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Abstract 

Stigma surrounding substance use has been documented as a roadblock to recovery, 

posing a greater barrier to care for some populations more than others. In particular, pregnant 

and parenting women are an often overlooked and understudied demographic who could benefit 

considerably from targeted resources. Though, due to stigma surrounding substance use and 

motherhood, this demographic is routinely subject to judgement and discrimination resulting in 

delayed treatment entry. In the midst of the COVID-19 pandemic, issues of access have been 

compounded by a reduction in services despite heightened mental health struggles caused by 

prolonged periods of isolation and abrupt changes in lifestyle and environment. The purpose of 

this study is to understand how stigmatization affects help-seeking behaviour and to explore the 

impact of COVID-19 on women’s mental health and treatment experiences. Semi-structured 

telephone interviews were conducted from October 2020-February 2021, with current and past 

clients of integrated treatment programs in Ontario (n=24). Using an interpretive description 

approach, data was constructed to identify how stigma is internalized, anticipated, and embodied 

in the context of help-seeking behaviour, as well as to determine the extent to which the 

pandemic has interfered with maternal wellbeing. The following themes emerged: (1) stigma and 

help-seeking (2) COVID-19 and maternal wellness (3) stigma at the structural level: barriers to 

care and (4) mitigating stigma to enhance help-seeking: facilitating recovery through 

relationships. This research contributes evidence to a growing body of literature emphasizing the 

importance of relationships in the recovery process for combatting the effects of stigma and 

promoting early treatment entry and lends insight into the ways in which pregnant and parenting 

women with problematic substance use have navigated recovery during COVID-19. 
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Chapter 1: Introduction 

 

Study Population  

 Problematic substance use refers to the persistent consumption of alcohol or other drugs 

in a harmful manner, negatively impacting health and wellbeing (Health Canada, 2019). While 

rehabilitation programs, peer counseling, harm reduction services, and self-help groups all strive 

to support the general population, pregnant and parenting women who use drugs are an 

overlooked demographic with a unique set of needs and challenges. Research indicates that there 

are narrowing gender gaps concerning prevalence of substance use (Seedat et al., 2009; 

Steingrimsson at al., 2012) and alcohol use disorders (Keyes et al., 2008), and women are now 

represented in substance use treatment programs at higher rates than ever before, presenting with 

more severe medical, psychiatric, and social problems compared to men (McHugh, et al., 2014). 

The pervasiveness of co-occurring substance use and mental disorders is high; women often 

report anxiety, depression, and histories of trauma (Poole & Isaac, 2001). There is evidence of 

associations between intimate partner violence and subsequent problematic substance use, with 

reports of lifetime histories of physical, emotional, and sexual abuse resulting in substance use at 

rates higher than the general public (Cafferky et al., 2018; Campbell, 2002; Smith et al., 2010). A 

U.S.-based study by the National Centre on Addiction and Substance Abuse (CASA) (2003) 

identified emotional and relational pathways to tobacco, alcohol, and drug use for young women 

and girls, who reported using to: improve mood and/or self-esteem; cope with stress; lose 

inhibitions; enhance sex; and lose weight, heightening the risk of problematic use later in life.  

On a structural level, women are subject to less social and economic capital compared to 

men, producing conditions that make it more difficult to access and keep safe housing and stable 

employment. In North America, more women live below the poverty line than men, with 
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disproportionate rates among visible minority women, women with disabilities, single mothers, 

and LGBTQ women as well as those who identify as gender non-conforming (Badgett et al., 

2019). More than just an issue of the gendered-wage gap (Pelletier et al., 2019), occupational 

segregation into low paying jobs (Miller, 2004) and a lack of supportive work-family policies 

(Olivetti & Petrongolo, 2017) constrain women’s access to the social determinants of health, 

perpetuating conditions that lead to problematic substance use. With origins and patterns of use 

that differ from men, as well as challenges that must be overcome for upward social mobility, 

distinct treatment strategies are required to address women’s needs in recovery through a holistic 

lens.  

Statement of the Problem 

 Pregnancy has been described as a window of opportunity for treatment with increased 

motivation stemming from concern for the fetus (Milligan et al., 2011; Pool & Isaac, 2001). In 

order to enhance outcomes, ideally, treatment should begin as early as possible; though, fear of 

judgement and threat of lost custody impedes help-seeking, impacting wellness and recovery 

outcomes. This warrants an investigation into help-seeking behaviour to identify the ways in 

which stigma on micro and macro levels limits self-efficacy. For the purposes of this paper, help-

seeking is defined as taking action to identify and access support for problematic substance use 

and related mental health concerns through traditional health care, treatment agencies, or peer 

support groups such as Alcoholics Anonymous (AA) or Narcotics Anonymous (NA).  

Moreover, conducting substance use research during a pandemic presents a unique 

opportunity to capture the impacts of a global health crisis on maternal mental health and 

recovery during times of heightened stress. At the population level, with insufficient resources 

for adequate economic, social, and medical response, public health emergencies contribute to 
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increased emotional isolation, psychological distress, problematic substance use, and stigma 

(Pfefferbaum & North, 2020).  Such stressors have been exacerbated for pregnant and parenting 

women who use drugs, as a population that already struggles with access to resources and care. 

For those with open child-welfare cases, due to social distancing obligations, mothers have 

experienced lengthy periods of separation from their children, posing threats to development of 

healthy attachment, particularly for infants (Jackson, 2020). There have been upticks of domestic 

violence upon the implementation of stay-at-home orders where victims have been isolated with 

their abusers (Kofman & Garfin, 2020; Thompson, 2021; Tolan, 2020), and children in families 

with greater mental health and financial risk factors may also be more vulnerable to abuse. 

(Brown et al., 2020; Lawson et al., 2020). Reports of symptoms of psychological distress and 

substance use have worsened for pregnant and parenting women over the course of the pandemic 

(Smith et al., 2021), and of additional concern, prenatal mental health problems increase 

likelihood of birth complications (Cardwell, 2013; Stein et al., 2014).  

In sum, social inequity compounded by COVID-19 amplifies stress, restricts access to 

resources, and increases rates of problematic substance use. A lack of attention to these issues in 

government policy is representation of institutionalized stigma in of itself, and as such is a 

necessary consideration for this study. For these reasons, the impact of the pandemic on maternal 

mental health and recovery was examined in relation to stigma and help-seeking behaviour prior 

to the pandemic. Through understanding of experience, policy can be developed to break down 

barriers to care with a glimpse into support needs during times of global duress. 

Self-Location  

Reflexivity is an important part of knowledge production in which the researcher ought to 

critically examine their preconceived assumptions on a topic prior to making decisions about 
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research design. Reflexivity involves self-location, in which there is a responsibility on behalf of 

the researcher to place themselves within the context of their work using a self-reflective process 

(Walshaw, 2008). Self-location is a valuable practice in the social sciences and health 

disciplines; consideration of the perhaps conscious and unconscious personal subjectivities that 

interfere with understandings and interpretation of a study throughout the data gathering and 

analysis processes enhances the quality of the study. More importantly, self-location acts as a 

way to resist oppressive, hegemonic principles and unsettle power by recognizing the ways in 

which privilege is constructed in society. To be conscious of subjectivities ultimately lends to the 

research process. As Indigenous scholar Hampton (as cited in Shawn Wilson’s Research is 

Ceremony, 2008) states,  

One thing I say about research is that there is a motive. I believe the reason is emotional 

 because we feel. We feel because we are hungry, cold, afraid, brave, loving, or hateful. 

 We do what we do for reasons, emotional reasons. That is the engine that drives us. That 

 is the gift of the Creator of life. Life feels… Feeling is connected to our intellect and we 

 ignore, hide from, disguise, and suppress that feeling at our peril and at the peril of those 

 around us. Emotionless, passionless, abstract, intellectual, academic research is a 

 goddamn lie, it does not exist. It is a lie to ourselves, and a lie to other people. Humans 

 feeling, living breathing, thinking humans – do research. We try to cut ourselves off at 

 the neck and pretend an objectivity that does not exist in the human world, we become 

 dangerous, to ourselves first, and then to people around us (p. 56). 

Qualitative research is relational, and a researcher’s ability to negotiate their positionality 

minimizes assumptions but also ensures critical thought enhancing both the validity of the 

findings and the ethical practice of doing research with whom there is a power imbalance.  
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 Thus, prior to discussing my study, I first emphasize the importance of looking inward to 

interrogate the self. I identify as a white, middle-class, heterosexual, cis-gender female, identities 

which have granted me a great deal of privilege. I also acknowledge that I am a settler on stolen 

land in which the effects of colonialism remain prevalent to this day. I am someone with a 

diagnosed mental illness and a family history of addiction, thereby establishing my emotional 

connection to substance use research. With a background working with women in homeless and 

domestic violence shelters as well as involvement in projects focused on eliminating sexual 

violence against women on university campuses, I am deeply passionate about women’s issues. 

My personal identities have undoubtedly set the basis of my ontological and epistemological 

roots from which my research stems, as I have adopted an interpretivist lens using a feminist 

perspective in an attempt to understand the subjective experiences of substance using pregnant 

and parenting women and their perceptions of the self, others, and society at large.  
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Chapter 2: Background 

The Overdose Epidemic in Canada 

 Prior to the pandemic between January 2016-September 2019, Canada saw more than 14 

700 apparent opioid related deaths and 19 490 opioid-related hospitalizations (Government of 

Canada, 2020) largely brought on by the rising presence of fentanyl and its analogues within 

illicit drug supplies (BC Coroner’s Service, 2019). Accidental overdose deaths have increased 

across the country since 2000, with the highest rates in British Columbia, Alberta, and Ontario 

(Statistics Canada, 2019). Emergency department (ED) data shows that in recent years, opioid-

related ED visits have nearly doubled for women, with the greatest increase among those of 

childbearing years aged 15-44 (Belzak & Halverson, 2018). Indigenous women are 

disproportionately impacted; in BC, in 2020, First Nations women died at 9.9 times the rate of 

other BC women due to toxic drug overdoses (First Nations Health Authority, 2021). Public 

health emergency response efforts intend to draw attention to an issue and bring about swift 

action; though, oppositional response tactics from changing governments have prevented a 

targeted approach to ending opioid-related deaths on a Canada-wide level. Refusal on behalf of 

Health Canada to declare a national public health emergency despite mounting pressure from 

stakeholders has meant that resources allocated towards reducing substance use related deaths 

are limited (Duggan, 2018). While BC has declared a public health emergency related to 

overdoses, it is the only province in Canada to do so (Government of BC, 2022). The Yukon has 

followed suit after seeing a drastic rise in overdose related deaths in recent years (CBC News, 

2022). 
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Impact of Substance Use on Families  

 All lives are touched by substance use in some way, whether directly or indirectly. For 

many families, patterns of substance use develop intergenerationally through a combination of 

environmental and biological factors that are established in early childhood. The CDC-Kaiser 

Permanente Adverse Childhood Experiences (ACE) Study is one of the largest investigations of 

the impacts of childhood trauma in relation to long-term health outcomes, assessing 

psychological, physical, and sexual abuse as well as domains of family relationships, household 

challenges such as witnessing abuse, substance use in the home, living in the home with 

someone with a mental illness, or having an incarcerated household member. Felitti et al. (1998) 

found that ACEs are common among the general population, with two thirds of study 

participants reporting at least 1, and more than 1 in 5 reporting at least 3. Additional findings 

show an increase in the number of ACEs leads to higher prevalence of problematic substance 

use, financial stress, depression, risk of intimate partner violence, suicide attempts, and 

unplanned pregnancy.  

The connection between early life experiences and long-term health problems highlights 

the significance of addressing substance use in the family context. Due to the importance of 

safeguarding a stable household environment to ensure a child’s ability to thrive, family-oriented 

research regarding substance use and related problems has the ability to produce long-term 

benefits that prevent cycles of addiction and thwart the onset of stress-related diseases. Though, 

encumbered by environmental stressors, pregnant and parenting women face the greatest barriers 

to accessing mental health and substance use treatment (Poole & Isaac, 2001). Pregnancy is often 

a motivating factor in reducing substance use; yet fear of child welfare involvement and a lack of 

childcare and transportation all prevent enrollment in services (Milligan et al., 2011). While 
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societal stigma experienced by people who use drugs is widely apparent, for pregnant and 

parenting women, judgement is heightened by the intersection of “mother” and “addict,” evident 

on both micro and macro levels (Sword et al., 2009). In addition to problematic interactions with 

service providers, disclosure of substance use in treatment settings may result in loss of child 

custody (Poole & Isaac, 2001). Child-centred discourse, in which the rights of the mother are 

pitted against the rights of the child, has dominated public health and social policy resulting in a 

combative rather than compassionate approach to recovery (Greaves et al., 2002). Moreover, 

research suggests that public health messaging regarding substance use during pregnancy may be 

misleading or inaccurate with harms over-exaggerated in the media (Boyd, 2004; Schempf, 

2007). Such misinformation serves a political purpose to further ostracize substance using 

pregnant women from opportunities for treatment. 

Stigma and Substance Use 

Stigma has historical roots in classical Greece as a kind of tattoo that was branded on the 

skin of criminals, traitors, or slaves by way of cutting or burning to visibly mark them as outcasts 

or morally polluted persons (Gale Encyclopedia of Mental Disorders, 2003). Goffman (1963) co-

opted the term stigma to describe the experiences of individuals who are rejected or socially 

discredited due to an attribute or behaviour that is deemed undesirable. In a similar vein, Cooley 

(1902) established the concept of the looking glass self to explain the process of socialization 

and the development of self-image. He purports that our sense of self forms in relation to others, 

and our interactions impact our thoughts and beliefs about who we are as individuals, steering 

behaviour. 

Link and Phelan (2001) developed a contemporary conceptualization of stigma rooted in 

research of lived experiences. They outline 4 core converging components: (1) labeling of 
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differences (2) labeled persons are deemed to possess undesirable characteristics through 

stereotyping (3) labeled persons are othered and (4) labeled persons undergo status loss and face 

discrimination. The authors posit that the production of stigma is contingent upon power 

structures that inherently allow for and reinforce the construction of differences which separate 

individuals into categories of “us” vs “them.”  

Link and Phelan (2014) elaborate on the stigma-power concept, describing stigma as a 

means to an end for the stigmatizer. The system is advantageous for dominant groups by 

“keeping people down,” (through exploitation) “keeping people in” (boxed into societal norms 

and expectations) and “keeping people away” (ostracising those who possess abnormalities or 

deviate from said norms) (Link & Phelan, 2014, p. 25). In this way, the primary implication of 

these embedded status hierarchies is that the system itself reproduces inequities, regardless of the 

individuals in the system. In other words, Phelan et al. (2013) describe a feedback loop in which 

“macro-level inequalities are enacted in micro-level interactions, which in turn reinforce macro-

level inequalities” (p. 18).  

 Several studies have documented the impacts of stigma on people who use drugs. A 

literature review by Yang et al. (2017) found that across the globe, common stereotypes of 

people who use drugs include dangerousness and unpredictability (Crisp, et al., 2008;  

Pescosolido et al. 1999; Corrigan, et al., 2009; Mannarini & Boffo 2015; Hengartner et al. 2013; 

Mushtaq et al., 2015; van Boekel et al., 2013; Sorsdahl et al., 2012; Sorsdahl & Stein 2010; 

Marie & Miles 2008; Herek et al., 2003), low decision-making ability (Pescosolido, Monahan & 

Lin 1999), blameworthy of their substance use (Crisp et al., 2008; Crisp et al. 2000; Mushtaq et 

al., 2015; Thege et al., 2015), and immorality (Mushtaq et al., 2015). Such beliefs carry weight 

when endorsed and enacted in spaces meant to provide support (Mak et al., 2017, Pauly et al., 
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2015; Yang et al., 2017). Stigma within health care settings has been shown to decrease 

engagement with treatment due internalization of stigmatizing beliefs (Mak et al., 2017), and fear 

of being mistreated following stigmatizing interactions (Pauly et al. 2015).  

Stigma, Substance Use, and Mothering 

Negative assumptions about people with problematic substance use are intensified by 

societal expectations for women as mothers (Sword et al., 2009). The female body has been 

traditionally depicted as a vessel intended to develop a healthy fetus, in which having and raising 

a child is a fundamental accomplishment of the female identity, according to patriarchal 

ideologies surrounding womanhood. The archetypal “good mother” is someone who fulfills her 

domestic duties as the primary caregiver, attends to the day-to-day needs of her child, and meets 

the needs of her child ahead of her own (Hays, 1996). This belief imposes expectations of 

unwavering devotion through 24/hour care without freedom to develop interests outside of the 

family (Ruddick, 2004). Dominant, Western ideology of motherhood holds women to rigid 

standards demanding selflessness, nurturance, and purity (Glenn, 1994) where fitness to parent is 

called into question with suspected substance use, especially for poor, racialized, and non-

heteronormative women who deviate from socially constructed norms (Collins, 1991; Gupta, 

1995). For this reason, Glenn, Chang, & Forcey (2016) describe the importance of recognizing 

mothering as a social rather than biological construct, highlighting the need for attention to the 

ways in which motherhood ideology serves to uphold status hierarchies within broader systems 

of oppression. Consideration must be given to historical gendered power relations, where women 

have been subject to social control within religious, economic, social, and medical institutions.  

As Susan Boyd (2004) writes in From Witches to Crack Moms, rather than critically 

examine the systems that reinforce economic and structural violence against marginalized 
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populations, poor and racialized women are villainized as social problems. The medicalization of 

pregnancy places women under a greater degree of scrutiny, control, and surveillance, whereby 

pregnant bodies are sites of risk (Burton-Jeangros, 2011). Risk management and monitoring are 

enacted by health care providers who may take punitive action to influence care compliance. In a 

qualitative study of post-partum opioid dependent women, Howard (2015) found that women 

perceive they are being devalued or dehumanized when interacting with health care providers on 

the basis of their substance use, leading to secrecy surrounding subsequent substance use. While 

generally intended to promote abstinence, stigma projected onto substance using pregnant and 

parenting women often only leads to disparagement which in turn individualizes issues of 

substance use without consideration of contextual factors. Such stigmatization has been shown to 

reduce rates of retention in healthcare and social services due to internalization of feelings of 

guilt and shame (Marcellus, 2004; Friedman et al., 2009; Davis & Yonkers, 2012). In addition to 

harmful interactions with service providers, disclosure of substance use in treatment settings 

often results in child welfare involvement, whereby removal of the child from the home is a 

legitimate concern (Poole & Isaac, 2001). A study led by the Centre for Gender and Sexual 

Health Equity at the University of British Columbia (UBC) found an association between 

increased rates of accidental overdose following the removal of a child from the home, 

particularly among Indigenous women (Thumath et al., 2021), indicating the degree of 

traumatization associated with forced separation. In many cases, treatment is perceived as 

coercive due to external pressure from child welfare over the threat of lost custody or as a 

condition for reunification (Davis & Yonkers, 2012). As such, stigmatization is a prominent 

barrier to accessing and receiving quality care (Wright & Walker, 2007; Stengel, 2014; 

Barrington, 2018). 
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Integrated Treatment Programs 

To support families and address the complex lives of pregnant and parenting women who 

use drugs, comprehensive, integrated treatment models that give special attention to the social 

and medical needs of pregnant and parenting women have emerged with great success. These 

programs offer tailored care using a case-by-case approach, targeting base-level needs first in 

recognition of the fact that it is difficult to treat mental health when major stressors are present, 

such as a lack of stable housing or an adequate food supply. Evaluation studies have shown that 

these programs improve maternal mental health (Niccols et al., 2010), birth outcomes (Finnegan, 

2013), child development (Pepler et al., 2002), and result in longer retention and engagement in 

treatment compared to non-integrated treatment programs (Milligan et al., 2011). 

An important feature of these programs is the use of a harm reduction philosophy. Harm 

reduction is client-centred and refers to attempts to minimize the harms associated with 

substance use, where abstention is not necessarily an intended outcome or a direct indicator of 

success (Riley et al., 1999). Harm Reduction International outlines core principles to be applied 

in practice including: respecting the rights of people who use drugs, a commitment to evidence-

based policy, a commitment to social justice and collaboration with community, and avoidance 

of stigma, with goals of keeping people alive and reducing harms of drug laws and policy. Harm 

reduction studies of clinical populations involving participants in substance use and mental 

health treatment settings emphasize the importance of the therapeutic relationship, in which 

understanding the client’s goals and motivations in treatment helps to establish a sense of trust, 

facilitating a restorative bond (Denning, 2001; Tatarsky, 2003). Characteristic of treatment 

agency workers who align with harm reduction values, empathetic understanding and healthy 

channels of communication increase positive perceptions of treatment (Lee & Zerai, 2010), given 
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that many individuals seeking support have experienced personal and institutional trauma (Little 

& Franskoviak, 2010).  

In a thorough program description of integrated treatment programs across Ontario, 

Tarasoff et al. (2018) found that all integrated treatment programs operate under a harm 

reduction philosophy, with an emphasis on safer substance use and supporting client needs by 

“meeting clients where they’re at” (p. 12). Most programs use a trauma-informed approach to 

care, with others also incorporating client-centred, women-centered, strength-based, anti-

oppressive, and/or feminist frameworks. All programs offer substance use treatment, including 

relapse prevention therapy, cognitive behavioural therapy, dialectical behaviour therapy, and 

motivational interviewing, though no programs provide opioid agonist therapy (OAT) directly. 

Counselling in these agencies is integral to treatment for mood, anxiety, and/or working through 

trauma. However, mental health support for children is less common, though many programs do 

offer prenatal care, parenting support, childcare, and life skills training in some capacity. An 

important service provided by all programs is coordination with child welfare services, including 

support attending meetings, facilitating supervised visits, navigating the court system, as well as 

emotional support.  

Contextualizing the Research: COVID-19 

 In Canada as of May 2021, over 25 000 people have lost their life to COVID-19 

(Government of Canada, 2021). Adverse mental health problems are known to emerge following 

traumatic social-historical events in which rates of post-traumatic stress disorder (PTSD), 

anxiety, and depression among the general public increase, both in response to the event itself as 

well as secondary consequences of displacement or unemployment (Norris et al., 2002). 

Research following 9/11 found that individuals who reported loss of a loved one in the attack 
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were twice as likely to meet criteria for one or more mental disorders as the general public (Neria 

et al., 2008). In a longitudinal study exploring the relationship between post-traumatic stress 

symptoms (PTSS) among children following Hurricane Katrina, findings indicated that those 

with greater PTSS are less likely to seek out social support or perceive support as available (Lai 

et al., 2018). Similar outcomes, while not yet wholly known, have already been documented in 

the wake of COVID-19, which has generated a devastating societal burden alongside an already 

rampant public health crisis: the overdose epidemic. Experts predicted that COVID-19 would 

intensify the overdose epidemic due to heightened risk of overdose-related deaths as a result of 

social isolation and disrupted treatment and support services in the midst of an increasingly 

tainted drug supply (Belzak & Halverson, 2018). Reports began to surface in the early weeks of 

the pandemic in which emergency responders in some cities stopped using naloxone nasal spray 

(Blanchard, 2020; Little, 2020), an overdose-reversing medication that saves lives, due to fear of 

contracting the virus. With emerging pandemic research, it is apparent that experts were correct 

as feared; a report by the Ontario Drug Policy Research Network found that overdose-related 

deaths have surged, with a total of 2 050 people dying between March-December of 2020 

compared to 1 162 deaths occurring in the same time-period in 2019 (Gomes et al., 2021). 

Moreover, at the population level, use of alcohol has risen due to greater levels of boredom and 

stress (Nanos, 2020), along with mental health issues (Panchel et al., 2020; Powell, 2020) and 

financial strain (Borrowell, 2020). 

Important to note is the problematic nature of public health messaging such as “shelter in 

place” as this language fails to consider safety concerns for those living in unsafe households. 

Historically, women have been at greater risk of domestic violence during natural disasters and 

humanitarian crises with reduced protection and/or access to safe spaces (Aoláin 2011; Enarson, 
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1999; Fineman, 2010). Research regarding increased rates of domestic violence amid COVID-19 

has already emerged, citing close contact with the victim and the perpetrator, heightened stress, 

lack of opportunities to escape, and greater isolation from outside contacts as reasons for 

increased incidents (Sacco et al., 2020). While the Government of Canada COVID-19 dashboard 

issued a factsheet on vulnerable populations including those with economic barriers, unstable 

housing, substance use, and difficulty accessing health advice (Government of Canada, 2020), 

support in the way of gender-specific concerns never surfaced.  

In terms of COVID-19 itself, as noted by Afifi et al. (2020), inequitable social conditions 

surrounding money, power, and knowledge all contribute to higher prevalence of disease among 

marginalized populations. Insecure or congregated housing, lack of access to sanitation, and 

high-density workplaces not only increase susceptibility to disease but also result in greater 

severity. Moreover, access to support and quality care is reduced for people with disabilities 

(Armitage & Nellums, 2020), as well as racial and ethnic minorities due to medical mistrust and 

histories of maltreatment (Allan & Smylie, 2015; Alsan et al., 2020; & Pauly, 2014). For women 

seeking prenatal and postpartum care, research on the impact of COVID-19 and maternity 

services has found that limited interactions with health care providers has reduced perception of 

social support and contributed to greater pregnancy-related stress (Meaney et al., 2021; Sanders 

et al., 2021). In light of these factors, exploration is needed into the ways in which pregnant and 

parenting women with problematic substance use as an already marginalized demographic have 

been affected by COVID-19.  

Gaps in the Literature 

The effects of substance use-related stigma for pregnant and parenting women are 

particularly detrimental when considering the impact on not only mothers but their children as 
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well. Integrated treatment programs emerged as a way to accommodate the needs of pregnant 

and parenting women who use drugs by tackling systemic barriers of financial constraints, 

transportation, and childcare needs through holistic treatment modalities that target a range of 

mental health issues in addition to meeting base-level needs. While there is data supporting the 

effectiveness of these programs, research regarding issues of access are lacking. What is needed 

is an in-depth look at the effects of stigma regarding substance use and mothering as it pertains 

to help-seeking, as well as an inquiry into how the pandemic has impacted maternal mental 

health and recovery. Through understanding of experience, policy can be developed to better 

serve the needs of this population in the Canadian context by learning what it means to create a 

hospitable environment for care.  

Research Question 

 Ideally, treatment programs that target pregnant and parenting women should reach 

women within their first trimester of pregnancy to promote optimal health outcomes for both 

mother and fetus. Yet, there is a dearth of research examining treatment accessibility for this 

population. Improving access begins with creating a safe environment where women feel 

comfortable to reach out for help. Through a qualitative exploration of women who are currently 

receiving or have received support at various integrated treatment agencies for pregnant and 

parenting women who use drugs, I intend to understand how substance using pregnant and 

parenting women think, feel, relate to others, perceive the world, and take action in the context of 

stigma and help-seeking, both prior to and during the pandemic. This study seeks to answer 2 

questions. The first is, how is stigma internalized, anticipated, and embodied in the context of 

help-seeking behaviour? Here, internalized refers to the absorption of negative attitudes that 

impact self-esteem; anticipated refers to an expectation of devaluation based on maternal 
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substance use, ultimately reducing self-efficacy; and embodied refers to a holistic manner of 

being in which I propose that much like how trauma lives in the body (Van der Kolk, 2015), 

stigma also manifests physiologically. The second question is, what are the impacts of COVID-

19 on maternal mental health and recovery? By engaging with a population in which the benefits 

of treatment can have a positive effect on future generations, findings contribute to a 

reconceptualization of recovery in the family context.  
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Chapter 3: Methodology 

 

Research Design 

This study employed the method of interpretive description (ID). Originating from 

nursing epistemology, ID deviates from traditional qualitative methods to provide an alternative 

approach for health researchers studying phenomenon classified as interdisciplinary (Thorne et 

al., 1996). Instead of focusing on theory generation, ID seeks to identify real world solutions to 

real world problems. Thorne (2016) describes the benefit of merging theory and practice, noting 

how the best patient care comes from balancing objective and subjective information in which 

clinical concerns must be examined within the framework of one’s humanity. From a policy 

standpoint, ID can be used to identify ways to improve service delivery. The strength of ID lies 

in its flexible research design in that it does not require adherence to specific techniques within 

traditional social science methods such as grounded theory, phenomenology, and ethnography. 

Rather, formation of a coherent logic structure that fits to the phenomenon being studied allows 

for generation of practical findings with attention to disciplinary biases (Hunt, 2009). Given the 

multidisciplinary nature of substance use treatment which involves social service workers, health 

care providers, and peer support, ID is fitting for this study.  

ID evaluates and borrows from traditional social science research methods to produce the 

best design necessary to achieve desired goals. Unlike phenomenology or grounded theory, this 

approach is situated within the literature so that the researcher can make connections to the work 

of others (Mitchell & Cody, 1993). A literature review provides much of the contextual 

background often lacking from research regarding barriers for pregnant and parenting women 

who use drugs, allowing for the formation of research questions that pair to conceptual 

understandings of stigma for this population. In the context of this study, what ID gleans from 
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phenomenology is emphasis on participant accounts that capture the essence of experience 

(Husserl, 1970), where systematic procedures of the grounded theory tradition such as 

simultaneous data collection and analysis, qualitative coding, and memo-making are useful tools 

for interpreting the data (Glaser & Strauss, 1967).  

For the reasons described above, ID was chosen for this study because of its flexible 

nature and ability to produce practical outcomes for interdisciplinary problems. By including a 

literature review, conducting interviews that generate understanding of experience, and using 

interpretive analysis strategies, micro and macro policy solutions can be derived to breakdown 

stigma as a barrier to care for pregnant and parenting women who use drugs. Given that its aims 

are of a more practical nature, ID does not always require a theoretical framework. For the 

purposes of this study, one was used to provide additional context and is drawn from feminist 

ethics, specifically relational autonomy, and is outlined in the following section. 

Feminist Ethics 

Gender roles are entrenched in Canadian culture through the process of socialization 

beginning before a child is even born. West & Zimmerman (1987) published the article, “Doing 

Gender,” to highlight the ways in which we display gender through behaviours and rituals. 

Everyday we encounter numerous miniscule decisions that require us to act within accordance of 

our gender, from choosing the clothes we wear to the bathroom we use. According to Goffman 

(1977), such daily decisions to conduct masculine or feminine identities “do not so much allow 

for the expression of natural differences as for the production of that difference itself” (p. 324). 

Today, there is perhaps no greater form of role expectation than that of women as mothers, 

begetting an unjust level of accountability on the part of women to be the primary caretaker, role 
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model, and protector of her children, and as such women are subject to intense scrutiny upon any 

deviation of a decided set of norms and values.  

 In light of the above, it is imperative that research of this nature is informed by feminist 

ethics. In this way, principles of beneficence and autonomy must be reimagined to account for 

the contextual factors that influence actions, challenging an individualistic paradigm of decision-

making. The notion of beneficence, which adheres to the belief that behaviour should benefit 

others (including preventing harm and injury), is a point of contention within the study of 

pregnant women, in which there is a dichotomy of woman-centred vs. fetus-centred care 

(Marcellus, 2004). Vangie Bergum examines the ideological shortfalls of separatism when 

considering medical practices of fetal monitoring: 

 As we more frequently take a technological look at the woman and the foetus as separate 

 entities it becomes credible for the foetus to become the patient and for the woman to be 

 seen as the human incubator. From the point of view of women's experience of pregnancy 

 such notions are totally foreign, in fact, repugnant. Pregnancy is not experienced as one 

 versus the other (that is one plus one); rather, it is one with the other (two in one)-an 

 altogether different relationship. The technological world of medicine does not 

 understand this distinction. Technological fragmentation easily separates woman and 

 foetus, biology and culture, public and private, mother and child and in doing so easily 

 destroys, or at least disregards, the relational impulse (1997, p. 144). 

A philosophy that considers the mother-baby dyad is needed, to more appropriately 

illustrate the unique emotional and physical relationship between mother and fetus. Shanner 

(1998) poignantly conceptualizes this connection as “pregnant embodiment” (p. 760). This 

philosophy captures the essence of the relationship between mother and child, highlighting an 
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emerging need for treatment to focus on methods that holistically address maternal health. 

Separating what is best for mother compared to what is best for her child is insufficient in the 

context of family wellness.  

It is with this belief that the core of this study is the theory of relational autonomy, a 

feminist approach which considers relationships as an integral, unwavering condition for self-

determination (Sherwin, 2000). Feminist authors assert that life choices are inextricably 

connected to others, intertwined and embedded within power structures, cultural norms and 

values, and interpersonal relationships (Mackenzie & Stoljar, 2000). Relational autonomy thus 

contends that individuals with limited options, resources, or skills must not be scrutinized or 

branded as deviant for engaging in behaviour that does not conform to societal norms and 

expectations (McLeod & Sherwin, 2000). With compromised capabilities and opportunities at 

the hands of an unsupportive social environment, relational autonomy suggests that those who 

experience marginalization face the greatest barriers to exercising freedom of choice.  

 The concept of interconnectedness is not new. As argued by Overall (1989), adversarial 

perspectives do not serve either party. Rather, to protect a pregnant woman is to protect a fetus, 

where “genuine respect for foetal life would require genuine respect for women” (p. 42) through 

adequate support and fulfillment of basic needs. In this sense, policy and practice must reflect 

support for women and families.  

There is an Indigenous worldview known as “all my relations,” a phrase often used at the 

beginning or end of a prayer to signify the kinship shared among human beings with each other, 

the land, animals, cosmology, and all other beings or things, living or inanimate (King, 1990). It 

is a reminder to understand one’s responsibility to themselves and the universe to live in 

harmony and with care for one another. Further cementing this idea are the Laws of 
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Relationships, a general summary of principles held by First Nations and Inuit cultures. Under 

the Laws of Mutual Support, people are strongest in groups, unable to survive on their own. The 

notion of a web of support is expressed in the Blackfoot term aisspommootsiiyio`pa, which 

translates to “helping one another” (King, 1990). In this way, all individuals rely on one another 

to have their needs met, beginning with the family and extending to the broader community.  

Study Overview 

Data for this study was collected as part of a follow-up to the Healthy Mothers, Healthy 

Families: Maternal Substance Use, Executive Functions, and Parenting Study. The Parenting 

Study is a longitudinal exploration of the impacts of substance use on executive functions 

(neurological mechanisms that support problem-solving and goal-setting) and parenting, led by 

Dr. Milligan in her Child Self-Regulation Lab at Ryerson University. It was initially approved by 

the Ryerson REB in 2017. Study sites for the Parenting Study include a number of integrated 

treatment programs for women, located in community-based substance use treatment facilities in 

Ontario (as free-standing community-based agencies, none has their own independent REB 

process). These services are covered by the provincial universal health insurance plan and 

accessed free of charge by Ontario residents. Of 36 integrated treatment agencies, 6 were 

purposively selected to capture a range of geographic locations, size, and years of operation. 

Data collection for the Parenting Study involved computerized tasks and surveys completed at 

multiple time points, with participants providing consent for re-contact in the future. In 2020, the 

Ryerson Research Ethics Board (REB) approved an amendment to cover additional data 

collection related to the impact of the COVID-19 pandemic on parenting outcomes, topics which 

emerged as a priority in the ongoing Parenting Study from both participants and study partners.  
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The present study was independently conceptualized to incorporate considerations 

regarding stigma as a barrier to care. As a sub-study, I developed the research design 

independently, though collaborated with the larger research team to adapt the line of inquiry to 

complement the Parenting Study, as I conducted interviews for both studies in tandem. Ethical 

approval was granted for the amendment to the Parenting Study by both Ryerson University and 

the University of Victoria REB in 2020. 

Sample Size and Recruitment 

Thorne (2016) suggests that anywhere between 5-30 participants is an appropriate sample 

size for research of this nature, though discretion should be taken when thinking about the 

nuance of a particular study. There should be consideration as to how to reasonably obtain the 

knowledge being sought, while balancing feasibility. She cautions against the use of the term 

saturation within applied disciplines, arguing that while individuals may fall into patterns, it is 

nearly impossible to fully grasp the range of diversity within social phenomena. Human 

experience is not universal or finite, and thus it is imperative to acknowledge endless variation 

among participant responses as well as potential for new information to emerge when discerning 

what constitutes a sufficient data set from one that is incomplete. 

A research assistant at the Ryerson University Clinical Psychology Lab conducted 

recruitment using contact information from participants in the initial Parenting Study who had 

consented to re-contact for future research. Out of a sample of 19 former participants, 11 

responded to the inquiry. 1 participant was not able to be reached after initial contact, meaning 

that 10 women were included in this study. Upon completion of these interviews, the research 

team discussed increasing the sample size to supplement data from participants involved in the 

initial Parenting Study, given that these women were predominantly out of treatment. An 
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amendment was made to the REB and ethical approval was granted to conduct recruitment 

among the same integrated treatment agencies. A preliminary information letter (Appendix C) 

was sent out to integrated treatment staff to request assistance in this phase of recruitment by 

verbally informing participants, posting flyers and sending out the digital copy created by the 

Ryerson University research team (Appendix D). An additional 16 participants responded. 1 was 

excluded as they had already completed an interview from the first recruitment pool, and the 

final respondent was excluded as at this point, it was discerned that the complexity of accounts 

had been fully captured and no new data could be anticipated. Since a goal of this study was to 

describe a range of treatment experiences prior to COVID-19 as well as during, using a two-

pronged recruitment strategy allowed for assessment of challenges experienced by women in 

different stages of recovery. 

Data Collection  

 Telephone interviews were chosen as the preferred method of data collection. There are 

several notable advantages of telephone interviews including convenience as well as 

methodological strengths such as perceived anonymity, privacy, and ease of note-taking on part 

of the interviewer (Cachia & Millward, 2011; Lechuga, 2012; Sweet, 2002). Additionally, there 

may be a greater transfer of power to the interviewee in which they have more control over 

scheduling, interrupting, and ending the interview (Holt, 2010; Trier-Bieniek, 2012; Saura & 

Balsas, 2014). As noted by Drabble (2017), strengths for success include cultivating a rapport 

through informal exchanges, exhibiting responsiveness by demonstrating active listening, and 

communicating appreciation for the interviewee through acknowledgment of disclosure of 

personal information. Telephone interviews have the added benefit of safety during COVID-19, 

as no in-person interviews could take place during the duration of this study.  
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The first few interviews were conducted by a co-interviewer (a Ryerson University PhD 

student with prior interview experience), while I observed on the call for training. After each 

call, we had check-ins to discuss how the interview went as well as strategies for navigating the 

dialogue. Once the initial interviews were completed, we switched places and I led a call. At this 

point, we agreed I was equipped to carry out the interviews independently. Debrief meetings 

continued with the co-interviewer to discuss emerging themes and reflect on the line of 

questioning. 

To ensure participants were in a safe and private space at the time of the interview, an 

environment check was conducted. This entailed asking the participant if it was still a good time 

to talk and if they were in a private location before beginning the interview. With the 

understanding that circumstances were such that children or other family members might be in 

the home, interview scheduling remained flexible, and participants were given the option to 

postpone if needed.  

Broad, open-ended questions were asked to elicit responses involving feeling, experience, 

and opinion that capture matters of importance anchored in participant accounts (Patton, 2002). 

To combat bias, a reflective journal was kept throughout the process to maintain conscious 

thought of some of the often invisible, underlying assumptions that may influence research 

questions and subsequent interpretations while conducting interviews.  

Informed by the knowledge that all individuals have strengths that deserve to be 

legitimized in the literature (Coghlan & Brydon-Miller, 2014), strengths-based questioning was 

used, which involves framing questions compassionately in ways that focus on overcoming 

barriers to treatment. The objective when using this approach was avoid perpetuating stereotypes 
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by contributing to literature emphasizing qualities of resourcefulness, resilience, and agency, 

rather than focusing on deficits.  

The interview guide (Appendix A) contained questions in categories of self-esteem, 

experiences accessing support, relationships with others, and mental health and treatment access 

during COVID-19. The intent with these questions was to gauge the extent to which stigma is 

perceived both internally and socially, and the relationship between such stigma and help-

seeking both before and during the pandemic, as well as overall wellness in the midst of COVID-

19. Questions were modeled after the Traumatic Antecedents Questionnaire (TAQ), designed to 

take life histories from individuals with traumatic pasts in an ethical manner to prevent re-

traumatization (Herman, Kolk, & van der Kolk, 1990). In this way, interviews flowed from a 

series of practical questions regarding day-to-day life during COVID-19 to more revealing 

questions about relationships and social support. Regarding system navigation, participants were 

asked about pathways to entering treatment in the hopes of eliciting responses that reveal 

information about participants’ interpersonal relationships and general feelings about various 

institutions without asking invasive questions. Van der Kolk (2015) notes that these types of 

questions help to ease tension when talking with a stranger, and create a comfortable 

environment where participants often volunteer detailed information about their experiences. 

Throughout the interviews, I took field notes that captured participants’ tone of voice, hesitancy 

to answer questions, and any confusion surrounding the questions, which helped to guide future 

interviews. For instance, minor adjustments to question phrasing were made to better 

accommodate natural conversation flow, and ease into heavier content. After moving through 

experiences accessing supports and relationships with peers and loved ones, questions were 

rearranged to end the interview by asking: “As a mother, what do you need to feel supported in 
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your recovery?” and “What do you wish people would understand about mothering and 

substance use?” Concluding the interview with these questions neatly encapsulated final 

thoughts, summarizing women’s needs. 

Demographic Data 

 To complement qualitative interviews conducted for the Parenting Study, a battery of 

quantitative questionnaires were administered by members of the Ryerson University research 

team through Qualtrics. Demographic information was ascertained alongside questions about 

substance use, mental health, home environment during COVID-19, parenting, stress, and 

relationships. Participants were given the opportunity to complete either the quantitative 

questionnaires, the qualitative interviews, or both. In total, 21 participants completed the 

questionnaires. I was granted permission to use the demographic information for my study, 

though of the 21 participants who completed the questionnaires, only 11 participated in both the 

questionnaires and the interview portion. Due to a lack of a complete data set, I have excluded 

demographic information from this study. Implications are discussed in the limitations section.  

Data Analysis 

Qualitative analysis has been described as an artform, or a type of detective work in 

which the investigator must hunt for themes that answer questions pertaining to an inquiry 

(Patton, 2002). Conducting research of this nature is a very immersive process requiring skillful 

handling of the data to make sound interpretations. Within an applied health research context, ID 

requires the researcher to understand and be familiarized with individual cases intimately in 

order to then make connections that can be applied to the life contexts of others facing similar 

realities. ID uses three key processes to achieve this goal through analysis: deliberate periods of 

immersion in the data dispersed with time in the field, constant comparative analysis, and 
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iterative analysis (Thorne et al., 2004). Regarding the first process, Thorne et al. (1996) draw 

upon strategies from Knafl & Webster (1988) and Lincoln & Guba (1985) in which concurrent 

data collection and analysis allow the researcher to fully contextualize the data prior to 

establishing linkages through coding. Throughout the data analysis phase, Thorne (2016) 

emphasises the importance of knowing the data set well, beginning with transferring interviews 

from voice recordings to text. While I conducted the interviews myself, a transcriptionist was 

hired to record the data for efficiency. Transcripts were read several times in conjunction with 

field notes to deeply root myself in the emerging narrative. Second, constant comparative 

analysis involves simultaneous coding and analysis in order to make comparisons among data, 

themes, and theory (Glaser & Strauss, 1967). This involves a non-linear pathway in which the 

coding scheme is refined by being responsive to emerging data. Third, while ID does not seek to 

develop new theory, it still applies an inherently interpretive approach (Thorne, 2016), where 

reflexive iteration is achieved by asking important questions. Patton (2002) outlines 3 categories 

for triangulation regarding this process including questions for self-reflexivity (e.g., What do I 

know? How do I know what I know?), reflexivity regarding those being studied (e.g., How do 

the participants know what they know?) and reflexivity concerning the audience (e.g., How does 

the reader make sense of my work?) (p. 495). This method begins with initial points of interest 

leading to a refined focus.  

Thorne (2016) encourages ID researchers to not be “derailed by excessive precision in 

your early coding” (p. 287). She compares sorting through data as a process similar to sorting 

laundry; the initial sort is broad and simple, such as separating darks from lights, moving to 

further categorizations accounting for differences of fabric and colour. Likewise, coding is an 

organizational process that begins with categorizing general emerging themes. Because ID is 
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more concerned with recurring ideas rather than specifics within the language itself, patterns 

need not be scrutinized for extreme detail; it is the meaning that ID is most concerned with rather 

than the language itself (Thorne, 2016). 

Using Dedoose software, I began with initial codes of Self-Perception, Impact of 

COVID-19, Relationships with Peers and Loved Ones, and Relationships with Health Care 

Providers and Social Service Workers. These initial themes were informed by the literature and 

preliminary read-throughs of the transcripts and were then sifted into categories of positive and 

negative experiences. Through memoing, a technique used to raise the quality of data abstraction 

by exploring feelings, ideas, and questions about the data (Birks, Chapman, & Francis, 2008), I 

took note of speech that connected to stigmatization like “shame,” “guilt,” and “feeling judged.” 

Such words were initially coded under the spectrum of “negative experiences” in the early read-

throughs of transcripts as an umbrella for such emotive language so not to exclude any 

particulars in phrasing and accurately grasp shared intent among participant utterances. 

Additional themes emerged regarding barriers to treatment entry and support needs to mitigate 

stigma, and upon further abstraction, new categories were developed to parse out thematically 

linked accounts into specific, meaningful sub-themes.  

Ethics 

Informed Consent 

Following the guidelines of the Tri-Council Policy Statement: Ethical Conduct for 

Research Involving Humans (TCPS 2) (2018), both written and verbal informed consent was 

obtained at the stage of recruitment, carried throughout the research process until the end of 

participants’ involvement in the study (Appendix B). Ample time and opportunity was given for 

participants to understand the information provided, ask questions, and fully consider their 
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involvement. To ensure participants only revealed what they were comfortable with, care was 

taken to acknowledge and address important questions that might arise as a result of social 

vulnerabilities through empathetic understanding and by creating a safe, non-threatening 

environment. Special consideration was given to the sensitive nature of topics covered during the 

interview. Strategies used to minimize risk of harm included: providing an overview of questions 

ahead of time, letting the participants know that they only have to discuss what they feel 

comfortable discussing, pausing inquiry if the interview lands in difficult territory, and 

connecting the participant to resources following the interview, should they need counseling or 

support services. Such information was provided throughout the consent process.  

Establishing Relationships with Persons 

Jennings (2019) purports that in public health, solidarity (understood as a duty to promote 

and develop equitable outcomes) and care (characterized by affirming the needs and experiences 

of others) should be recognized as “practices” within health care and health policy. In this way, 

application of relationally theorized ethics involves a compassionate examination of both 

individual, case-by-case procedures as well as an investigation into problematic power structures 

in society. Health research, too, is highly personal and highly relational. Engaging in ethical 

research practices moves beyond obtaining informed consent and avoiding harm; there is a need 

for reciprocity in which the participant gains something from the experience. Research indicates 

that in depth, narrative-style interviews can be therapeutic (Madigan, 2011), though precautions 

must be taken to ensure that discussing sensitive topics do not result in the participant reliving 

trauma. This is done through communication with service providers to gain insight into best 

practices for working with this population. By using strengths-based questioning, less attention is 
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focussed on deficits, meaning that interview questions instead highlight resilience to draw 

interest away from harmful stereotypes that lead to prejudice and discrimination. 

Confidentiality and Data Privacy 

 Anonymity. All identifying information was deleted from transcripts and kept separate 

from participants' consent forms. Participants were given a unique study identification number 

for the purposes of analysis. The study identification number and contact information for 

participants was only accessible to members of the research team. Pseudonyms were used when 

depicting quotes in findings. 

 Limits to Confidentiality. Women were informed of the limits to confidentiality, 

including specific discussion of child welfare. This information appears in the informed consent 

form and was verbally reviewed with participants. 

 Use of Data. Audio recordings were used for transcription purposes. De-identified 

transcripts were analysed using Dedoose, a Canadian-based secure online qualitative analysis 

platform. Dr. Milligan holds a password-protected Dedoose account where transcripts were 

uploaded for analysis.  

 Storing Data. The interviews were recorded on a digital audio recorder, immediately 

transferred to the Ryerson secure server and deleted from the recorder. Electronic files were 

encrypted and password protected. Interview transcripts were identifiable through their unique 

identification number. Access to the study folder at Ryerson was restricted to the research team, 

and no files were stored on the hard drive of a computer. Any hard copies of the de-identified 

transcripts and consent forms were stored in a locked filing cabinet in Dr. Milligan's lab at 

Ryerson, and no study data was stored at the University of Victoria. 
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 Interviews were transcribed by a research assistant at Ryerson and checked by a member 

of the study team for accuracy within 2 weeks of each interview, after which the audio 

recordings were deleted. All other electronic files are retained for seven years after the study 

completion. Hard copies of transcripts were destroyed upon analysis completion via a 

confidential shredder at Ryerson. 

COVID-19 Considerations 

Modifications were made to research design in compliance with guidelines to minimize 

the risk of disease spread. Recruitment was conducted over the phone and by email. Once 

interview dates and times were scheduled, each interview was done over the phone, averaging 

approximately 25 minutes in length per call.  

Remuneration 

There is some contention about the ethics of incentives in research, particularly when it 

comes to paying research participants with problematic substance use due to concern that money 

will be spent on drugs, potentially resulting in overdose (Festinger et al., 2005). Moreover, 

because substance use is often intertwined with poverty, one might argue that payment is a 

coercive practice to increase rates of participation (Fry et al., 2006). Though, concern over how 

one might spend research participation money contributes to a reductionist view of substance use 

and is an act of control beyond the scope of the researcher’s duty to gather data and interpret 

findings. For this study, payment for participants was made at the rate of $30 per interview in the 

form of an Interac e-transfer or Walmart giftcard, demonstrating value for time engaged in the 

research process in which the study would not be possible without the contributions of 

participants. 
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Rigour 

When conducting research, it is important to ensure quality and integrity, respect 

confidentiality and anonymity of research participants, guarantee voluntary participation, avoid 

harm to participants, and demonstrate unbiased interpretation and analysis. 

According to Lincoln and Guba (1985), the four indicators of trustworthiness pertaining 

to study quality are confirmability, transferability, credibility, and dependability. To achieve 

confirmability in which results are supported or corroborated by others, a detailed audit trail was 

kept. By maintaining a record during the research process about rationale for emerging codes and 

themes, the narrative is fully shaped by participants. Moreover, being reflexive is another way to 

circumvent bias on behalf of the researcher, by being aware of personal assumptions in order to 

set them aside.  

While transferability refers to the degree in which research findings can be applied in 

other contexts, it is worth noting that because of the nature of substance use in which 

circumstances and effective treatment methods vary on a case-by-case basis, findings may not be 

relevant for all segments of the population. Though, often, the ways we relate to each other are 

through intimate details, and narratives have the power to establish connection through shared 

experiences. Studying in depth accounts of stigma within the health care system can be 

transferable to additional mental health studies outside of addiction, where stigma remains a 

prevalent issue in society impacting help-seeking behaviour.  

Credibility was ensured through triangulation of data sources. In social research, 

triangulation involves examining data through different lenses to improve analysis (UNAIDS, 

2010). By having two phases of recruitment involving women currently in treatment as well as 
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women further along in their recovery, the study was strengthened in that accounts covered a 

range of experiences.  

Dependability is important for trustworthiness because it means that findings are 

consistent and repeatable. Engaging in the above practices is helpful for dependability because it 

prevents misinterpretation of findings and ensures that researchers can capture truths in an 

objective manner, meaning the research can be successfully repeated. 
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Chapter 4: Findings 

 

 The following section details 4 major themes. First, in relation to stigma and help-

seeking, sub-themes emerged pertaining to the impact of stigmatizing language, challenges 

associated with a partner preventing help-seeking, and negative experiences with health care 

providers. Second, participants discussed the impact of the pandemic on mental health, recovery, 

and service accessibility. Third, stigma on the structural level was examined pertaining to 

treatment initiation amidst issues of invisibility and the complexities of system navigation. 

Lastly, ways to mitigate stigma were identified through the presence of healthy relationships. 

Support from peers and loved ones, having a strong therapeutic bond, and desire for empathy and 

compassion were discussed. See table 1 for summary. 

Theme Sub-Theme Summary 

Stigma and Help-

Seeking 

Impact of Stigmatizing 

Language on Self-Perception 

Derogatory language led to internalization of feelings of 

guilt and shame, negatively affecting self-esteem and 

lowering desire to seek help. Feeling judged resulted in 

concealment of substance use problems to preserve 

connection to loved ones. Women further along in recovery 

demonstrated greater ability to not internalize stigma 

compared with others. 

Partner Preventing Help-

Seeking 

Significant others inhibited help-seeking through control, 

isolation, shared addiction, and by restricting access to 

resources. Stigma associated with domestic violence was 

found to compound stigma associated with substance use, 

preventing help-seeking. 

Negative Experiences with 

Health Care Providers and 

Impacts 

Negative encounters with health care providers occurred in 

two forms: through overt stigmatization of substance use as 

mothers, oftentimes leading to subsequent relapse, as well 

as through neglect in which participants described not 

meeting the threshold for treatment.  

COVID-19 and 

Maternal Wellness 

Mental Health, and Recovery The pandemic exacerbated pre-existing mental health 

issues, where prolonged isolation in particular led to 

negative self-talk, jeopardizing sobriety. 

COVID-19 Impact on Access to 

Services 

In instances where there was a desire to seek help, reduced 

service availability and prolonged wait-times put 

participants at risk of relapse. For many, virtual support 

came with a number of trials and tribulations, including 

distractions at home, privacy concerns, and the inability to 

make up for in-person connection. Others described 

benefits of virtual treatment including more flexibility and 

ability to attend meetings in other parts of the world. 

Stigma at the 

Structural Level: 

Barriers to Care  

Hidden Services Participants described confusion surrounding initial steps 

as well as difficulty finding the right services and knowing 

who to reach out to.  
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Treatment Initiation Treatment was often initiated in one of two ways: (1) as 

part of crisis intervention or (2) through assistance from a 

friend or family member who had been through treatment 

before and could recommend services.  

Mitigating Stigma to 

Enhance Help-

Seeking: Facilitating 

Recovery through 

Relationships 

The Role of Peers and Loved 

Ones 

Family members, friends, and peers aided in the recovery 

process by providing practical support granting mothers 

time to attend treatment, as well as providing 

encouragement, boosting self-esteem.  

Therapeutic Relationships and 

Healing 

Consistent, non-judgemental support was described as 

instrumental in recovery longevity.  

Compassionate Care When asked about support needs, intangible qualities were 

most commonly described including “compassion” and 

“empathy.” Being treated with dignity greatly enhanced 

self-esteem and motivation for help-seeking. Participants 

described a desire for greater compassion within their 

interpersonal relationships as well as society at large, with 

recognition of the conditions that lead to substance use in 

order to create safer access to care. Negative feelings 

associated with being shamed for poor parenting as 

mothers with histories of problematic substance use 

negatively impacted recovery, and women contested the 

belief that substance use equates a lack of care for their 

children. 

        Table 1 

 

Stigma & Help-Seeking 

Impact of Stigmatizing Language on Self-Perception 

Harmful language was discussed as damaging to wellbeing. Participants recalled 

incidents where derogatory words and phrases had been used to define them, feeling like their 

character was being reduced to their substance use history. Such instances were described as 

something necessary to overcome in order to improve self-esteem and get support. These 

interactions tended to weigh on the mind: “I definitely don’t process it too well. I definitely get 

really hurt” (Amy). 

 Internalization of attacks on substance use behaviour led to feelings of shame, which was 

noted as being less productive than compassion for encouraging recovery: 

 Shame is just going to make everything worse for people trying to get support. We 

 already feel that about ourselves, so we don’t need you to keep reminding us of the kind 
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 of person we are. We know we caused it. Don’t keep reminding us of the kind of person 

 we are. Remind us how good we can be (Sandra). 

For others further along in their recovery journey, there was a sense of resilience, in that 

women were able to tolerate stigmatizing experiences without it becoming internalized to where 

it impacted recovery or desire to seek help. Though, there was a sense of concern for women 

new to treatment, when reflecting on their early days in recovery: 

 I’m not ashamed of who I am anymore. I used to be. But, you know, those people that are 

 down and out and broken and you’re judging them or saying this and saying that, they’re 

 not gonna come out and reach out, and they’re gonna hide, and they’re gonna feel  alone 

 (Gia). 

 I really try to shrug it off, but it does bother me. It bothers me mainly because of how it 

 can affect other people, like I feel like I’m pretty strong. I can usually handle things. But 

 I think about the other person, like the person you talk to in recovery and has someone 

 treat them like that. And then they relapse or, they go back to using because people 

 aren’t going to appreciate them when they’re sober. That’s what really gets to me, like 

 these people that are new in recovery and just trying to find their footing and then you 

 have people degrading them for it (Janet). 

 As seen in the above accounts, women demonstrated a conscious awareness of the 

potential detriments of stigmatizing language. Both Gia and Janet acknowledged that judgement 

could impact recovery by causing people to feel alone in their struggles. Women tended to speak 

of stigma through concern for others rather than themselves, indicating that the degree to which 

stigma is internalized varies depending on environment and state of mind. 
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Participants who experienced judgement from peers and loved ones became disillusioned 

by the thought of seeking treatment. Rather than feeling comfortable disclosing treatment needs, 

attempts were made to shield loved ones from knowing about their substance use to preserve the 

relationship. One participant described how friendships became fractured in her past when 

disclosure of substance use issues led to judgement rather than understanding, resulting in a 

feeling of ostracization:  

 I lost a lot of friendships and some family because of my addiction. When they were 

 judging me instead of helping me and trying to understand, it made it harder for me to 

 even get clean because I felt so guilty and shameful that I didn’t want to come back to 

 that and face them (Sharon). 

 Like Sharon, the desire to hide substance use was shared among Marianne who, “didn’t 

want people to know… that [she] was using again.” In this way, anticipation of stigma meant 

that participants felt a lack of safety in disclosure among interpersonal relationships. 

Partner Preventing Help-Seeking 

 Significant others played an important role in recovery, at times to a detriment. Cassandra 

described “drinking a lot to try to cope with being in an abusive relationship.” Despite 

willingness to seek support, for those whose substance use was tied to their partner’s use, 

accessing treatment posed a threat to the relationship. In this way, the perceived emotional 

connection took precedent over maintaining sobriety:  

 From my point of view, it was not all about being a bad mom or anything. It was being 

 stuck in a relationship that I couldn’t do anything, so that was my escape. Yeah, there’s 

 more to it for sure than what’s on the surface. Yeah, it was being able to get out and 
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 finding somebody to let me know that I can be myself again…. My ex was controlling 

 and wouldn’t let me get help or even get away (Wendy). 

 I had to get away from my son’s father because we were in addiction together and I think 

 that was, you know, if I had went right back to him obviously I would have fell right back 

 into it (Amy). 

 For others, there was a noticeable difference in accessing recovery resources from being 

in an abusive relationship to now, having a bigger support system:  

 This time around it was a lot easier, because my support group was kind of bigger, and I 

 had a lot more people. Because when I was with my ex-husband, he kind of took all my 

 friends away from me and kept me isolated (Jasmine). 

 As depicted by the women above, relationships can jeopardize sobriety through control, 

shared addiction, and isolation restricting access to supports, where abusive relationships exclude 

women from adequate resources for care. Such a dynamic inhibits taking action in which 

isolation creates a sense of secrecy surrounding the relationship itself as well as problematic 

substance use, preventing help-seeking.  

Negative Experiences with Health Care Providers and Impacts 

 Correlation between stigmatizing experience and relapse. 

Negative experiences with health care providers and/or social service workers were 

associated with subsequent substance use. Participants described having an encounter in which 

vulnerability was met with hostility, to the extent that they lost a sense of hope. One participant 

described the power of a conversation beginning with the initial point of contact for support 
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stating, “Just being rude to somebody on the phone because they’re having a bad day could 

literally kill somebody, depending on what it is that they’re calling about” (Elizabeth).  

 Another participant illustrated a harrowing encounter with a health care provider, where 

stigmatization led her to relapse upon leaving a doctor’s appointment: 

 I was pregnant and I went to my family doctor to get a referral for an OB, and he looked 

 at me and told me to just go and find the adoption papers because I would never get 

 better. I would always be a junkie. I would never get better. This man delivered me and 

 has been my doctor since I was born…. I left and relapsed that day, and I was pregnant 

 (Sandra). 

 What is highlighted in this account is an act of re-traumatization. In taking the step to 

seek a referral for medical care during pregnancy, Sandra was antagonized, where such an 

egregious encounter contributed to subsequent harm. Interactions such as these discouraged 

participants from seeking support in the future: “You feel like, what’s the point. Or you kind of 

feel like you’re set up to fail” (Cassandra).  

Two participants described not feeling like a priority when at the hospital for mental 

health support, in which their care was neglected on the basis of their substance use: 

Yeah, so, the hospital thing – that bothered me…. They made me wait six  hours for a 

 psychiatrist, and I just laid in a dark room. And then they shoved me out when a girl – 

 she came in with chest pain. So, they shoved me out into the hallway, and then they 

 finally put me upstairs, and I was waiting for the psychiatrist, and I didn’t get to see them 

 at all. They just sent me home, and guess what, I went home and snorted coke. Like, 

 that’s not going to make me better. I needed to stay there (Elizabeth). 
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 There [were] times I went into the hospital and I didn’t get proper care because I was an 

 addict. They’re like well, who cares, she didn’t take care of herself why should we take 

 care of her. And that’s not okay because I went on to get better and you don’t know 

 what’s going to happen to me. You don’t know I’m not going to get better or I am. It’s 

 not a choice, like you’re stuck in this place. I feel like they’re supposed to give you care 

 because you’re at the hospital and my background shouldn’t matter. It doesn’t matter if 

 I’m black or white or whatever so it shouldn’t matter if I’m a drug addict or not. Yeah, I 

 heard that a lot, like a lot, a lot, like discrimination because of using or being in recovery 

 (Janet). 

After taking the steps to seek support, for Elizabeth and Janet, stigmatization was 

experienced at point of intervention. More than subtle microaggressions, the care being sought 

was not offered, despite clear identification of needs for support. Like Cassandra, Elizabeth 

experienced relapse following her encounter at the hospital. For Janet, repeat experiences of 

discrimination because of substance use created mistrust of the system, where reaching out for 

support was no longer associated with getting help but rather being subject to hurtful rhetoric. 

 Not meeting the threshold for support. 

 Fear of invalidation of substance use or mental health problems was discussed as a 

common barrier to treatment. In instances where participants asked for support but were turned 

away, asking for help in the future became more daunting. For the following participant, 

rejection from services led to denial of personal needs: 

I feel like I shouldn’t ask for help because that means that I can’t do it, when in reality, 

 yeah, I can’t do it and I actually think that’s okay in my head when I say it. But it doesn’t 
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 feel right. I think maybe it’s our culture or our society, like we’re supposed to be able to 

 (Alice). 

Alice expressed the feeling that societal expectations of what one should and should not 

be able to manage were imposed on her. Internalization of stigma surrounding help-seeking 

meant that she had to wrestle with what she felt she needed vs. what she perceived to be an 

acceptable course of action by societal standards. Such feelings lend to what the following 

participant described:  

 [I have a] fear of rejection. I’m so used to just hearing that I’m high functioning and 

 things like that that I think that I’m just kind of like a little bit sketchy about asking for 

 help and resources at times. It’s not like a pleasant feeling I guess when you try to reach 

 out for help and someone says something like that. It just kind of closes me off when I’m 

 trying to open up (Cassandra).   

 In this situation, attempting to access services led to dismissal of needs on the basis that 

Cassandra was not in imminent danger and therefore not worthy of help in overburdened system. 

Fear of neglect due to having a history of being told that her symptoms were not severe enough 

for intervention resulted in hesitation seeking help, where because she experienced rejection, she 

found it more difficult to express emotional problems moving forward. This notion contributed 

to a personal narrative common among participants of low self-worth. 

COVID-19 and Maternal Wellness 

Mental Health and Recovery 

This section outlines the most common responses to issues impacting self-esteem and 

mental health during the pandemic. Body image, being stuck inside, heightened depression and 
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anxiety, strained relationship with children, change in finances, and going through a break-up 

were all discussed as contributors to stress. Worsening mental health was often described as a 

product of isolation, where feelings of guilt and shame surrounding substance use became 

amplified, effecting self-esteem and jeopardizing sobriety: 

That was probably the hardest thing for me was being stuck in the house and being 

 isolated. I couldn’t just go see my friends. I couldn’t just go see my family. I couldn’t 

 take my kids to a park and let them run around for an hour while I sat and had coffee with 

 somebody and spoke to an adult. For me, those are big parts of my recovery. Isolation 

 for me is a big trigger (Sandra). 

As seen in Sandra’s recount of the early days of the pandemic, losing simple daily 

pleasures that promoted wellbeing including visiting with friends and family impacted recovery 

in that it became more difficult to manage triggers. Having social interaction, which would 

usually be a healthy means of coping with stress, became a concern of safety in light of COVID-

19. 

Similarly, self-esteem was a prevalent issue throughout prolonged isolation in the 

pandemic, tied to personal feelings about past substance use, where negative self-talk became 

amplified: 

 Because of my addiction, I lack self-esteem completely, but I just went to treatment in 

 October/November, and I’m starting to feel better about myself. But it’s up and down 

 because being inside my home, gives me a lot of time to be inside my head, and then I’m 

 living with a lot of guilt and shame and remorse (Sharon). 
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 I have a lot of insecurities and I think it causes me anxiety. And being alone in my head 

 makes it worse, it builds, and I create stories of things that aren’t happening because I’m 

 stuck in my own head…. Before, I would go to more 12 step meetings, I would be in 

 more regular contact with others, there would be distractions, there would be getting out 

 which quiets my own mind a bit. And then also it allows me to talk to other people and 

 you end up bouncing things off other people and you realize, like I find sometimes even 

 just saying thoughts out loud you realize that they’re not reasonable thoughts. But when 

 they stay in your head, they just build. Being out would have changed a lot of that 

 (Alice). 

 As described by Sharon and Alice, inability to combat low self-worth by turning to 

learned coping mechanisms as a result of the pandemic created greater susceptibility to 

internalization of stigma. Negative feelings associated with addiction were magnified, where 

being at home all the time detracted from participants’ abilities to mitigate negative self-

perception, and mental health issues were magnified. Lack of routine and the inability to derive 

support from typical resources caused additional stress that would otherwise be managed by 

seeing friends, getting outside the house, or reaching out to treatment agencies, counselling, or 

peer support. 

COVID-19 Impact on Access to Services 

 Participants seeking treatment during COVID-19 faced additional barriers to access due 

to limited services and scheduling changes, when many businesses and organizations closed 

down. Travel restrictions, reduction in services, and wait times impacted recovery progress: 
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 But there wasn’t enough, you know, supports in place, and then with having to, with the 

 pandemic being so bad right there I wasn’t even supposed to be traveling (Amy). 

 Not as much is open. Like I know where the regular places are and stuff. But most 

 places aren’t open, if you look stuff up online most of the numbers are for the actual 

 place and then that place isn’t open (Janet). 

 For the following participant, despite having an established support system in place prior 

to COVID-19, due to worker changes, she had to continue her recovery with someone new who 

was unfamiliar with her case and needs. As a result, she expressed feeling like her recovery had 

hit a setback: 

 I already had sources from before the pandemic started, or resources, sorry. I had my 

 workers’ numbers. But when COVID hit, my addictions counsellor, she ended up going 

 on leave or on break for a couple of weeks. There was a covering worker and I didn’t 

 know her and she didn’t really know my story. I had to start over. I wanted my old 

 worker back (Joan). 

Prolonged wait times were another prominent concern in the midst of COVID-19:  

 It was a struggle at first because the waiting list was so much longer, first off, and then 

 you had to get a medical form, and it was hard to get into a doctor. It was a long wait to 

 get your assessment done to go to treatment, and then once those things were done, you 

 just have to sit and wait. Honestly, I waited, but I know that I’ve been in a position 

 before that the wait time was too long, and I ended up going and using again, so 

 sometimes that wait time could kill people (Sharon). 



46 

COVID-19 AND PREGNANT AND PARENTING WOMEN WHO USE DRUGS 

Reduced resources coupled with increased demand for mental health supports yielded 

potentially disastrous outcomes for some. More than just an inconvenience or added frustration, 

in some cases, increased wait times posed a threat to health and wellbeing. 

 While some agencies were able to make the transition from in-person to online support, 

participants described the challenges associated with virtual treatment, including greater 

distractions at home as well as a lack of in-person connection. Below, the following participants 

recount how a lack of connection was a noticeably missing piece from virtual treatment: 

 I do find it’s often hard, you’re not getting the same out of meetings because you’re not 

 focusing as much. When you’re at home there’s distractions and on video you’re going 

 through things as opposed to really giving your undivided attention and hearing what’s 

 going on. Also, even in my 12-step programme we give hugs, which I thought was 

 ridiculous when I started but there’s something to be said for human contact, physical 

 contact, even if it’s just a hug or a pat on the back or something…. Seeing people in 

 person created bonds, or allowed you to talk to others or hear others, whereas when 

 you’re meeting in meetings, you’re not having one on one conversations and you’re not 

 able to connect. You’re not meeting new people really, it’s not the same form of 

 connection (Alice). 

 It sucks. I’m more of a hugging person and more face to face than through like a video or 

 a call. It’s so much better being in person (Wendy). 

 Without the comfort of being able to gather, hug each other, and build connection, 

participants felt like a major benefit of treatment was stripped away. What was described was a 

sense of authenticity that seeps through in-person contact that becomes obstructed when 
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communicating through a screen. In some cases, participants confessed that it was easier to feign 

progress when meeting over the phone with a counsellor despite personal setbacks, on days when 

they felt reluctant to discuss their recovery progress (or lack-there-of). 

 Having other supports in place to bridge the gap once treatment supports diminished was 

beneficial for many, though there remained concern for women without a strong support system 

at home: 

 So, for me to have to be forced to isolate, I can only imagine somebody who didn’t have 

 those supports in place and didn’t have the people like I have. I was lucky enough that 

 my fiancé was like, no, we’re going to go drive. We’re going to just drive for hours and 

 hopefully we’ll just see what we need to do. A lot of people don’t have that (Sandra). 

 While participants overall preferred in-person treatment and counselling compared to 

virtual, some women acknowledged benefits of convenience, being able to attend meetings 

around the world, as well as less anxiety for those more introverted in nature by being able to 

observe without having to participate. 

Many workers went above and beyond for their clients during the pandemic despite 

closure of many facilities. Despite lack of in person services, some participants explained that 

their worker would “come out and meet you to where you were” (Amy). 

 Surprisingly and not surprisingly, I’ve been able to stay sober through all of it. I have a 

 really, really good support system when it comes to my addiction, so I’m really 

 lucky…. They’re phenomenal. My counsellor made sure he texted me at least once a 

 week through lockdown (Sandra). 
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Overall, participants who were able to maintain consistency with their routine, coping 

mechanisms, and relational supports fared better in the pandemic than those who did not have the 

same access. Those who had begun their recovery before the virus took hold had the advantage 

of developing an established support network over those who had just begun to seek support in 

the midst of the pandemic, though all women were impacted by service closures in some way.  

Stigma at the Structural Level: Barriers to Care 

Hidden Services 

 Challenges regarding system navigation were caused by limited knowledge of the 

resources available, where agencies and programs were hidden from mainstream public 

knowledge. Finding services only became more taxing when dealing with mental health 

challenges, as Cassandra noted: “I find that I don’t even really have the energy or the brain 

capacity to contact people.” Moreover, lack of continuity among services caused confusion, 

making access more difficult: 

 I feel like programs are hidden…. It should be on ads and when you’re scrolling through 

 Facebook, or… I don’t know. It needs to be everywhere, like posters, places, on TV 

 there’s commercials, stuff like that. I don’t know. When I called, say, Treatment Agency-

 X, for instance, I was asking them what they can help me with. And they’re like, “Oh, 

 you can schedule with your worker, and you know, they’ll chat with you.” And I’m like, 

 “No. Tell me now – I want to know what group programs you run (Elizabeth). 

 You know what, now that I’m a little more on top of everything, I’m finding it a little bit 

 difficult, like I said, where I have all these… they sent off all the referrals, then I get a 

 phone call, and it’s always a private number, and then I’m getting a little bit confused 
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 with all the different agencies, because I thought, ok, Treatment Agency-X is Canadian. 

 And then, you know, my other worker will be like, “No, it’s not that. That’s in City-X.” 

 Then I think it’s Treatment Agency-X, and it’s just, yeah, and like I said, I’ll have the 

 certain ones call me and tell me I’m not eligible, so I’ve just finally now, a couple months 

 in, like, somebody who I found myself to be pretty organized, I’m just starting to, ok, this 

 is through these people and… yeah, I definitely think it’s a little more [confusing] than I 

 thought in the past (Amy).  

 These accounts indicate the invisibility surrounding substance use services within the 

community, making access to treatment difficult despite desire to seek help. Not knowing where 

to look for support was thus another barrier to treatment entry in addition to overcoming stigma 

and mistrust of the system. 

Treatment Initiation 

 Event that precedes mandatory treatment. 

Despite willingness for change, for several participants, the onset of treatment came only 

as a result of an event requiring mandatory intervention. Domestic violence or concerns 

involving child welfare facilitated introduction to an initial contact out of necessity who could 

then provide resources for ongoing support. Many participants described “guidance through 

CAS” (Children’s Aid Society) (Wendy). This was often talked about in a positive light: 

 When I was first starting my recovery, in a sense I guess I was lucky…because there was 

 a lot of domestic violence. So, we had Family and Children’s Services involved. For me, 

 with having them involved, they put me right to the proper programs (Sandra). 
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 It was actually CAS that court-ordered it…It was good. I needed it, and I didn’t realize I 

 needed it (Jasmine). 

 FACS facilitated a lot of my recovery stuff, like both times I was pregnant. And they 

 were the main ones to tell me here is where you can contact, here is where you can 

 go. I probably wouldn’t have known what to do if it wasn’t for them because the first 

 time, I was very young and I probably wouldn’t have had a clue otherwise (Janet). 

 Sandra, Jasmine, and Janet capture how CAS was able to intervene during opportune 

moments. Having a point person to connect to services was a necessary step for initiating 

treatment engagement, in which the information and support was welcomed. For these women, 

CAS was accommodating to treatment needs by providing a direct line of communication to 

various services. In doing so, women were able to bypass wait times and overcome difficulties 

navigating the system. 

 Personal link to treatment. 

For the following participants, already having a sense of familiarity with substance use 

services from witnessing the experiences of loved ones eased the transition to treatment by 

having observed the process and receiving recommendations for programs from a trusted friend 

or family member:  

I was kind of comfortable with the whole situation, it’s weird because I grew up in CAS, 

 so I was kind of used to it for my mom because she went through addictions, too, or she 

 had addictions. I was kind of used to the whole thing, and I knew what to do, what steps 

 to take (Phoebe). 
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I had a friend that went through Treatment Agency-X. She was going to go do this 

 group, the mothers group, and she had asked Name-X if I could join because she thought 

 that it would be beneficial for me (Cassandra). 

Having connections to loved ones in recovery was essential for getting a foot in the door 

of treatment, helping to alleviate anxieties regarding first steps by having a referral and an 

understanding of the way the system works. 

Mitigating Stigma to Enhance Help-Seeking: Facilitating Recovery Through Relationships 

The Role of Peers and Loved Ones 

46% of participants mentioned one or both parents as being their primary support system, 

followed by friends (13%), peers/agency workers at treatment centres (13%), then romantic 

partner (12%), extended family members (8%), siblings (4%) and children (4%). These 

relationships were said to add a sense of stability: 

 Definitely my family is able to help out big-time with stability of my son, and I know that 

 he was safe and in good hands. That was huge. That was a support for me, definitely, you 

 could say, because he was being supported. It definitely gave me the time to do what I 

 needed to do (Amy). 

 I just need my family. And every other week doing my phone calls, my counsellor, and 

 doing my rehab and completing it. And I’m going to graduate with honours. Yeah, as 

 long as I have that and as long as I can pick up the phone and somebody’s going to be 

 there to answer and to listen. And I do have that – I have two people that are counsellors 

 that I can text anytime. And there’s people in NA, I have lots of phone numbers. As long 

 as I have that (Elizabeth). 
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 Having a close bond with family members was instrumental in that not only were they 

able to provide emotional support, but they could offer tangible support through childcare and 

other needs which granted women more freedom to devote time to their recovery, education, and 

overall wellbeing. Such opportunities were not as readily accessible for women lacking strong 

familial support. 

 Similarly, safe, healthy, romantic relationships were effective in boosting self-esteem. In 

addition to describing their partners as attentive to their needs, women described valuing the 

ways in which their partners remind them of their strengths: 

 [My boyfriend] never makes me feel bad about myself or puts me down in any way, and I 

 think that’s the thing I need most in my life right now (Louise). 

 I’m very lucky that I have someone in my life that is very good to me. And reminds me 

 how hard I work all the time and how much I do, do instead of looking at all the things I  

 don’t do…. So even in those times I start feeling low, he kind of picks me up and dusts 

 me off a little bit (Janet). 

Having a partner sympathetic to recovery needs was recognized as helpful for staying on 

track. Where support needs extended beyond what could be achieved within the relationship, the 

following participant noted that her partner would encourage her to reach out to her treatment 

supports: 

 [My boyfriend] knows about my addiction. He knows about my recovery. We met when 

 I was newly in recovery, so he knows a lot of the triggers, which is really nice, so he can 

 kind of see when I’m starting to veer off a little bit. It’s okay, babe, go for a drive, I’ll 

 keep the kids, or just go get yourself a coffee. He’s going to let me sleep in and he’ll 
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 clean up the house. He makes sure that if I’m not in a good place and it’s not something 

 he can really help me with, he’ll remind me to reach out to my supports (Sandra). 

 Outside of familial and romantic relationships, being able to talk with other women who 

shared common experiences was discussed by participants as an important aspect of recovery, 

due to establishing connection through relatability. Having a safe space to share experiences 

without fear of judgement was found to be empowering:  

 I was getting, just, it was nice to get past experiences and struggles off my chest with 

 other girls that went through the same thing, that was encouraging, that was uplifting as 

 well. I always felt really good after I went to those meetings with them, and felt more on 

 my feet, or stronger after I left there, so that’s what initially drove me to do that and go 

 (Louise). 

 One participant offered advice for those in recovery, highlighting the importance of 

maintaining recovery-based relationships: 

 I’ve just been very grateful with the great group of ladies in my life through my journey. 

 I’m grateful to have them in my life to this day. I would just say I would like to give 

 some advice. Just keep them in your life, even when you think you’re better. And even 

 when you think that’s behind you, you should always keep your support network. Keep 

 in touch with them (Emma). 

 The following account highlights the importance of having the support of friends and 

family when in recovery, and the implications of perpetual experiences of judgment and 

discrimination: 
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 I was lonely. And I found lonely people. And I’d be like, “Hey, well, you wanna be my 

 family?” And that would be who my family was until they had no use for me…. You 

 keep judging people and pushing them away, they find those ugly, nasty people like I 

 did…. I gave up my kids. Gave up my life. Gave up everything because I didn’t have the 

 support I needed (Gia). 

Because of isolation brought on by the absence of a stable connection, Gia was 

vulnerable to developing unhealthy relationships that involved substance use. She further went 

on to express how her road to recovery was winding, and largely affected by those whom she 

was surrounded by during different periods in her life.  

Therapeutic Relationship and Healing 

 While several participants had negative experiences accessing support when describing 

encounters with physicians, there were many accounts of positive experiences that were said to 

significantly contribute to sustained recovery with treatment agency staff. Workers at treatment 

facilities were described as dependable, and available for “whatever it is that you need” (Gia); 

“they become [like] family” (Emma). 

Non-judgmental, compassionate care was an important quality expressed by women as 

being instrumental in having a positive treatment experience: 

 This woman, she literally made me cry because she was so sweet. She was so sweet. I 

 was like, “Oh my God, thank you so much that you have treated me so well.” And she sat 

 there with me for, like, half an hour as I wrote down all these different numbers I could 

 call, and she explained a little bit about them (Elizabeth). 
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 One participant described the benefits of having a counsellor who addressed areas of 

wellbeing outside of substance use, cultivating a holistic recovery lens: 

 Most of the time, they’re people that I don’t like. It’s hard to find a counsellor because 

 it’s hard to tell somebody how to deal with things or how to react and what to do if 

 you’ve never been in their shoes. So, oh, go to the gym, go for a walk and get your mind 

 off, stuff like that, that doesn’t help myself or others who are there. Name-X, she doesn’t 

 judge, and it’s not all focused on substance use. It’s about other things too so she’s 

 helping me talk about stuff like that, but also, helping me grow in other areas of my life 

 so she’s amazing (Jorja). 

 Having a strong support system within the service sector was a significant element of 

recovery, in which consistent, compassionate care was demonstrated to be a strong buffer against 

stressors.  

Compassionate Care  

Compassion and empathy were described as the greatest support needs among 

participants, along with “a stable home” (Joan), “encouragement” (Wendy, Sandra), 

“unconditional love” (Helena), “trust” (Helena, Quinn, Amy), and “patience” (Louise). In a 

similar vein, women expressed the need for people in their corner, as “its so easy for somebody 

with [mental illness] and addiction to just veer off without that support” (Sandra). 

 It’s support and guidance, like that’s what I would say. An active mother in substance 

 abuse, they really just need love, empathy, and guidance in that situation (Emma). 
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Some women expressed the desire for understanding that recovery is possible, noting 

how stigmatizing labels can become weaponized and hinder one’s ability to move forward, 

where any perceived fault becomes attributed to past addiction:  

For example, right now with the woman who has my son, she keeps holding that I was 

 drug addict over my head. It’s like once you’re a drug addict you’re always a drug 

 addict. You’re never going to be anything more or anything less. I worked really hard to 

 get to where I am today, to get rid of that stigma of being a drug addict. It’s just 

 frustrating when people look at you like you can fall off the deep end any minute because 

 they have no faith in your recovery, I guess (Naomi). 

Participants described a desire for increased awareness about the conditions that lead to 

substance use and to be spoken to with dignity rather than judgement, stating a desire for “[not] 

so much stigma” and understanding that “it’s possible to recover” (Alice). “Everybody has a 

past, and everybody has a story. They’re not failures, they’re just people that went through 

something and need help” (Avery). 

Many women recognized that greater empathy comes with recognition of substance use 

as a mental health issue, where using is a coping mechanism to get through the hardships of life. 

As explained by Cassandra, for some, substance use is a survival tactic: 

The stigma itself, like especially towards mothers that have substance issues they just … 

 I don’t know. Society demonizes us and just thinks that we don’t want to be mothers or 

 we just don’t want to exist. But I mean it’s the complete opposite. To me it’s more so 

 about survival. It’s almost like the better alternative versus what someone else’s brain 

 might go to instead of doing whatever their substance of choice is (Cassandra). 
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Lack of empathy regarding issues of substance use was often discussed in a tone of 

frustration and anger over the fact that society remains comfortable with blinders to the plight of 

people who are marginalized. In response to being called a “junkie,” one participant described 

the internal dialogue that followed:  

Maybe if you actually understood addiction and understood that it’s 9 times out of 10 

 linked to mental health issues, you might understand a bit more, not just, “Oh well, 

 they’re doing this because they need to get their next fix.” Well, maybe you should sit 

 down and understand it, you know? (Jasmine). 

Experiences of hostility created friction for women and their loved ones. Participants 

expressed desire for curiosity, not judgement, and to be granted grace, not instilled with shame, 

for the betterment of their recovery.  

The meaning of motherhood was discussed in the context of substance use, where women 

expressed desire for society to no longer instinctively equate substance use with unfit mothering, 

or a lack of love for their children: 

People are very quick to judge people who have children and who choose drugs over 

 their children. I guess what I would like people to know is that it’s not that I chose drugs 

 over my children. It’s that I chose their safety. That’s how I looked at it anyway because 

 I had a problem. And I couldn’t get rid of it even though I had wanted to for my kids. It 

 just wasn’t happening at that time. I let my son go for his safety. So, I guess just maybe 

 look at the bigger picture. If people are trying to recover for their children give them 

 time, things don’t happen overnight. People expect you to change and be there and adapt 

 to everything right away and it’s just not like that (Naomi). 
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The stigma of [mothering and substance use] …one thing that I always remember hearing 

 is, you know, like, “Oh, you don’t love them enough,” you know?  Like, the drugs were 

 more important and all that. And just really how that has nothing to do with it. Like, you 

 can love so much, right, and could never even, you know, before I had relapsed, I never 

 thought that I would be able to do that. But it’s how something really just completely 

 takes over, you know (Amy). 

Differential treatment among men and women accessing support for substance use as 

parents where men received praise and women received criticism was a noticeable phenomenon: 

It doesn’t make you a bad mom. There was something, when I was in treatment, it 

 was like, the men, the fathers would all get praises for going to treatment, and the 

 mothers, it would be like, oh. There’s always that double standard. Mom, you’re a bad 

 person (Phoebe).  

Overall, kindness exhibited through empathetic understanding, compassion, and non-

judgemental support are important steps to eradicating the harms associated with stigma for this 

population. Experiences of such care generated positive outcomes, where having healthy 

relational supports was the bedrock for recovery. When asked about support needs, women 

expressed a yearning to feel seen wholly, not just for their substance use but as mothers and 

people deserving of care without fear that asking for help means risking mistreatment. As 

mothers in recovery, the desire to be rid of substance use related labels would mean freedom to 

have an identity that was chosen for themselves, rather than imposed upon them by systems and 

individuals in their lives who sought to perpetuate stigma through commitment to 

misunderstanding the complex relationship between trauma, mental health, and substance use, as 

well as the structural conditions impacting recovery. 
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Chapter 5: Discussion 

Overview 

This study used ID to highlight the impact of stigmatization experienced by pregnant and 

parenting women who use drugs, as well as the impact of COVID-19 on maternal mental health 

and recovery. 4 themes emerged. First, stigmatization played an important role in women’s 

desire as well as ability to seek help and access support. Stigmatizing language and the use of 

derogatory words lowered self-esteem and inhibited safety surrounding disclosure. Participants 

further along in their recovery journey often spoke of concern for women early in recovery, 

indicating a greater ability to stave off internalization of stigma with adequate supports in place. 

Among peers and loved ones, histories of negative reactions to substance use prevented 

participants from reaching out for both informal and formal support, due to fear of damaging the 

relationship. Isolation and stigma surrounding the relationship compounded stigma associated 

with substance use, preventing help-seeking. Many women spoke of past relationships in which 

their partner prevented help-seeking through control, isolation, connection through shared 

addiction, and restricting resources. Research on intimate partner violence (IPV) and stigma has 

shown that the perception of being blamed for the abuse as well as secrecy, shame, and social 

exclusion perpetuates internalization of negative beliefs about the self (Murray, et al., 2015). 

Like those with problematic substance use, for survivors of IPV, stigmatizing attitudes may 

come from professionals when seeking support in the form of blame and dismissal, further 

ostracising those in need from support and quality care (Crowe & Murray, 2015). 

Past experiences with health care providers and social service workers greatly influenced 

recovery outcomes. Some women described associations between being stigmatized by a 

professional and subsequent substance use. In other cases, women faced mistreatment in the 
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form of being turned away, with their concerns disregarded as non-urgent, and priority given to 

other, non-substance using patients. Such experiences had a negative impact on mental health, 

while reducing trust in institutions, and as a result, decreased motivation for help-seeking. While 

it was anticipated that participants in this study would share unfavourable attitudes regarding 

child welfare, client satisfaction with CAS was overall positive. The finding of non-

compassionate care among health care providers may thus be a reflection of a lack of inter-

agency collaboration in which integrated treatment programs strive to work directly with CAS 

workers to promote optimal outcomes, whereas clinicians remain on the periphery of these 

efforts. Positive perceptions of CAS in this study indicate there is perhaps a shift taking place 

within the institution, in which greater emphasis is placed on working together to achieve 

common goals for both mother and child. The holistic nature of integrated treatment programs as 

well as the involvement of a trusted service provider in facilitating interactions between mothers 

and CAS has been shown to improve outcomes and perceptions of care (Meixner et al., 2016; 

Tarasoff et al., 2018). It should be acknowledged, though, that the experiences of women in this 

study may not reflect the experiences of all. While integrated treatment programs are a step 

forward in repairing relationships among women with problematic substance use and CAS, there 

remains a long, oppressive history in which rates of child apprehension disproportionately 

impact Indigenous and Black families (Ontario Human Rights Commission, 2018). 

Reconciliation efforts remain as necessary as ever to dismantle colonial systems of power within 

child welfare.  

Second, COVID-19 greatly affected mental health for participants striving to maintain 

their recovery, and despite greater need for supports, less were available due to safety concerns 

regarding illness transmission. Participants described the impact of the pandemic on their healing 
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journey, in which self-esteem was lowered. For many, self-perception was tied to perceived 

judgement as a result of substance use. Negative self-talk was amplified in the midst of the 

pandemic, where many women experienced more time in isolation, with fewer resources 

available. With reduced access to support whether through formal treatment facilities or informal 

peer support, COVID-19 contributed to worsening mental health in light of the fact that women 

experienced heightened financial, emotional, and relational struggles. 

Third, several structural barriers emerged, indicative of stigmatization on a macro level, 

compounding intrapersonal stressors. Hidden services and prolonged wait times discouraged 

treatment uptake. Women who were able to navigate the treatment system with ease described 

doing so as a result of having a personal connection to someone who had been through treatment 

already and could offer guidance. In other cases, treatment entry was the result of a particular 

event that led to police or child welfare involvement. While in this study such experiences were 

framed as a positive if not a necessary step for change, there is a lack of research that 

systematically examines women’s experiences of treatment mandated by child welfare 

(Urbanoski, Merrigan, & Milligan, 2021). Digging deeper into the role of perceived coercion in 

treatment entry could serve to offer greater insight into women’s recovery outcomes in 

comparison to those who enter treatment voluntarily. An exploration of this nature is pertinent 

given documented biases within the child welfare system (Trocmé, Fallon, Sinha, Van Wert, 

Kozlowski, & MacLaurin, 2013; Keddel & Hyslop, 2019;), in which as previously mentioned, 

the relationship between child welfare and women with problematic substance use has 

historically been found to be combative rather than supportive (Sun, 2000).  

Women without external guidance struggled to navigate the complex system. 

Intervention came at point of critical need, not pre-emptively when the desire for support first 
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emerged. Research has shown that entry barriers related to availability of services, service 

location, how services are provided, and organizational fragmentation, all systematically hinder 

access (Browne et al., 2016; National Treatment Strategy Working Group, 2008; Fischer et al., 

2016; Urbanoski, Inglis, & Veldhuizen, 2017), and act as a deterrent to care (Priester et al., 

2016). Compounded by stigma as a barrier to treatment entry, pregnant and parenting women 

with problematic substance use must overcome a plethora of roadblocks to access quality care.  

In light of issues surrounding stigmatization upon disclosure as well as invisibility of 

resources and services, a number of support needs emerged to address such barriers to care and 

mitigate stigma, all of which were relational in nature. Women expressed a longing for societal 

understanding of substance use as a complex mental health issue, where stigma serves no 

purpose in promoting positive recovery outcomes, instead only exacerbating emotional stressors. 

The notion that problematic substance means a mother does not love her child was vehemently 

contested.  

 Overall, women emphasized the value of healthy relationships, where with the right 

support, they were able to achieve longevity in their recovery. Several women spoke of the 

bonds created with their treatment agency workers, who were described as going above and 

beyond to accommodate client needs. As noted in previous research (Desrosiers, Thompson, 

Divney, Magriples, & Kershaw, 2016; Jones, Tuten, & O'Grady, 2011), relationships with peers 

and loved ones had either an intensifying effect or a buffering effect on substance use. In this 

study, having a supportive partner was described as being a critical factor in maintaining sobriety 

and wellbeing overall, where relationships involving domestic abuse prolonged help-seeking. 
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Going Deeper: Internalization, Anticipation, and Embodiment of Stigma 

 

                       Figure 1 

 

 Figure 1 highlights how the mechanisms by which stigmatization leads to negative 

outcomes can be traced along a pathway stemming from one or more past interactions or events. 

Being judged, ignored, or treated poorly sparks a trajectory in which an individual may 

experience negative emotions that lower self-worth (internalization), followed by avoidance of 

treatment due to lengthy wait times, fear of being turned away, or general mistrust of the system 

(anticipation), leading to risk of heightened emotional and/or physiological problems in addition 

to continued substance use or relapse (embodiment). In an already highly traumatized 

population, stigmatizing experiences can lead to re-traumatization, triggering over-activation of 

the body’s stress responses, and as a result, perpetuate maladaptive coping mechanisms (Maté, 

2008; Haskell, 2013). In this way, stigma is a risk factor for negative health outcomes.  

Structural violence plays out through discriminatory practices as well as by creating 

invisibility surrounding issues of substance use. Similar findings have been discerned in research 

of HIV patients; a systematic review by Reuda et al. (2016) found that HIV-related stigma was 

associated with higher rates of mental illness, worsened physical health, lower levels of social 
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support and decreased adherence to medication. Moreover, reduced usage of health and social 

services was a strategy used to conceal HIV status and avoid discrimination. In the present study, 

healthy, supportive relationships acted as a buffer against stigma and subsequent internalization, 

leading to better health outcomes. If addiction were like wading through ocean waves, the 

undertow would be trauma, poverty, and limited access to resources, and social support would 

act as a life raft.  

Implications for Policy and Practice 

Mental Health and Substance Use Literacy 

As cited in Corrigan et al. (2015), educational programming in which governmental and 

non-governmental organizations have rolled out campaigns focused on encouraging people to 

seek support and erode mental health-related stigma has yielded positive results (Hickie, 2001; 

Dunt et al., 2011). Australia’s Beyond Blue mental health organization was associated with 

greater awareness of mental health first aid (Yap, Reavley, & Jorm, 2012) as well a deeper 

understanding of the benefits of treatment (Jorm et al., 2005). Implementation of such campaigns 

surrounding substance use targeted towards populations with greater vulnerability to stigma 

(such as women of child-bearing age) could serve to disseminate knowledge surrounding the 

complexities of substance use and trauma, where compassion about such issues is more 

commonplace. 

Education on pathways to addiction is necessary in social work and health care fields, 

particularly with attention to cultural context. Jeannine Carriere (2018) cites Blackstock (2011, p. 

188) who writes of ideologies that led to the Sixties Scoop in which child welfare services in the 

‘50s were often carried out by social workers who “had little to no knowledge about colonization 

and residential schools [and] often mistook symptoms of systemic discrimination as parental 
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failure.” Such fallacies have remained intact to this day. Curriculum for social work and medical 

programs must go beyond a historical recollection of trauma to present day reflections of the 

ways in which the effects of colonization are ongoing, and the role of whiteness in continued 

structural violence.  

Cultural Safety, Harm Reduction, and Accountability 

In a similar vein, overarching practices are needed in healthcare and social service fields 

which mandate compassionate care to ensure safety among women and their families, so not to 

perpetuate harmful stereotypes. Consistent with other research (Peckover & Chidlaw, 2007; 

Henderson et al., 2008; Harvey et al., 2015; Howard, 2015) women in this study reported 

experiences of stigmatization within healthcare settings on the basis of substance use. Inability 

on behalf of service providers to foster a healthy relationship presents a missed opportunity to 

connect women with services and encourage treatment uptake. As such, hiring practices should 

reflect standards of empathy, compassion, and cultural safety with employees having a 

demonstrated understanding of the needs of people who use drugs.  

To expand on the importance of organizational values, research indicates the ways in 

which harm reduction implemented across settings can enhance patient-centred care and improve 

outcomes. McNeil et al (2016) found that hospital-based harm reduction that prioritizes risk 

reduction, acknowledges pain and withdrawal, is attentive to health needs and decisions, and 

promotes cultural safety can help to rebuild patient-provider trust through de-stigmatization of 

substance use. Further, prioritization of safety using a trauma-informed approach can be 

particularly beneficial for this population, with evidence that problematic substance use among 

women is rooted in trauma (Marcellus, 2014). Such implementation could create accountability 

where practitioners who do not adhere to standards of care face repercussions. Cross-sector 
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collaboration would greatly aid in this process. Marcellus et al. (2015) found that expanding 

conceptualizations of success beyond a finite measure of abstinence to capture safety and respect 

as well as the use of a multidisciplinary team can enhance perceptions of care. 

Lessons for Health Care Providers 

 Beyond upholding principles of harm reduction, this study yielded findings that glean 

insight into practical tools to be employed by health care providers when working with pregnant 

and parenting women who use drugs. In particular, women expressed desire to be treated for 

their wellness and medical needs without receiving differential treatment on the basis of their 

substance use. Using person-first language, which by definition involves identifying people as 

individuals worthy of care rather than attributing secondary or incidental qualities or conditions 

as primary characteristics (Canadian Centre on Substance Use and Addiction, 2020) helps to de-

stigmatize substance use, eliminate bias, and improve quality of care. Literature indicates that 

using best practices for cultivating a strong therapeutic relationship including committing to 

compassionate care and using non-judgemental language encourages treatment engagement, 

leading to better outcomes (Alexander, 2017; Marcellus, 2014). 

Investment in Social Safety Nets 

Campbell (2000) describes a persistent discourse in which transfer of responsibility of 

social problems onto figures that embody them remains a policy failure which only causes 

further harm to vulnerable communities. Regarding this viewpoint, she writes of the patriarchal 

perception in which, “women who lack maternal instincts produce the structural effects of 

economic erosion and neighborhood disintegration,” (p. 182) a narrative which demonizes 

“deviant” mothers, providing the basis for punishment rather than treatment, as well as 



67 

COVID-19 AND PREGNANT AND PARENTING WOMEN WHO USE DRUGS 

justification for cutting social funding for mental health services or substance use treatment on a 

structural level. While this is a widely accepted ideology for many, expansion of social safety 

nets can in due course have tremendous long-term social and economic benefits (Ball, 2009; 

Nurse et al., 2013; Suhrcke, 2008). According to a 2016 Public Health Agency of Canada 

(PHAC) publication, 50% of Canadian healthcare dollars are allocated towards the 20% of 

Canadians with the lowest income (p. 50). On a local level, an impactful study which illuminated 

the relationship between social conditions and health in Hamilton, ON, found a 21-year 

difference in life expectancy among the city’s poorest and most affluent neighbourhoods, with 

stark disparities also reported among rates of secondary school drop-outs, ER visits, low birth 

weight babies, and teen pregnancy (Buist, 2010). In society, we fund what we value. Substance 

use, as a symptom of poverty and trauma, can thus be addressed in the context of additional 

public health goals that target a spectrum of social inequities. Basic income, affordable housing, 

universal childcare, and support for parents to enrich home environments are some of the ways to 

reduce health disparities and eliminate vulnerabilities to problematic substance use through 

means of preventative action.  

Support During a Pandemic 

Findings pertaining to COVID-19 indicate that mental health was impacted by limited 

supports and lengthy wait times. While some agencies were able to quickly adapt and offer 

virtual services, others were not. Moreover, due to distractions, issues of privacy, and lack of 

connection, participants expressed preference for in-person treatment over virtual. According to 

the CCSA (2020), the pandemic unveiled longstanding issues regarding availability of healthcare 

and social services, where reduced access to treatment and harm reduction services amplified 
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risk of overdose. For those in precarious circumstances, strengthening supports rather than 

eliminating them during periods of social and economic crises could save lives. 

Empathy: A Cultural Shift 

All of the above policy changes require a cultural shift in the way we think about 

substance use in order for change to be embraced and implemented by policy makers. In All 

About Love, bell hooks writes, “Rarely, if ever, are any of us healed in isolation. Healing is an 

act of communion” (p. 215). As social beings, the desire to connect and seek safety in 

companionship is not a weakness but rather a sign of healthy instinctive capacities for growth 

and adaptation (Gibson, 2015). How, then, in an individualistic society which claims the fallacy 

of a meritocracy, heavily emphasizing personal responsibility for life choices without critical 

interrogation of oppressive systems, can we cultivate empathy? bell hooks articulates how 

developing empathy requires a level of internalization and self-reflection derived from sitting 

with the discomfort of negative emotions to develop a sense of compassion for others. In a 

capitalist society, those most privileged are not incentivised to take part in this process (despite 

having the resources) but instead seek to maintain power. We are not inherently taught to 

critically examine our privilege, but rather to preserve it. To embrace the idea of relational 

autonomy, then, requires a radical transformation of how we are socialized to move away from 

an individualized understanding of the way the world works to instead challenge our own 

privilege and reflect upon our place in this world in relation to others and our environment. 

In her book, Immunity: An Inoculation, Eula Biss describes society as a garden which we 

must all tend. She writes: 
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If we extend the metaphor of the garden to our social body, we might imagine ourselves 

as a garden within a garden. The outer garden is no Eden, and no rose garden either. It is 

as strange and various as the inner garden of our bodies, where we host fungi and viruses 

and bacteria of both ‘good’ and ‘bad’ dispositions. This garden is unbounded and 

unkempt, bearing both fruit and thorns. Perhaps we should call it a wilderness. Or 

perhaps community is sufficient. However we choose to think of the social body, we are 

each other’s environment (p. 173). 

While she uses this framework to consider the importance of vaccines in achieving herd 

immunity, the social garden metaphor can be extended to the concept of addiction. In an 

equitable society, all individuals benefit. In an unequitable society, all individuals bear the 

burden. Capitalism is a system that demands selfishness for individual success, and does not so 

much favour the prioritization of needs that are outside of our own periphery. Grassroots efforts 

begin within the home, where all individuals, particularly those of privilege, reflect upon and 

evaluate their relationships. To come full circle, compassion is an exercise which must be 

practiced first with ourselves, and then with our families, friends, and the world at large. 

Limitations  

Limitations of this study include the lack of demographic data, issues of generalizability, 

the potential for social desirability bias, and the absence of member checking. Regarding the 

former, detailed demographic data could have strengthened this research by providing richer 

insight into the study population. While some participants disclosed their race/ethnicity, age, 

gender identity, and/or sexuality, having descriptive characteristics would have allowed for 

greater nuance into the population and enhance understanding of needs for women accessing 

support. Second, Ontario is a large province with vastly different geographic and social 
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conditions. Conducting this study in partnership with a handful of treatment agencies might 

mean that the findings are not transferable to those in other provinces who may have unique 

stigma experiences depending on the setting. Regarding social desirability bias, because findings 

are based on interview data, there is potential for participants to attempt to answer questions in a 

way that will be viewed favourably by the researcher. Given the content of the study, there may 

be hesitation to talk about substance use during pregnancy, especially without prior connection in 

which rapport can be established. Lastly, due to time and funding constraints, member checking 

was not feasible meaning there is a greater possibility for misinterpretation of participant 

accounts. 

Directions for Future Research 

Exploration is needed to understand the ways in which intersecting identities such as 

race, class, sexuality, and mental health status are built into societal expectations of the ideal 

mother, and how these expectations are embedded within power structures, affecting access to 

care. While this study provided insight into help-seeking for women who had been able to 

successfully overcome barriers to access services, to improve quality of research in this area, 

future studies should seek to investigate the experiences of women who have never reached this 

point of intervention, with special attention to race and ethnicity. In two large scale evaluations 

including Healthy Mothers, Healthy Families (Urbanoski et al., 2018) and Breaking the Cycle 

(Pepler et al., 2002), demographic data collected showed that those served in treatment are 

predominantly white women late in their pregnancy or women who are already mothers. Little 

research has addressed stigma from the perspective of how experiences vary among women of 

differing backgrounds, where judgement associated with mothering and substance use may be 

further exacerbated for women with racialized or non-heteronormative identities. Canadian 
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literature indicates that there are disproportionate rates of racialized children in the child welfare 

system beginning at point of assessment through to continued decision making (Mohamud et al., 

2015), where punitive action is favoured in cases involving Black and Indigenous families at 

higher rates than white families (Antwi-Boasiako, 2020; Children’s Aid Society of Toronto, 

2015; King et al., 2017). Indigenous children account for 7.7% of the child population, yet make 

up 52.2% of children in child welfare (Government of Canada, 2016). Even more stark in the 

prairies, according to the latest Manitoba Families’ Annual Report (2020), 90% of children in 

foster care are Indigenous (p. 73). Inextricably linked to poverty, the foster care to youth 

homelessness pipeline is clear; according to a national youth homelessness survey, 57.8% of 

homeless youth aged 13-24 had some involvement with child welfare (p. 9), with even higher 

rates of homelessness experienced by transgender and non-binary as well as LGBTQ2S youth. 

As with this study, research has shown that prior experiences of discrimination can lead 

to mistrust of the health care system (Armstrong et al., 2013; Brenick, 2017; Gamble, 1993) 

resulting in lower service utilization (Browne et al., 2011; Cameron et al., 2014; Denison et al., 

2014). Knowledge of these disparities lends to an understanding of the dangers for non-white, 

cis, heterosexual women accessing support, where threats to mental, physical and familial 

relationships are evident. In light of these issues, attention must be given to the concept of 

intersectionality and the ways in which women experience stigma differently depending on their 

personal life histories, and explore how racial disparities among women in treatment and the 

child welfare system lead to delayed treatment seeking.  

Conclusion 

Pregnant and parenting women with problematic substance use are an optimal group to 

receive treatment intervention, where motivation to seek help is often at a high point and the 
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benefits of recovery can have positive generational impacts. While there are many treatment 

agencies that provide instrumental support, stigma surrounding substance use and mothering 

remains pervasive in our society, preventing help-seeking due to a lack of safety for women to 

express the need for help where judgement lowers self-esteem and disclosure threatens to 

damage interpersonal relationships. On a structural level, hidden services and lack of compassion 

within the medical community further acts as deterrent for reaching out for support, due to past 

experiences of harm resulting in mistrust of the system. In the midst of COVID-19, where 

support needs increased as a result of prolonged isolation and abrupt changes in environment and 

circumstances, reduction in services only amplified recovery challenges. In order to increase 

help-seeking behaviour and improve outcomes for this population, creating a culture of 

compassion is critical. Supportive relationships among friends, family, peer groups, and 

treatment agency workers and health care professionals can act as a strong buffer against stigma-

related harms.   
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Appendices  

Appendix A: Interview Guide 

HOW IS STIGMA INTERNALIZED, ANTICIPATED, AND EMBODIED? 

Interview Guide 2: Experiences Accessing Support 

Thank you for agreeing to speak with me about your experiences during COVID19 and the ways 

in which your life and experiences are similar or different. With this interview we are hoping to 

learn a little bit more about your experience accessing services for substance use and 

understand how getting support has been different since COVID19. There are no right or wrong 

ways of answering and you can feel free to share as much or as little as you wish. The interview 

will last about 25-30 minutes and we can take a break at any time – just let me know.  

In the last interview we talked about your wellbeing during COVID as well as mothering 

experiences, so this interview will dive a bit deeper into your mental health and your experiences 

getting support for mental health and/or substance use, and talk a little bit about your social 

support network.  

My first question is: 

Self-esteem  

1. How have you been feeling about yourself these past few months? In other words, what 

kinds of things have been affecting your self-esteem? 

Probes: 

In what ways has your self-esteem impacted your day-to-day life? (self-care) 

If negative: 

 Have you hesitated or given up doing something because of these problems? 

 (Housekeeping, parenting, decision making, getting in touch with friends and family, 

 education, finding a job, keeping a job, school) 

If positive: 

 What makes you feel most confident in yourself and your abilities? 

My next question pertains to any support you might have received during this time, specifically 

for substance use or for your mental health in general. 

Accessing Formal and Informal Supports 

2. Can you tell me about your experiences accessing services for substance use (or mental 

health broadly speaking) during the pandemic, whether formal or informal? (harm 

reduction services, support groups, self-help meetings, inpatient/outpatient substance use 

treatment programs, counselling, doctor visits, friends/family)  

If not in substance use treatment currently: If you can recall back, can you tell me about 

your experiences accessing services for substance use when you were first starting your 

recovery? 
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Probes: 

What have been the most positive aspects of reaching out for support? Did you get the care 

you were seeking? 

What have been the most challenging aspects of reaching out for support? (i.e. navigating the 

system, not knowing where to go, negative experiences) 

 How did these experiences make you feel? 

 How have these challenges impacted your desire to seek help in the future? 

Has there ever been a time when you wanted to get treatment or access support, but didn’t?   

 What barriers did you encounter? 

 Have others ever discouraged you from seeking support? How did you feel about it? 

Have you ever used or had an interest in accessing online/virtual services? (i.e. Telehealth, 

mental health hotlines, e-counselling, online support groups) 

 Have you encountered any barriers to either finding or accessing online supports? 

My next question is about your relationships during this time. 

Relationships with Others  

3. Who has been your biggest support system during COVID19?  

Probes: 

In what ways do they help you? 

What qualities do you value most in your friends? 

Tell me more about your relationship with your family/partner/spiritual or religious 

affiliations/neighbours/colleagues/health care providers/child welfare case worker. 

Has COVID-19 impacted your ability to communicate with loved ones in times of need? In 

what ways? 

Are there any relationships that you would like to be stronger? 

4. As a mother, what do you need to feel supported in your recovery, during this time or in 

general? 

Probes: 

From your friends and family? 

From social service workers and health care providers? 

What do you wish people would understand about mothering and substance use?  

Closing Questions 

We have reached the end of the interview.  

Is there anything you would like to tell me that we have not already discussed? 

 

 

 

 



101 

COVID-19 AND PREGNANT AND PARENTING WOMEN WHO USE DRUGS 

Appendix B: Consent Form 

INFORMED CONSENT AGREEMENT 

Follow-up Qualitative Study 

Study Title: Healthy Mothers Healthy Families: Maternal Substance Use, Executive Functions 

and Parenting 

Principal Investigator: 

Karen Milligan, Ph.D., Associate Professor, Department of Psychology, Ryerson University, 

416-979-5000 ext. 7054, karen.milligan@ryerson.ca 

Additional Investigators for this Specific Study: 

Karen Urbanoski, PhD., Scientist, Canadian Institute for Substance Use Research, Associate 

Professor, University of Victoria, urbanosk@uvic.ca 

Graduate Student Investigator: 

Emily Nichol, Social Dimensions of Health, University of Victoria, emilyjnichol@uvic.ca. 

Interview data will be used to support completion of a Master’s thesis. 

Funding: 

This study is supported by funding from the Ryerson Faculty of Arts Special Projects Grant and 

the Canadian Institutes of Health Research. 

Why are we completing this study? While COVID19 and the public health response has 

changed the lives of all Canadians, the experience is not universal. This study will document the 

experiences of mothers who experience problematic substance use and other challenges to their 

health and wellness. Some of the experiences may be new, while others may be familiar to you. 

Some experiences may have improved or stayed the same, while other challenges may be harder. 

We are interested in hearing any these experiences – your COVID19 story. This information will 

be examined, along with data collected at the two earlier timepoints to help understanding the 

relation between stress and maternal problem-solving skills and mental health. This will help us 

in better understanding how to support mothers during times like this, and other times too. 

What will you be asked to do? If you agree to participate, you will be asked to participate in an 

audiotaped phone interview about your experience during COVID19 and how this differs from 

before this time. This will include questions about your health and wellness and that of your 

children, parenting, and your experiences of accessing informal and formal supports and will last 

30-45 minutes. There are two different interviews and you can choose to complete one or both 

(at the same time or at different times). 

What are this risks? Participation in this research carries minimal risk. The researcher leading 

the call will ensure a climate of respect, non-judgment, and confidentiality. It is your choice how 

much information about your experiences you want to share. You may experience some distress 

when thinking about and sharing information about challenges. Finding a space to speak that is 

mailto:karen.milligan@ryerson.ca
mailto:urbanosk@uvic.ca
mailto:emilyjnichol@uvic.ca
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private and safe may be a challenge for some women. We will speak with you about how best to 

support a safe and comfortable experience for you. We can also reschedule the interview at any 

time, even after the interview has begun. A list of free services that may be helpful for you or 

your family is attached at the end of this consent. 

Is what I share confidential? The information you share is confidential. However, be aware 

that as researchers have certain legal obligations. Similar to health providers if we hear 

information that leads to concern about child abuse, neglect, or harm or harm to you or someone 

else, we will have to share this information with the appropriate authorities. This is the only time 

that confidentiality would be broken and information would be shared. 

What will happen to information collected? All information collected, including this consent 

agreement, questionnaires, and audio-recordings, will be stored on a password protected 

computer and physical notes and materials will be stored in a locked filing cabinet at Ryerson 

University in the Child Self-Regulation Laboratory. All names and other identifying information 

that might be obtained during recording will be deleted and symbols will be used. Only the 

research team members directly involved in this study will have access to this information 

collected. All records will be retained for seven years after the completion of this project at 

which time all information collected as part of this study will be destroyed. Audio-recordings 

will be typed out by a research team member within 2 weeks of the interview and then destroyed. 

How will results be shared? Your story will be combined with the stories of approximately 20 

other women. We will look for common experiences and we will present the information as a 

group and in a way that ensures you cannot be identified. The results of this research will be used 

to create reports and presentations to educate those in the system that support mothers. 

Information will be presented in professional journals and websites, such as the Canadian Centre 

on Substance Use and Addiction. 

Will I be compensated? You will receive a $30 gift card for Walmart or a $30 bank e-transfer 

for participating in each of the interviews (your choice), for a total of $60 for both interviews. If 

you decide you want to stop the interview, you can do so at any time and still receive this 

compensation. 

How will this benefit me? You may not benefit personally from participating. However, by 

sharing your story you will help us better understand the experiences of mothers in COVID19 

and the types of supports needed now and more generally as well. 

 

 

Do I have to participate? Participation in this study is completely voluntary. Your choice of 

whether or not to participate will not influence your future relations Ryerson University or the 

University of Victoria. If you decide to participate, you can stop the interview at any time and 

can also ask to have your information excluded from the study. To do so, please contact Dr. 

Milligan (416-979-5000 ext. 7054, karen.milligan@ryerson.ca). 
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Conflict of Interest: 

There are no conflicts of interest to report for this study. 

Questions about the Study: 

If you have any questions about the research now, please ask. If you have questions later 

about the research, you may contact Dr. Karen Milligan; karen.milligan@ryerson.ca; 416-

979-5000 ext. 7054; Associate Professor; Ryerson University, Psychology 

This study has been reviewed by the Ryerson University Research Ethics Board REB: 2017-

107. If you have questions regarding your rights as a participant in this study, please contact: 

Research Ethics Board 

c/o Office of the Vice President, Research and Innovation 

Ryerson University 

350 Victoria Street 

Toronto, ON M5B 

2K3 416-979-5042 

rebchair@ryerson.ca 

 

Additionally, you may verify the ethical approval of this study, or raise any concerns you might 

have, by contacting the Human Research Ethics Office at the University of Victoria (250-472-

4545 or ethics@uvic.ca). 

 

CONSENT TO PARTICIPATE: 

I have read/this consent form has been read to me and I understand that: 

• All the information I provide will be kept confidential 

• I can withdraw from the study at any time 

 

I consent to completing the research session as outlined.  

 

Interview 1__________                        Interview 2__________ 

 

 

Agree 

 

Disagree 

 

 

 

 

 

 

 

 

 

 

 

mailto:karen.milligan@ryerson.ca
mailto:rebchair@ryerson.ca
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CONSENT TO AUDIOTAPE 

We are asking for your permission to audiotape the discussion. This is required to participate 

in this study. We will record on a digital audio recorder with the recording immediately 

saved to the secure server (“labshares”) at Ryerson University. 

The recordings will be transcribed immediately and will only be accessible to research team 

members directly involved in transcribing. All recordings will be destroyed after they are 

typed, 2 weeks after the date of recording. All identifying information will be removed from 

the transcript so that it cannot be linked back to you. Recordings will not be used for any 

other reasons than the ones stated on this form. 

 

I consent to being audio-taped.  

 

Interview 1__________                        Interview 2__________ 

 

Agree 

 

Disagree 
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Free Supports for Women and Families 

Mental Health and Addiction 

Connex Ontario: call 1-866-531-2600 to find out where to access mental health, addictions and 

problem gambling support across Ontario. 

House of Sophrosyne – Treatment agency in Windsor Ontario that is providing treatment 

services by phone and video for adults across Ontario. They have expertise in substance use and 

trauma and specific programming for mothers and young children. https://sophrosyne.ca/covid-

19-program-schedule- changes/, 519-252-2711 X 115 

Support Lines Gerstein Crisis Centre 

http://gersteincentre.org/ 

416-929-5200 

Hours: 24 hrs/7 days a week 

Assaulted Women’s Helpline 416-863-0511 or 1-866-863-0511 

Indigenous Hope for Wellness 24 Hr Helpline 1-855-242-3310 

Talk 4 Healing – Indigenous Women 24Hr Helpline 1-855-554-4325 

Overdose Prevention Line 1-888-853-8542 

 

Parenting 

Mental Health Toronto (referral support to connect you with children’s mental 

health/parenting support) 

www.mentalhealthto.ca 1-866-585-6486 

Community Mental Health Ontario – listing of local community mental health agencies (many 

offering telehealth). https://cmho.org/covid19/ 

COVID19 Parenting Tips: https://www.aboutkidshealth.ca/COVID-19 

 

Other Resources 

211 Ontario: For information and referrals for community, government, social and health 

services, including mental health resources across Ontario call 211 or 1-877-330-3213. 

 

Food 

Up-to-date information on food banks, delivery and take-away meals is available at 

https://www.connexontario.ca/
https://sophrosyne.ca/covid-19-program-schedule-changes/
https://sophrosyne.ca/covid-19-program-schedule-changes/
https://sophrosyne.ca/covid-19-program-schedule-changes/
http://www.mentalhealthto.ca/
http://www.mentalhealthto.ca/
https://cmho.org/covid19/
https://www.aboutkidshealth.ca/COVID-19
https://211ontario.ca/how-can-i-help/
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211 Ontario Daily Bread Food Bank: https://www.dailybread.ca/ | 416-203-0050 

Meals-on-wheels: http://www.mealsonwheels.ca/ - Check website for local agency 

 

 
Legal Aid 

Ontario Steps to Justice - frequently asked questions about legal rights related to 

COVID-19: www.stepstojustice.ca/covid-19 
 

 

Housing 

https://www.ontario.ca/page/affordable-housing-

ontario Emergency shelter: 1-877-330-3213 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.dailybread.ca/
http://www.mealsonwheels.ca/
http://www.stepstojustice.ca/covid-19
https://www.ontario.ca/page/affordable-housing-ontario
https://www.ontario.ca/page/affordable-housing-ontario
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Appendix C: Information Letter 

Follow-up Research Recruitment Invitation 

Dear (Name of Executive Director): 

Thank you for assisting with recruitment for the first phase of our research study that examined 

problem-solving skills, maternal well-being and parenting in women who are engaged with 

services to address their substance use.  

In our first phase of the research we were able to work with approximately 70 women from eight 

maternal substance use treatment programs. In doing this research, we learned a lot about the 

experience of women, including complex and varied mental health challenges (such as trauma, 

anxiety, depression, substance use) and high levels of stress associated with access to basic 

needs. We also saw that many women have strengths related to problem-solving (on tasks we 

completed with them) but that these mental health and socioeconomic stressors impact on these 

problem-solving skills. This can be associated with increased levels of parenting stress, including 

perception of oneself as a parent and challenges in caregiving related to behaviour and managing 

household organization and stress.  

COVID-19 has had a significant impact on Canadians, however the direct and indirect impact of 

the pandemic has been particularly challenging for those who were already living in poverty or 

experiencing other risks related to their physical, mental, and social well-being.  

We had the opportunity to follow-up with some of the women we met with in Phase 1 to talk 

about their experience during COVID-19. Many of these women reported that they were no 

longer in substance use treatment. Many were also no longer child welfare involved and had 

children who were 4 years and older. This means that we are missing women who are still 

participating in substance use treatment who have younger children. We believe that it is crucial 

that we capture the experiences of this group so that we can support these women and their 

families by sharing their needs, strengths, and stories and help inform ways to improve tailored 

and equitable access to supports needed to promote their well-being. 

What are we asking of your agency?  

If you are willing, we would ask that you post the following poster and/or send the digital poster 

to clients who have children under the age of 4 years. They may be current or past clients. 

Women who are involved with child welfare are welcome to participate, regardless of how often 

they see their children. The poster and the consent form are attached for more information. This 

study has been approved by the Research Ethics Boards of Ryerson University and the 

University of Victoria. 

How will women get connected to the study? 

If they are interested, they can click on the link in the digital study poster and be taken to a 

confidential survey or they can call or text our research coordinator, Laura Herman. 
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What will women be asked to do? 

 

We have broken the study up into three parts, and women can complete whichever parts and as many 

parts as they would like. The first part involves completion of online questionnaires (approximately 

30-40 minutes, they can take breaks and return as needed). The second and third parts are qualitative 

phone interviews (35-45 minutes each depending on how much they wish to share) asking them 

questions about their experience during the pandemic (and that of their children) and their experience 

in accessing supports. They can complete these at a time that is convenient for them. They will 

require access to a phone/internet to participate in the interview or questionnaire parts. 

 

Will women receive any benefit or be compensated for their time? 

Women will receive $30 for each interview ($60 for both) and $20 for completing the questionnaires. 

 

Will our program receive any benefit? 

Upon completion, we will share study results (presented across all women) with your agency. This 

information will help support the need for continued development of services for this population and 

ongoing research.  

 

Thank you for your consideration. Please reach out if you have any questions.  

 

 

 

 

Karen Milligan, Ph.D., C. Psych. 

Associate Professor, Ryerson University 

Director, Child and Family WISE (Wellness through Integrated Systems and Evaluation) Lab 

karen.milligan@ryerson.ca 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:karen.milligan@ryerson.ca


109 

COVID-19 AND PREGNANT AND PARENTING WOMEN WHO USE DRUGS 

Appendix D: Recruitment Poster 

Are you a mother of a child under age 4? 

 

Have you attended substance use treatment (now or in the past)? 

 

We want to learn about your experiences during COVID-19. 

 

You can choose one or both of the following activities to participate in. 

 

1. Online survey (or phone survey) about your well-being and parenting (30-40 

minutes).  

 

2. Phone interview about your experiences accessing supports and the well-being of 

yourself and your family during COVID-19 (choice of 1 or 2 interviews, 30-45 

minutes each). 

 

You will receive $20 for completing the survey and $30 for completing each phone 

interview (by bank e-transfer or a Walmart gift card). 

 

Participation in this study is completely voluntary and your treatment agency will not be 

told your responses or about your choice of participation.   

 

 

 

      

 

 

  

 

 

For more information, please call, text or email Laura, Study Coordinator of the Child 

and Family WISE lab at Ryerson University, at 416-500-2577 cfwise@ryerson.ca 

 

We look forward to hearing from you! 
 

This study has been approved by the research ethics boards at Ryerson University (2017-107, 
rebchair@ryerson.ca) and University of Victoria (ethics@uvic.ca). 
 

Click Here  

to choose the activities you want to 

participate in and to send us your contact 

information. 
 

https://ryersonpsych.co1.qualtrics.com/jfe/form/SV_3lPhldLYVgqyQKN

