) were given to participants to thank them for their 
time. 

2.4. Analysis 

This work focused on exploring how stigma is experienced as a 
barrier to engagement with emergency management among people 
receiving OST. Drawing from qualitative psychology that values alter
native knowledge production we employed interpretive analysis to 
identify patterns across experiences, views and perceptions of stigma, 
OST and emergency management [40–42]. This involved an inductive 
identification of themes whereby transcripts were read and re-read. A 
broad range of interpretive themes were grouped into detailed narrative 
codes using NVivo 11 software, such as “OST service characteristics”, 
“emergency management groups”, “disaster risk reduction”, access and 
takeaway doses”, “drug withdrawals” and “being misunderstood”. These 

codes were conceptually arranged into broader themes based on the 
relationships between the codes and the overall research aims. This 
process of refinement continued until four key themes were identified 
that represented much of the data and were relevant to the primary 
research questions. 

3. Results 

The analysis led to the identification of four major themes in the 
participants’ narratives. The first theme captured participants’ de
scriptions of their experiences of stigma generally and how these expe
riences enabled and constrained a sense of self in the social world. The 
second focused on experiences of stigma and discrimination from health 
professionals, while the third theme represents participants’ views and 
perceptions about emergency management and disaster planning. The 
fourth theme highlighted participants’ ideas about ways to support 
people receiving OST in a disaster context. Each topic is discussed in 
more detail below, using participant quotes to illustrate key findings. 

3.1. Experiences of stigma: “Looked at sideways” 

This first section represents participants’ experiences of felt and 
enacted stigma as they navigate the everyday social world. Because 
stigma in a disaster context is under researched for people receiving OST 
it is necessary to consider how wider relationships of stigma might in
fluence experiences in a disaster setting. Consistent with previous 
research, in this study people believed that stigma excluded them from 
participating in society. They described the way in which stigma, 
enacted as a form of ‘othering’, stemmed from a deeply ingrained social 
mistrust because of the taken-for-granted characterisation of the prob
lematic ‘drug addict’. For instance, Betty found that once her drug using 
history became known “people always kind of look at [her] a bit side
ways” while Suzie and Joe reasoned that drug addiction is “thought of as 
self-inflicted” and therefore they are “just drug addicts at the end of the 
day, so no one really cares” or has “compassion” for them. As observed 
by Albrecht et al. [8] the impacts of stigma are greater when attributed 
to a personal fault which in turn positions people as deviant to the norm. 
To be marginalised because of a perceived inherent fault means that 
people avoid public situations that might be uncomfortable, or where 
they risk being judged and misunderstood. This could include commu
nity hubs following a disaster. A review of OST in Aotearoa New Zealand 
over the past 40 years found that stigma prevents people from accessing 
treatment, and still dissuades general practitioners from being willing to 
prescribe OST [14]. According to Suzie, “drug addicts are one of the last 
groups you can pick on” in that there is little social or political debate 
about the stigma associated with illicit drug use in Aotearoa New Zea
land. Suzie’s narrative signifies the lack of agency to contest margin
alisation. Andrew also considered himself a member of the most 
“marginalised of groups”, indicating the depth of the burden he expe
rienced. Andrew narrated the way in which stigma can “accumulate and 
compound” into a form of felt stigma that is readily evoked: 

That’s what stigma is, internalised discrimination, that you hold 
inside you, and then the problem is that once you’ve got that inside 
you, you can become very sensitive, and it doesn’t take much of a 
poke for that to be activated. (Andrew). 

For Andrew, sensitivity to stigma meant he was easily provoked to 
anger. Sarah also communicated her frustration at the blatant disrespect 
she endured due to stigma. Sarah described knowing she is unwelcome 
in a shop, when made to wait a long time for service and being treated 
with “rude” and “dismissive” behaviour: 

… every now and again you’ll come across someone that’s got, sort 
of an attitude and they … really sort of let it be known that they’d 
really rather you weren’t in their shop. And they’re certainly going to 
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make you wait as long as they possibly can and be pretty rude and 
dismissive toward you. (Sarah) 

During the interview Sarah’s frustration at the blatant disrespect was 
palpable. As Goffman [7] argued stigma affects social relationships and 
prohibits people from achieving authentic citizenship in the social 
world. Even participants who possessed a robust sense of a ‘self’ talked 
about being oppressed by stigma. For example, in the following quote 
Mike represented the burden of stigma: 

It drags me down, it makes me feel like I’m less than … like I’m 
negatively perceived. And people are looking at me thinking, “you’re 
one of them. We need to stay away from you” … as much as I have an 
intact sense of who I am, it still gets to me. (Mike) 

Mike’s narrative provided cues to how being “dragged down” and 
made to feel inferior caused emotional angst. Reflecting on theories 
around protective strategies, Barreto [43] discussed forms of coping and 
resistance to stigma like appraisal and interpretation. Mike went on to 
demonstrate such proactive strategies by deflecting discrimination and 
attributing negative judgement to people’s ignorance: 

I’ve got to a point where I can’t let it bother me anymore … gone are 
the days when [being treated with suspicion] bothers me, because 
it’s their lack of education, not mine. (Mike) 

Clearly discriminatory actions directed toward Mike bothered him; 
however he had found ways to take up a more empowered position. 
Other participants also found ways to resist social marginalisation. Zoe, 
for instance, protected herself by contesting her stigmatised identity as a 
“drug addict” and expressed a desire to be “seen as me” – it can be 
assumed that this authentic “me” should be afforded the same rights and 
privileges as everybody else. Martin wanted to be recognised as fluid and 
multiple, more than just a person who has taken illicit drugs: 

But the reality is he’s a person, he’s a father, he’s a husband, he’s a 
son. (Martin) 

Here Martin acknowledges the range of identities people have in 
their lives beyond one linked to previously taking illicit drugs, which 
seems to dominate other people’s perspectives. People receiving OST are 
not homogenous. The people in this study viewed the public as adhering 
to a narrow and problematic characterisation of people who use illicit or 
medically approved opioids, and continue to enact stigmatisation 
because of preconceived assumptions about what constitutes ‘accept
able’ citizenship. Not isolated to the general public, stigma also per
meates professional boundaries, and participants all described 
experiencing stigma in health settings. The next section unpacks in
teractions with health professionals with the aim of understanding how 
such experiences might transpire in interactions with emergency man
agement professionals. 

3.2. Discrimination from health professionals: “You’re faking it” 

Relationships between the participants and professionals were mar
red with experiences of stigma and discrimination. As evidenced in the 
literature review above, throughout the world health professionals can 
treat people using illicit, even medically sanctioned drugs, as lesser and 
distrusting (for example see Ref. [15,44]. Martin’s narrative supported 
these claims as he had endured “more stigma and stereotyping from 
professionals than your average [person]”. Discriminatory behaviour by 
healthcare workers was a “huge issue” according to Jason because it 
impacted on the quality and type of medical treatment he received: 

… as soon as [providers] hear I’m on methadone it’s like this brick 
wall goes up. And it becomes a barrier to maybe getting treatment as 
quickly, or even being treated as a normal person, like you’re just put 
in this whole other category. (Jason) 

That a “brick wall” might prevent timely treatment is concerning, as 
is substandard treatment that sees a patient suffer. Additionally, Jason 
was concerned about negligible and inappropriate pharmacological pain 
treatment because of suspicion about drug seeking behaviour or ille
gitimate pain: 

When you go to the ED (Emergency Department), they tend to be 
really sceptical … of methadone patients. Like … you’re faking your 
gallbladder playing up to get some more drugs or something like that 
when you know there’s clearly legitimate issues going on which can 
be verified with scans or tests. (Jason). 

It is likely that comparable encounters would transpire in a disaster 
context if someone receiving OST is harmed. As stated earlier, research 
after Hurricane Katrina found that people had to show signs of with
drawals before they were treated with OST. While on the one hand this 
can be commended as safe health practices, it can also be perceived as 
distrust towards the integrity of people receiving OST [24]. To allow 
personal even unconscious bias to influence treatment is unethical and 
contravenes the New Zealand Medical Association Code of Ethics [45] 
which clearly stipulates that treatment must not be discriminatory and 
must align with the Aotearoa New Zealand Human Rights Act. With felt 
and enacted experiences of stigma it is unsurprising that participants felt 
they had little agency over treatment and that power and control is held 
by service providers. Blair questioned if professionals are even cognisant 
of their behaviour: 

You just wouldn’t treat people like that with diabetes, is what I keep 
thinking … I just don’t know if people realise that, how much bias or 
prejudice they actually do have. Even from treatment professionals 
who have been doing this every day. (Blair). 

Often people receiving or advocating for OST draw on a diabetes 
metaphor to argue for the ordinariness and health status of OST. 
Notably, however, stigma directed toward people on OST appears to 
come from people who understand this and are in the best position to 
provide support, such as health workers [9,10,15] and potentially 
emergency management personnel. Without reflexive practice pro
fessionals can unconsciously enact discrimination and construct barriers 
to service access and responsiveness. Some participants reported only 
going to medical appointments when absolutely necessary. This appre
hension to seek professional help in a non-disaster setting because of 
discrimination and stigma could also manifest in a disaster scenario, as 
outlined in the following section. 

3.3. Disasters and emergency management: “They can bloody wait” 

The participants were asked how they thought stigma might matter 
in a disaster situation. Many were concerned that emergency pro
fessionals would “not [be] very nice” (Alan) because “we’re the scum of 
the earth” (Eve). Historical stigma becomes internalised and felt, so in 
this sense, people in this study believed they would be perceived in 
derogatory ways regardless of the context [9]. 

In the event of a disaster in Aotearoa New Zealand, people are 
encouraged to seek or offer support at the local Community Hubs (also 
known as Civil Defence Centres). These spaces enable communities to 
coordinate response and recovery efforts if infrastructure or communi
cation networks are disrupted [46]. They are also spaces to access psy
chosocial support. For the participants in this study however, 
Community Hubs signified spaces of uncertainty, judgement and fear. 
For instance, Bob recounted how he did not think his partner would go 
to a Community Hub because she dreaded her OST status being revealed: 

…my partner, she’s deathly afraid of anyone ever finding out. 
Because she is in a well-paid job … you’d be afraid that it would 
affect your position. Yeah, I’ve watched her for years … being 
deathly afraid that people would find out. (Bob) 
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To be “deathly afraid” of identification constitutes an extreme fear of 
losing employment and respect from colleagues for Bob’s partner. This 
was so overwhelming that in the event of a disaster she would not go to 
seek help. Participants worried that people in positions of authority 
would reject them and dismiss any valid request for opioid medication 
and support. The following three excerpts demonstrate how the partic
ipants perceived others would view them if they sought help at a 
Community Hub or other emergency management location. They 
described being a burden, not being cared about and being a low 
priority: 

… they might want to, say, get rid of you, you’re inconvenient, 
you’re shameful, or they judge you because you’re not a productive 
member of society or whatever. You know, bugger off. (Helen) 
I just don’t think that, most [emergency] centres, they wouldn’t want 
to help. Sorting out our medication would be like, so down the list, 
it’s like, we’ll be abandoned. (Blair) 

… because the level of stigma associated with this particular popu
lation, some people would be thinking, they can bloody wait … 
because they’re less deserving, so they can bloody wait. (Rachel) 

Each narrative here represents the belief that people will be socially 
“abandoned” due to a stigmatised medical need. Like the others, Rachel 
thought she would be perceived as less deserving and as such, would be 
socially excluded. Similarly, Joe assumed that opioid treatment would 
not be a priority in a disaster setting because there would be legitimately 
injured people. He prioritised the injured over himself: 

You’d have people injured, so really, getting methadone for some
body, wouldn’t be top priority. You couldn’t expect it to be. You 
know, people are injured (Joe) 

It is evident that people receiving OST expect poor treatment by 
people in command of Community Hubs or emergency management 
spaces, should they need assistance accessing OST. An absence of social 
capital (networks and resources) can make it more difficult to rebuild 
after an emergency or disaster and accentuates unequal social power 
relations [37]. Insecurity and uncertainty about being accepted or hel
ped produces unnecessary vulnerability in an already chaotic and 
extraordinary setting. In her research on social vulnerability and 
post-disaster settings, Naser-Hall [32] argued that it is important to be 
aware that the exclusion of people who are socially vulnerable from 
emergency plans is reflective of their social exclusion more generally. An 
attitude shift is necessary. 

3.4. Support within disaster contexts: “Potential solutions surely aren’t 
that hard” 

When asked how participants thought health professionals or 
emergency management personnel could better support them and others 
there were a range of responses. For Blair, solutions were not difficult, 
they simply involved having knowledge about OST and what treatment 
means for people who receive it or not: 

The potential solutions surely aren’t that hard, it’s just people have 
to care enough to make sure that people have to understand … the 
reality of what it is for clients to be on the programme, or what 
happens to clients if they get denied access. (Blair) 

A key sentiment expressed in Blair’s narrative is care. Health and 
emergency management personnel should “care enough” to put in the 
effort to gain knowledge about what opioid use and withdrawals entail. 
Likewise, Helen said appropriate training about OST or personal expe
rience or knowledge of addiction would promote open-mindedness: 

If they’ve [welfare centre staff post-disaster] had any training it 
would be wonderful, or whether they’ve had any personal 

experience … they may be more open minded. People that have … 
education, be it life education or training, there can be a lot of 
judgement there, or if there’s ignorance you know, they’re not 
necessarily going to attempt to help you. (Helen) 

Helen recognised that “judgement” and “ignorance”, key elements of 
stigma, can be overcome with knowledge. With such knowledge, people 
in her position might receive help. Betty suggested that emergency 
management personnel should focus on treating the condition, rather 
than the history leading to the condition. Betty stated: 

The route in to how you get there (OST) actually isn’t relevant and 
you shouldn’t be basing what you do on that. It’s what the person’s 
suffering from now, they need help with that. How they got there at 
this point doesn’t matter and you have no right to make a judgement 
on that anyway. [In a disaster setting] you’re there to treat this 
condition. (Betty) 

That people are in a precarious position and “suffering” without 
medication should be the priority. It was suggested that appropriate 
training would encompass teaching emergency responders that OST is 
like any other medical condition in that it is life sustaining: 

… this is just like any other medication people require it to be stable. 
You wouldn’t deny somebody who’s on heart medication – oh no you 
can go without that today. You just wouldn’t do that, and this is no 
different. (Betty) 

Without an OST dose, health and wellbeing in an already chaotic and 
compromising environment can lessen people’s ability to survive. Joe 
asserted he would be incapacitated to the point that he could not the 
leave the house without his OST, while Sarah profoundly described how 
access to OST would help her family and the wider community: 

If it became hard to get food and that sort of thing, I’d be hard 
pressed to leave my house, even. You know, you’re struggling to 
drive properly, yeah just basically, you know, your body just starts 
losing normal functions. (Joe) 

People are … in survival mode and some people are on a lot of 
methadone, and they would not be functioning very well if they 
didn’t have their drugs and that’s going to be problematic for the 
wellbeing of those that they’re responsible for. If they’ve got kids, or 
family or neighbours that usually they’d be in a position to help, but 
if they’re like throwing up in a toilet or curled up in bed [they are not 
able to help] (Sarah) 

Sarah equated access to OST in a disaster to survival for the person 
receiving OST as well as the people they care for, such as children or 
wider community members. Without their OST medication people 
would be vomiting or unable to move due to withdrawal symptoms and 
therefore unable to care for others. Previous disaster research (for 
example [37,47] attests to the importance of social support for survival. 

This section outlined the value of emergency management personnel 
acquiring inclusive knowledge about OST, so that this mostly margin
alised group of people can be helped and supported in the same way as 
others in the community. This is particularly important in the context of 
a wider society that is unsure whether people in these positions ‘deserve’ 
treatment in the first place [17,48,49]. 

4. Discussion and conclusion 

Everyday felt and lived experiences of stigma will likely affect how 
people act during and after an emergency or disaster event. Stigmatising 
beliefs about people receiving OST are prolific within societies, 
including within health and social services, and as such spill-over into 
disaster-response situations leading to negative consequences for peo
ple, many of whom are already more vulnerable than others in these 
situations. A social and political shift is necessary towards people 
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receiving OST because stigma incites and compounds stress and 
suffering. 

While professionals struggle to separate their personal values and 
beliefs or general stereotypes - which may include unconscious, unex
amined, or implicit assumptions and ideas from their everyday work
place - people receiving OST will continue to endure unjust and 
unethical treatment. Thus, we recommend that people working in 
disaster risk reduction service reflect on and unpack any stigmatising 
attitudes toward OST and the people who engage in opioid use and 
treatment. 

Additionally, to reduce the harm of stigma, a series of policy and 
practice amendments are necessary including appropriate training and 
development opportunities for emergency management personnel [50] 
that moves beyond the command and control model that dominates 
emergency management in Aotearoa New Zealand and globally [29,51]. 
A command and control paradigm serves the needs of the elite and 
overlooks cultural and community specificity. 

We recommend future research that elucidates the ways in which 
emergency managers currently experience and regulate underlying bias 
or stigmatising attitudes towards marginalised groups. It would be 
prudent to know what protocols currently guide dispensing of, and ac
cess to, controlled medications. Asking emergency management 
personnel what additional training or resources they might need to 
better engage with diverse communities would also strengthen a com
munity approach to response and recovery [52]. 

While chronic illnesses generally tend to be ‘taken seriously’ by so
ciety at large, value-judgements are often made in reference to people 
who are participating in government-provided (therefore legal and 
legitimate) health treatment programmes. To combat this, interagency 
collaboration between OST services and emergency management is 
important to ensure treatment continuation [52]. This in turn will 
diminish anxiety and fear of discrimination for people needing treat
ment. More inclusive collaboration with broader social service agencies 
and users would be beneficial, including community pharmacists who 
have a pivotal role in OST provision and who have demonstrated that 
they go beyond their core role in a disaster to ensure safety and medical 
care [27,53]. Drawing on participatory action approaches that are 
founded on community empowerment values may better serve and 
strengthen disaster risk reduction capacity. As well as contesting acts of 
stigma, other service continuity options need to be investigated and, if 
appropriate, implemented to ensure treatment continuation during a 
disaster. Ideally OST service providers and emergency personnel would 
have clear shared pathways and protocols. Current contact information 
for people receiving OST and health officials, as well as a phone tree 
support system, transport alternatives and disaster drills, would all be 
beneficial [52,54]. 

Stigma also intersects more broadly with other illnesses and medi
cally managed conditions. For instance, people with impairments and 
specific equipment needs are not adequately accounted for in disaster 
planning [55–57]. Including vulnerable groups in planning, imple
mentation, and in everyday emergency management operations mini
mises unnecessary harm and increases the ability to respond and 
recover. Disaster risk reduction requires implementation using a human 
rights and environmental framework to achieve the best outcomes [51, 
58,59]. 

The Aotearoa New Zealand National Disaster Resilence Strategy [60] 
and the Sendai Framework for Disaster Risk management [61,62] are 
two well referenced documents that explicitly recognise that disaster 
risk reduction practices should involve inclusive and non-discriminatory 
practices that support community resilience. In its guiding principle, the 
Sendai Framework argues for disaster risk managers to attend to, and 
understand, dimensions of vulnerability to strengthen response and 
resiliency for all. There is also a need to empower and support those 
disproportionately affected by disasters and enable psychosocial support 
and recovery to minimise injury and damage. This will require active 
engagement with services delivering OST and with people receiving 

treatment. It is necessary to understand OST as a valid and successful 
harm reduction strategy, entrusted with the same respect as other life 
sustaining treatment regimes. As much as is practical, emergency 
planning needs to be cognisant of and responsive to the specificity of the 
protocols surrounding OST provision and understand its importance to 
the health and wellbeing of our people and communities. It also needs to 
educate responders and health care professionals about the negative 
impacts of stigma and the serious consequences it can have in disaster 
contexts. 
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